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Seasonal  Patterns  in  Children’s  Blood- Lead  Levels: 
A Second  Peak  in  Late  Winter 

OSVALDO  MARRERO,  Ph  D.,  M.P.H.,  J.  WISTERMEIGS,  M.D., 
ALICE  D.  STARK,  M.P.H.,  DR.  P.H.,  AND  RUTH  FITCH  QUAH,  M.P.H. 


ABSTRACT — We  studied  8056  children  who 
were  tested  for  blood  lead  in  a screening  program  in 
New  Haven,  Connecticut  from  July  1 974  to  February 
1977.  These  children  were  between  6 and  77  months 
old  at  the  time  of  testing,  and  they  represented  about 
80%  of  the  total  resident  New  Haven  children 
within  this  age  range.  Both  micro  and  macro  blood 
samples  were  examined  by  methods  that  were  eval- 
uated for  reliability  and  were  found  satisfactory. 
Screening  was  conducted  at  all  seasons  of  each 
year,  and  the  resultant  data  set  was  large  enough  to 
permit  adequate  statistical  analysis.  Seasonal  varia- 
tions were  identified  with  two  peaks.  The  major 
peak  was  in  mid  summer  (geometric  mean  = 30.6 jig 


Introduction 

From  July  1974  through  February  1977,  a large- 
scale  screening  program  to  identify  children  at  higher 
than  normal  risk  of  lead  poisoning  was  carried  out  in 
New  Haven,  Connecticut.  This  program1  2 1 covered 
about  80%  of  resident  children  through  age  six,  ap- 
proximately. 

Rapoport  and  Rubin4  reported  a summer  peak  in 
blood-lead  values  among  children  in  1941.  Since  then, 
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search Fellow  Department  ofEpidemiology  and  Public  Health,  Yale 
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Pb/dl).  The  secondary  peak  was  in  late  winter 
(geometric  mean  = 28.5  jig  Pb/dl).  Troughs  oc- 
curred in  late  spring  (geometric  mean  = 26.0  jig 
Pb/dl)  and  mid  fall  (geometric  mean  = 23.6  jig 
Pb/dl).  For  statistical  testing,  we  considered  three 
categories  of  blood- lead  level:  <30,  30-39,  and  >40 
jig  Pb/dl  of  blood.  The  existence  of  two  peaks  was 
supported  (P<0.0005)  in  each  of  these  three  cate- 
gories. The  summer  peak  is  consistent  with  fre- 
quently noted  aggregations  of  cases  of  symptomatic 
childhood  lead  poisoning  in  summer.  The  secondary 
peak  in  late  winter  would  fit  the  hypothesis  that 
epidemics  of  respiratory  disease  can  create  a pool  of 
children  more  susceptible  to  overt  lead  poisoning. 


several  authors  have  observed  seasonal  patterns,  with 
principal  emphasis  on  the  summer  peak. 5 6 Factors 
known  to  affect  lead  intake,  absorption,  and  toxicity 
have  been  related  to  the  suggested  explanations  for  the 
observed  seasonal  patterns.  Exposure,  ingestion,  diet, 
metabolism,  temperature,  and  occurrence  of  illness  are 
included  among  these  factors. 

There  have  been  no  statistical  reports  which  show 
more  than  one  seasonal  peak  within  a year  for  popula- 
tion-based data  on  blood-lead  levels.  The  monthly  data 
from  the  New  Haven  program  showed  a cyclic  pattern, 
with  the  possibility  of  one  or  two  separate  seasonal 
peaks  in  addition  to  a prominent  summer  peak.  The 
latter  was  examined  by  Stark  et  al. 3 : Its  start  could  be 
traced  to  early  May,  and  it  reached  its  maximum  in  late 
July.  This  report  presents  our  analyses  for  other  peaks 
that  may  be  associated  with  the  winter  patterns  of 
respiratory  diseases  among  children. 

Certain  illnesses  exhibit,  for  the  whole  population, 
fairly  regular  seasonal  peaks.  There  is  a mid-February 
peak  for  influenza  and  pneumonia,  which  may  be 
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regarded  typical  of  respiratory  infections  in  people  of 
all  ages. 7 For  chicken  pox,  more  typical  of  childhood 
diseases,  the  peak  occurrence  is  mid-March.  s Exacer- 
bations of  plumbism  may  be  associated  with  intercur- 
rent infections  during  the  first  6 to  12  months  after 
excessive  intake  of  lead  is  terminated.''  Thus,  one 
might  expect  blood-lead  values  in  humans  to  be 
influenced  by  infections. 

Methods 

During  the  screening  period,  8334  children  were 
examined  for  blood  lead  one  or  more  times.  This  report 
is  based  on  8056  of  the  children  ( aged  6-77  months)  in 
the  survey.  The  278  records  excluded  were  as  follows: 
4 due  to  missing  month  of  birth  or  missing  year  of  birth; 
2 because  the  recorded  year  of  test  was  earlier  than  the 
year  of  birth;  7 because,  when  the  year  of  test  was  equal 
to  the  year  of  birth,  we  required  the  month  of  test  to  be 
later  than  or  equal  to  the  month  of  birth;  and  265  whose 
age  at  test  time  was  not  between  6 and  77  months.  Our 
analysis  was  based  on  data  from  each  child’s  first  test. 

Statistical  testing  for  seasonality  was  performed 
using  an  extension 9 of  Edward’s  test10  designed  to 
detect  multiple  peaks  and  troughs.  In  addition  to  a test 
for  seasonality,  this  extended  statistical  procedure 
affords  estimates  of  the  two  parameters  pertinent  to  a 
simple  sinusoidal  curve  which  one  might  use  to  de- 
scribe adequately  the  possible  seasonal  variation 
present  in  the  data.  These  two  parameters  are  the 
amplitude  and  the  location  of  extremum  (maximum  or 
minimum)  incidence.  More  specific  details  are  given  by 
Marrero. 9 For  large  sample  sizes  such  as  those  in  this 
study,  these  statistical  tests  have  high  power  versus  the 
alternative  of  a simple  sinusoidal  curve,  and  they  are 
very  specific  in  detecting  the  number  of  peaks  (and 
troughs)  for  which  they  are  intended.  The  statistical 
tests  employed  take  into  account  the  population  at  risk 
(i.e.,  those  children  who  were  tested)  during  each 
month. 


Results 

The  data  (see  Table  1)  in  each  of  the  3 categories  of 
blood-lead  level  (<30,  30-39,  and  > pg  Pb/100  ml  of 
blood)  were,  according  to  a decision  made  a priori, 
submitted  to  three  statistical  tests:  the  first  specific  to  1 
peak  and  1 trough,  the  second  specific  to  2 peaks  and  2 
troughs,  and  the  third  specific  to  3 peaks  and  3 troughs. 
At  the  5%  level  of  significance,  all  these  tests  produced 
statistically  significant  results  (see  Tables  2-4). 


Table  1 

FREQUENCIES  BY  MONTH  OF  TEST  IN  3 CATEGORIES 
OF  BLOOD-LEAD  LEVELS 


MONTH 

fig  Pb/100  ml  OF  BLOOD 
<30  30-39  >40 

NUMBER 

TESTED 

JAN 

356 

138 

47 

541 

FEB 

313 

187 

49 

549 

MAR 

247 

194 

50 

491 

APR 

360 

166 

39 

565 

MAY 

288 

126 

37 

451 

JUN 

256 

223 

84 

563 

JUL 

455 

384 

206 

1045 

AUG 

471 

355 

185 

101 1 

SEPT 

212 

1 16 

59 

387 

OCT 

669 

177 

67 

913 

NOV 

660 

218 

66 

944 

DEC 

337 

199 

60 

596 

4624 

2483 

949 

8056 

Simple  harmonic  curves  which  arise  naturally  during 

the  course  of  statistical  testing  were  investigated  as 


possible  descriptive  models  for  the  data.  These  models 
were  defined  by  the  expressions  1 + rrcos  (0j-0*)  and  1 
— cr  cos  (0j—  0*).  Additional  details  are  given  by 
Marrero. 9 These  sinusoidal  curves  were  considered  for 
1,  2.  and  3 peaks  (and  troughs).  Such  models  do  not 
suffice  to  explain  all  the  variation  present  in  the  data 
because  the  goodness-of-fit(GOF)  chi-squares  values 
obtained  were  too  high  (Tables  2-4). 

Estimates  obtained  for  the  parameters  Grand  0*  are 
shown  in  Tables  2-4.  The  months  of  maximum  and 


Table  2 

STATISTICAL  TESTING  FOR  SEASONALITY:  SUMMARY 

BLOOD-LEAD  LEVEL  CATEGORY:  <30  Mg  Pb/100  ml  BLOOD 

NUMBER  OF  PEAKS  (=NUMBER  OF  TROUGHS)  ASSUMED  IN  TESTING 
l 2 3_ 

STATISTICAL  TESTING: 


value  of  test  statistic  (chi-square,  2 d.f. ): 

56.713 

67.832 

12.644 

P value: 

PC0.0005 

P<0.0005 

0.0005  <P<0.005 

ESTIMATION: 

location  of  extremum  incidence  (in  degrees):  9* 

-9.11 

55.76 

80.00 

month(s)  of  maximum  incidence: 

late  Dec 

late  May,  late  Nov 

mid  Jan,  mid  May,  mid  Sep 

month(s)  of  minimum  incidence: 

late  Jun 

late  Feb,  late  Aug 

mid  Mar.  mid  Jul,  mid  Nov 

amplitude:  a 

0.1823 

0.1093 

0.3231 

DATA  DESCRIPTION:  t 

model: 

1 +arcos  (9;— 9*) 

1-acos  (9j— 9*) 

1 +trcos  (0; — 9*) 

GOF  test  statistic  (chi-square,  9 d.f.): 

83.777 

84.352 

288.045 

P value: 

PC0.0005 

PC0.0005 

P<0.0005 

t Information  is  given  only  for  the  better  fitting  (i.e.,  having  smaller  GOF  Chi-Square)  of  the  two  models  l+crcos  (0; — 0*)  and  l-trcos 
(0j— 9*). 
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Table  3 

STATISTICAL  TESTING  FOR  SEASONALITY:  SUMMARY 

BLOOD- LEAD  LEVEL  CATEGORY:  30-39  Ag  Pb/100  ml  BLOOD 

NUMBER  OF  PEAKS  (= NUMBER  OF  TROUGHS)  ASSUMED  IN  TESTING 
7 2 3 

STATISTICAL  TESTING: 


value  of  test  statistic  (chi-square,  2 d.f.): 
P value: 

40.831 

P<0.0005 

40.899 

P<0.0005 

9.761 

0.005<P<0.01 

ESTIMATION: 

location  of  extremum  incidence  (in  degrees):  0* 
month(s)  of  maximum  incidence: 
month(s)  of  minimum  incidence: 
amplitude:  a 

-41.53 
mid  May 
mid  Nov 
0.0710 

55.42 

late  Feb,  late  Aug 
late  May,  late  Nov 
0.1188 

85.52 

late  Mar,  late  Jul,  late  Nov 
late  Jan,  late  May,  late  Sep 
0.3231 

DATA  DESCRIPTION:  t 
model: 

GOF  test  statistic  (chi-square,  9 d.f.): 
P value: 

l-crcos  (0j—  0*) 
83.623 
P<0.0005 

1 +<rcos  (0j—  0*) 
71.847 
PC0.0005 

l-crcos  (0j — 0*) 
171.773 
PC0.0005 

f Information  is  given  only  for  the  better  fitting  (i.e.,  having  smaller  GOF  Chi-Square)  of  the  two  models  1+orcos  (9;—  9*)  and  1-ffeos 
(0i— 0*). 


Table  4 

STATISTICAL  TESTING  FOR  SEASONALITY:  SUMMARY 
BLOOD-LEAD  LEVEL  CATEGORY:  >40 /ig  Pb/100  ml  BLOOD 

NUMBER  OF  PEAKS  (=NUMBER  OF  TROUGHS)  ASSUMED  IN  TESTING 


1 

2 

3 

STATISTICAL  TESTING: 

value  of  test  statistic  (chi-square,  2 d.f.): 

78.899 

71.134 

6.619 

P value: 

P<0.0005 

P<0.0005 

0.025<P<0.05 

ESTIMATION: 

location  of  extremum  incidence  (in  degrees):  0* 

21.29 

56.98 

-84.01 

month)  s)  of  maximum  incidence: 

mid  Jul 

late  Feb,  late  Aug 

early  Apr,  early  Aug,  early  Dec 

month)  s)  of  minimum  incidence: 

mid  Jan 

late  May,  late  Nov 

early  Feb,  early  Jun,  early  Oct 

amplitude:  a 

0.5592 

0.3199 

-0.0773 

DATA  DESCRIPTION:  t 

model: 

1-acos  (0j—  0*) 

1 +OCOS  (0j  — 0*) 

1-atos  (0| — 0* ) 

GOF  test  statistic  (chi-square,  9 d.f.): 

87.059 

67.835 

148.625 

P value: 

PC0.0005 

PC0.0005 

PC0.0005 

■(•Information  is  given  only  for  the  better  fitting  (i.e.,  having  smaller  GOF  Chi-Square)  of  the  two  models  1+crcos  ( 0 j — 0* ) and  l-tfcos 
(©;— 0*). 


minimum  incidence  corresponding  to  the  parameter 
estimate  for  9*  are  also  shown  in  Tables  2-4. 

For  each  of  the  three  categories  of  blood-lead  level 
that  we  considered,  a simple  harmonic  curve  with  2 
peaks  (and  troughs)  seemed  to  fit  the  data  better  than 
such  a curve  with  either  1 peak  or  3 peaks.  A good 
descriptive  model  would  be  associated  with  a high  test 
statistic  value  and  accompanying  low  GOF  statistic 
value.  From  Tables  2-4,  one  sees  that,  of  the  three 
models  we  considered,  the  2-peaked  simple  harmonic 
curve  comes  closest  to  satisfying  these  criteria.  This  is 
supported  by  visual  inspection  of  the  data  as  shown  in 
Figures  1 and  2.  The  axes  in  Figures  1 and  2 were 
drawn  with  the  same  scale  to  facilitate  visual  com- 


parisons among  the  curves  shown  in  those  figures. 

The  blood-lead  levels  for  the  total  study  population 
(see  Figure  1)  exhibited  a major  peak  in  mid  summer 
and  a secondary  peak  in  late  winter;  troughs  occurred  in 
late  spring  and  mid  fall.  Similar  results  were  obtained 
for  the  two  higher  categories  of  blood-lead  levels,  30- 
39  and  >40  Mg  Pb/100  ml  blood.  The  2-peaked  des- 
criptive models  obtained  for  these  categories  had  peaks 
in  late  February  and  late  August,  and  troughs  in  late 
May  and  late  November  (Tables  3-4).  Blood-lead 
levels  data  for  the  three  major  ethnic  groups  in  New 
Haven  (Black,  Hispanic,  and  White)  also  showed  a 
secondary  peak  in  late  winter  and  highest  values  during 
the  summer  (see  Figure  2). 
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Figure  1 

Blood-lead  levels,  total  study  population. 
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Figure  2 

Blood  lead  levels,  by  ethnic  group. 


Discussion 

This  analysis  provides  population-based  epidemio- 
logical support  for  an  association  of  communicable 
disease  cycles  with  blood-lead  levels.  The  evidence  is 
indirect  and  circumstantial, but  the  conclusion  it  sug- 
gests seems  logical  in  light  of  the  observations  of 
clinicians  over  many  years.  Children  with  infections 
are  more  likely  to  develop  clinical  symptoms  of  lead 
poisoning  than  those  who  are  without  evidence  of  non- 
lead related  illness.  This  may  apply  to  recurrences  of 
clinical  lead  poisoning  as  well  as  the  initial  manifesta- 
tions. 6 

Clinicians  have  postulated  that  acute  illnesses 
might  somehow  precipitate  the  release  into  the  blood  of 
lead  from  body  stores,  but  direct  or  indirect  evidence  to 
substantiate  this  hypothesis  has  not  been  given  pre- 
viously; this  study  provides  indirect  support. 

Tables  2-4  suggest  that  a curve  with  two  peaks  per 
year  fits  the  data  better  than  either  a one-peak  or  a 
three-peak  model.  The  large  value  for  the  goodness-of- 
fit  x 2 reflects  the  observed  distribution  of  mean  values 
by  month.  Whether  a third  small  peak  in  December  is 
also  a highly  significant  one  deserves  further  study. 
Such  a third  peak,  if  replicated  in  another  population- 
based  survey,  and  coupled  with  supporting  evidence  of 
high  incidence  rates  for  acute  communicable  diseases 
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in  the  pediatric  population,  could  test  the  hypothesis  in 
a more  definitive  way  than  this  study. 

The  foregoing  limitations  are  accompanied  by  some 
strengths.  The  illness  peaks  for  all  acute  conditions  as 
well  as  for  respiratory  ones  in  the  U.S.  in  1975,  1976, 
and  1977  (the  time  period  pertinent  to  our  study) 
occurred  in  late  February  or  early  March  (Black, 11 
Figure  3,  p.  7).  There  is  no  reason  to  believe  that 
Connecticut  experience  deviated  substantially  from 
that  observed  for  the  U.  S. 

Common  respiratory  diseases  affect  young  children 
more  than  adults  under  50  years  of  age;  and,  although 
the  pattern  is  not  the  same  each  year,  the  said  diseases 
show  highest  incidence  during  winter  (e.g.,  Dingle  et 
al., 12  Figs.  1-3,  pp.  22-23).  It  is  interesting  to  note  that 
Dingle  et  al.  observed  a decline  in  October  for  the 
common  respiratory  diseases  (Dingle  et  al., 12  Fig.  4,  p. 
24);  the  mean  blood-lead  levels  in  New  Haven  children 
were  lowest  in  that  month  (Figures  1 and  2).  During  the 
warmer  months,  common  respiratory  diseases  show  a 
decline  (e.g.,  Dingle  et  al.,  12  Fig.  4,  p.  24)  and  would 
therefore  not  be  a contributing  factor  to  lead  poisoning. 

As  Stark  et  al. 3 have  suggested,  the  summer  peak  in 
blood-lead  levels  may  be  explained  by  regular  inter- 
actions of  diet,  sunshine,  vitamin  D,  and  availability  of  I 
environmental  lead. 

As  shown  in  Figure  2,  blood-lead  levels  data  for  the 
three  major  ethnic  groups  of  New  Haven  children 
confirmed  the  existence  of  a secondary  peak  in  late 
winter,  and  showed  highest  values  during  the  summer.  , 
The  remaining  two  ethnic  group  categories  (Other, 
Unknown)  did  not  have  a large  enough  number  of 
observations  by  month  to  warrant  separate  considera- 
tion; the  children  in  these  two  categories  are,  however, 
included  in  the  results  depicted  in  Figure  1 for  the  total 
population. 

We  considered  the  possibility  that  our  results  might 
have  been  subject  to  the  influence  of  a group  of  children 
with  unusually  elevated  values  of  blood  lead.  Out  of 
8056  children  in  our  study,  there  were  only  three  with 
blood-lead  levels  above  100  ug  Pb/100  ml.  These  high 
values  of  Mg  Pb/100  ml  were,  chronologically,  as 
follows:  140  in  July  1974, 150  in  November  1975,  and 
1 30  in  June  1 976.  Such  timing  and  seasonal  distribution 
confirm  the  minimal  contribution  of  these  three  extreme 
values  to  the  statistical  results. 

The  importance  of  this  work  lies  in  its  demonstration 
that  levels  of  blood  lead  in  the  20-29  Mg  Pb/100  ml 
range,  long  considered  to  be  of  little  clinical  concern, 
ought  to  be  taken  more  seriously.  In  the  New  Haven 
experience,  the  expected  seasonal  cycles  of  communi- 
cable diseases  among  children  appeared  to  be  associated 
with  the  mobilization  of  body-stored  lead  to  levels 
above  30  Mg  Pb/100  ml  in  a substantial  portion  of  the 
pediatric  population.  As  seen  from  Figure  2,  black 
children  would  presumably  be  much  more  susceptible 
to  acute  lead  poisoning  than  a population  with  lower 
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values.  Good  public  health  practice  would  seem  to 
demand  that  general  pediatric  population  levels  of 
blood  lead  in  ng  Pb/100  ml  be  reduced  as  rapidly  as 
possible  to  an  annual  mean  in  the  low  20s. 

This  study  also  suggests  the  need  for  a more  compre- 
hensive population  survey.  This  was  not  a clinical 
study;  we  did  not  have  the  opportunity  to  examine 
individual  children.  Future  studies  of  this  kind  should 
attempt  to  elucidate  the  association  between  specific 
infections  and  elevated  blood-lead  levels. 

Long-accepted  assumptions  about  safe  levels  for 
lead  exposure  have  been  challenged  by  Patterson  and 
others.  Our  results  provide  a degree  of  support  for 
Patterson’s  concerns,  in  suggesting  a mechanism 
whereby  acute  lead  poisoning  could  occur  in  a number 
of  children  who  might,  by  ill  luck,  have  a series  of 
illnesses  in  the  same  season  but  no  excess  exposure  to 
lead  beyond  the  accepted  “normal”  background  levels. 

Settle  and  Patterson’s 13  recent  observations  on  the 
increased  amounts  of  lead  in  skeletons  of  recent 
inhabitants  of  Peru  compared  with  those  who  died 
perhaps  1000  years  ago,  support  the  contention  that 
body  burdens  have  increased  in  recent  centuries  above 
the  true  natural  background  levels.  This  may  be  more 
important  than  it  would  seem  from  the  rarity  of 
clinically  observed  lead  poisoning.  The  combination  of 
lead  and  a genetic  factor  has  been  postulated  by  Kantor 
et  al. 14  as  a possible  risk  factor  for  Wilms’  tumor.  That 
study14  showed  an  association  between  a history  of 
father’s  occupation  in  probable  contact  with  lead  and 
the  occurrence  of  this  tumor  in  his  children.  Taken  from 
birth  certificates  at  the  time  of  the  cases’  and  controls’ 
births,  the  paternal  occupations  that  were  noted  more 
frequently  in  Wilms’  tumor  cases  than  in  controls 
included  several  with  known  rather  minor  lead  expo- 
sures. For  example,  vehicle  drivers,  service  station 
attendants  and  mechanics,  whose  blood-lead  levels 
have  been  measured  in  the  range  of  25-35  jig  Pb/100 
ml  blood,  were  significantly  over-represented  among 
fathers  of  cases. 


The  findings  of  this  and  other  studies  of  environ- 
mental lead  burdens  and  their  possible  effects  on 
human  health  would  all  seem  to  support  more  intensive 
efforts  to  reduce  people’s  lifelong  exposures  to  lead. 
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The  Value  of  Computed  Tomography  in  the  Work  Up  of  a 
Patient  with  Cervical  Spine  Injury 

SHIRLEY  MCCARTHY,  M.D.,  ph  d.  and  chat  virapongse,  m.d. 


ABSTRACT — The  radiologic  evaluation  of  pa- 
tients with  acute  cervical  spine  injury  is  often 
unsatisfactory.  Despite  numerous  time-consuming 
conventional  radiographic  views  and  multidirec- 
tional tomograms  of  the  spine,  the  presence  and 
extent  of  the  injury  may  remain  unknown  until 
surgery. 1,2  When  conventional  radiologic  examina- 
tions are  inconclusive,  computed  tomographic 
(CT)  scanning  should  be  performed.  The  following 
case  is  representative  of  our  experience  and  others. 3' 4 

Case  Report 

A 25-year-old  male  was  brought  to  the  emergency  room  following 
a motor  vehicle  accident.  He  had  multiple  trauma  to  the  head,  chest 
and  abdomen.  He  was  unconscious  with  decerebrate  posturing  and 
responded  only  to  pain  stimuli  in  the  right  arm  and  leg.  Plain  films  of 
the  cervical  spine  demonstrated  an  obliquely  oriented  dens  on  the 
open  mouth  view,  and  the  body  of  C2  appeared  to  be  posteriorly 
displaced  in  respect  to  the  dens  on  the  lateral  view.  No  fracture  was 
visible  however.  Conventional  tomograms  were  obtained  (Figure  1 ), 
which  confirmed  the  findings  of  malalignment  on  plain  films.  A band 
of  linear  lucency  passing  through  the  anteroinferior  portion  ofC2  was 
suggestive  of  a fracture  (Figure  1 c)  otherwise  no  other  abnormalities 
were  seen.  In  view  of  the  absence  of  an  obvious  fracture,  no  further 
steps  were  taken  to  further  evaluate  the  above  findings,  as  efforts 
were  directed  toward  the  management  of  trauma  in  other  areas  of  the 
body.  Five  days  after  admission  a decision  to  obtain  CT  scans  of  the 
cervical  spine  was  made  by  an  orthopaedic  team  who  reviewed  the 
problem  while  consulting  on  a pelvic  fracture.  CT  scans  were 
performed  on  a PZ0600  fourth  generation  scanner.  Axial  scans 
revealed  a large  diastatic  fracture  passing  obliquely  through  the  body 
of  C2  (Figure  2),  which  was  barely  visible  on  conventional 
tomography.  The  left  fragment  was  displaced  approximately  4-5  mm 
posteriorly  into  the  spinal  canal,  accounting  for  the  dorsal  location  of 
the  body  of  C2  in  respect  to  the  dens  seen  on  conventional 
tomography.  Similarly,  the  oblique  orientation  of  the  dens  on 
conventional  tomography  is  readily  explained  by  the  CT  scan.  CT 
also  demonstrated  a second  fracture  involving  the  right  neural  arch 
and  lateral  mass  of  C2  (Figure  2b),  which  was  not  seen  on 
conventional  tomography. 

The  patient  was  subsequently  placed  in  a halo  rest  pending 
surgery. 

SHIRLEY  MCCARTHY,  M.D.,  Ph.D.,  Resident;  CHAT 
VIRAPONGSE,  M.D.,  Assistant  Professor  of  Diagnostic  Radiol- 
ogy, Section  of  Neuroradiology;  both  of  the  Department  of  Radiol- 
ogy, Yale  University  School  of  Medicine. 

Reprint  requests  to:  Department  of  Radiology,  Yale  University 
School  of  Medicine,  333  Cedar  St.,  New  Haven,  CT  0651 1 (Dr. 
Virapongse). 


Figure  1 

Conventional  tomograms  of  the  cervical  spine. 


Figure  1 a 

AP  view  showing  an  obliquely  oriented  dens.  There  is  a questionable 
fracture  passing  through  the  region  of  the  left  synchondrosis  ( arrow). 


Figure  1 b 

Lateral  tomographic  section  through  the  midline  showing  dis- 
placement of  the  entire  spinal  column  posteriorly  in  respect  to  C, . 
Note  the  ventral  position  of  the  dens  (arrows). 
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Figure  lc 

Lateral  tomographic  section  to  the  right  of  section  lb  showing  a 
suggestion  of  a fracture  through  the  antero- inferior  portion  of  C2 
(arrows). 

(Dotted  lines  represent  levels  of  CT  sections). 


Figure  2 

High  resolution  CT  of  C2.  Axial  view  from  superior  to  inferior. 


Figure  2a 

(level  A in  figure  1 c)  A diastatic  fracture  through  C2  is  present  with  a 
separation  of  approximately  7 mm.  The  neural  arch  of  C,is  noted 
posteriorly.  Note  the  constriction  of  the  spinal  canal,  (arrows). 


Figure  2b 

(level  B in  figure  lc)  Fracture  passing  obliquely  through  the  right 
body  of  C2.  Note  also  a second  fracture  through  the  lateral  mass  in 
neural  arch  of  C2  (arrow)  which  was  not  visible  on  conventional 
tomography. 


Discussion 

The  above  case  clearly  illustrates  the  great  value  of 
CT  in  the  evaluation  of  the  patient  with  cervical  spine 
injury.  CT  has  the  inherent  advantages  of  superior 
contrast  resolution  and  axial  projection,  which  are 
ideal  for  visualizing  the  integrity  of  the  neural  arch. 
Thus,  should  any  doubt  arise  as  to  the  interpretation  of 
either  plain  film  or  conventional  tomograms  in  a patient 
suspicious  of  spine  injury,  CT  should  be  performed 
without  delay  for  proper  patient  management.  Contro- 
versy exists  with  regard  to  its  order  in  the  work-up  of 
such  patients,  some  claiming  that  it  should  precede 
conventional  tomography. 5 6 CT  can  demonstrate  as- 
sociated bony  and  or  soft  tissue  (disc,  hematoma) 
extension  into  the  spinal  canal  and  paraspinal  region, 
plus  also  providing  reformatted  images.  Therefore,  it  is 
quite  feasible  that  CT  may  ultimately  replace  myel- 
ography in  patients  with  trauma. 6 In  most  institutions, 
mere  accessibility  to  the  CT  scan  is  problematic  since  it 
is  usually  heavily  scheduled.  Under  these  circum- 
stances, the  following  protocol  may  serve  as  a practical 
guideline  in  the  radiological  evaluation  of  these  pat- 
ients. 

RADIOLOGIC  WORK  UP  OF  PATIENTS  SUSPICIOUS  OF  CERVICAL 
SPINE  INJURY 

Patient  suspicious  of 
cervical  spine  injury 


' ’ 

Plain  films  of 
the  cervical  spine 

Unequivocally 
Normal 

/ 

stop  radiologic 
work  up 

high  resolution  CT  (with  reformatted 
images)  through  suspicious  region 
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The  Morgue:  A Neglected  Classroom  for 
Physical  Diagnosis 

HENRY  SCHNEIBERMAN,  M.D. 


ABSTRACT — Medical  students  and  recent  grad- 
uates possess  inadequate  skills  in  physical  diag- 
nosis, and  rely  too  much  on  laboratory,  radio- 
graphic  and  other  ancillary  data.  Autopsies  provide 
an  excellent  setting  for  learning  many  examination 
skills,  but  have  not  been  so  utilized  for  several 


Many  physicians  lament  that  the  clinical  skills  of 
medical  clerks  and  house  officers  have  deteriorated  in 
recent  times. 1 Improvement  is  desperately  needed  to 
restore  orderly  thinking,  effective  interviewing, 2 pri- 
macy of  neurologic  examination  over  computerized 
tomography. 3 Bedside  diagnostic  teaching  has  become 
harder  to  find;  some  attending  physicians  have  come  to 
omit  or  distrust  hands-on  methods;  and  cardiology 
technicians  preempt  phonocardiograms  for  echocar- 
diograms, which  are  “important”  and  are  reimbursable 
by  insurance  companies.  Such  practices  erode  learning 
and  confirmation.  One  can  learn  much  of  inspection 
from  photographs,  and  of  auscultatory  phenomena 
from  tape- recordings.  However,  no  plastic  model  can 
replace  palpating  a mass  alongside  one’s  superior. 
Many  nonsurgical  house  officers  now  defensively 
describe  normal  prostates  as  “2+  symmetrically  en- 
larged.” 

The  autopsy  provides  an  opportunity  for  anatomic 
correlation  of  percussion  and  palpation  unparalleled 
even  by  pre-operative  examination  and  subsequent 
operative  exposure.  Immediately  after  postmortem 
external  examination,  dissection  allows  comparison  of 
the  gross  character  of  any  organ  with  physical  findings. 
Most  questions  raised  by  physical  examination — such 
as  pulmonary  consolidation  versus  pleural  effusion,  or 
prostatic  nodule  versus  rectal  mass — can  be  answered 
by  gross  examination.  Why  has  autopsy  not  been  used 
for  teaching  Clinical  Diagnosis  throughout  the  cen- 
tury? Few  physicians  posses  competence  enough  in 
both  clinical  medicine  and  pathology  to  supervise  such 

HENRY  SCHNEIDERMAN,  M.D.,  Assistant  Professor  of 
Pathology  and  Internal  Medicine,  University  of  Connecticut  Health 
Center,  Farmington,  CT. 

Reprint  requests  to:  Department  of  Medicine,  Room  L-3092, 
University  of  Connecticut  Health  Center,  Farmington,  CT  06032 
(Dr.  Schneiderman). 

8 


reasons,  which  are  here  addressed.  Detailed  sug- 
gestions are  provided  for  improving  specific  exam- 
ination skills  at  autopsy.  Cost  containment  man- 
dates more  efficient  and  parsimonious  use  of  tests, 
and  the  practice  of  medicine  is  more  enjoyable  for 
those  who  command  good  examining  skills. 


training.  Most  pathology  residents  retire  the  black  bag; 
their  clinical  proficiency  atrophies  ineluctably  with  dis- 
use. For  their  part,  few  clinicians  can  recognize  myo- 
cardial infarction,  pancreatitis  and  normal  epididymis 
grossly.  Several  traditional  objections  to  teaching  phys- 
ical diagnosis  in  the  morgue  can  be  refuted.  Before 
doing  so,  we  reassure  those  unfamiliar  with  autopsy 
procedure  that  neither  the  examinations  listed,  nor  con- 
ventional complete  autopsy,  disfigure  the  body;  open 
casket  funeral  will  show  no  trauma. 

“The  morgue  and  death  are  too  gloomy,  and  traffic  in 
them  is  ghoulish.”  The  ultimate  goal  of  the  exercises, 
service  to  patients,  justifies  personal  discomfort.  Ex- 
posure to  the  dead  diminishes  revulsion  and  fear.  The 
student  of  medicine  who  emerges  more  comfortable 
with  death  will  gain  some  ease  in  discussing  dying  with 
the  mortally  ill  and  their  families.  Acquaintances  of  the 
deceased,  including  his/her  doctors,  should  not  partic- 
ipate in  postmortem  physical  examination:  like  the 
evisceration,  it  is  too  charged  emotionally  when  one 
knows  its  subject  personally. 

It  is  widely  felt  if  seldom  expressed  that  death  equals 
physician  failure. 4 Autopsy  work  cures  this  unjustified 
sentiment.  One  realizes  that  diseases  have  a natural 
history,  against  which  optimal  management  is  often 
impotent. 

“Doesn’t  examination  violate  the  right  to  privacy  of 
the  deceased?”  Our  work  exists  to  help  patients,  and 
not  the  other  way  around.  Careful  external  examina- 
tion furthers  this  aim  by  raising  the  quality  of  autopsies. 
Postmortem  rectal  examination  may  reveal  a small  flat 
anal  cancer,  solving  a case  of  carcinomatosis  with 
occult  primary,  when  the  primary  might  otherwise  have 
been  buried  with  the  body.  Pelvic  examination  can 
detect  adnexal  fluctuance,  allowing  appropriate  cul- 
tures before  the  collection  is  contaminated  by  cutane- 
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ous  microbes.  These  examples  were  chosen  precisely 
because  they  involve  examinations  most  likely  to  raise 
hackles.  Free  discussion  of  this  objection  should  be 
encouraged,  and  should  re-alert  us  to  the  utility  and 
necessity  of  conducting  these  oft-omitted  examinations 
in  living  patients. 5 

Why  not  use  Anatomy  cadavers  for  training  in 
physical  diagnosis?  The  right  to  dissect  them  has  been 
purchased,  and  legally  no  service  is  owed  them.  There 
are  several  answers.  Separation  of  patient  service  from 
learning  fosters  arrogance  and  deadens  curiosity.  Fix- 
ation (“embalming”)  changes  the  consistency  of  both 
body  surface  and  internal  organs,  altering  tactile  pro- 
perties as  death  alone  does  not.  The  fixed  skin  and 
mucous  membranes  turn  an  unnatural  gray,  and  the 
viscera  lose  the  vivid  patterns  of  disease  never  for- 
gotten, once  observed  at  autopsy  or  operation.  Rigidity 
of  the  embalmed  cadaver  makes  manipulation  of  joints 
arduous  far  beyond  usual  rigor  mortis.  History  for 
correlation  is  unavailable  for  Anatomy  cadavers,  and 
their  study  therefore  fails  to  reinforce  interdependence 
of  history  and  examination.  Review  of  anatomy,  a 
premium  of  autopsy,  is  better  accomplished  on  fresh 
unfixed  tissue. 

“Don’t  gloves  ruin  fine  touch  discrimination?”  Deli- 
cate intraoperative  maneuvers  answer  this  objection; 
examination  of  patients  in  reverse  isolation  bespeaks 
the  feasibility  of  percussion  with  gloved  fingers. 

Minor  objections  include  lengthening  of  the  autopsy 
procedure,  unpredictable  cadaver  availability,  and 
contamination  of  blood  cultures.  For  a moderately 
experienced  prosector  the  maneuvers  listed  below  can 
be  completed  in  a fraction  of  the  half-hour  typically 
spent  reading  the  chart  and  telephoning  clinicians 
before  dissecting.  If  the  cadaver  is  to  be  examined  by  an 
inexperienced  student,  instructor  and  student  can  pro- 
ceed while  the  resident  performs  the  preparatory  tasks. 

Instructor  and  students)  must  be  at  hand  if  neither 
service  work  nor  the  needs  of  the  undertaker  and  family 
are  to  suffer.  The  need  to  accommodate  the  real  world 
surprises  many  students  (some  respond  to  our  invita- 
tion to  witness  autopsies,  “When  is  the  next  one 
scheduled?”),  but  reflects  the  lack  of  temporal  control 
in  medicine.  If  the  instructor  is  the  attending  autopsy 
pathologist  for  the  day,  she/he  can  combine  functions 
conveniently. 

Manipulation  of  the  abdomen  may  seed  the  blood- 
stream with  enteric  microbes,  particularly  when  the 
bowel  is  autolyzed.  When  critical  cultures  have  not 
been  satisfactory  during  life,  sterile  percutaneous  aspi- 
ration of  intracardiac  blood  before  beginning  external 
examination  may  help.  One  may  limit  examination  of 
certain  autopsy  patients,  such  as  transplant  recipients, 
to  the  prosector  and  attending  pathologist. 

Protection  of  examiners  forbids  teaching  from  ca- 
davers possibly  infected  with  type  B viral  hepatitis. 


active  tuberculosis  or  coccidioidomycosis,  or  Jacob- 
Creutzfeldt  disease.  Barrier  methods  (disposable  gloves, 
masks  and  gowns)  and  care  make  postmortem 
physical  examination  and  autopsy  safe. 

Both  order  and  flexibility  are  necessary.  Standard 
procedure  helps  develop  the  expertise  required  to 
individualize  the  approach  to  a particular  patient  and 
his/her  pathology. 5 We  provide  here  a general  outline, 
and  a handful  of  special  methods.  The  choice  or 
creation  of  infinitely  varied  subroutines  tailored  to 
particular  cases  provides  much  of  the  intellectual  joy 
and  challenge  of  medicine. 

General  Appearance 

Once  one  has  explored  a decubitus  ulcer  down  to 
bone,  and  seen  extensive  necrosis  beneath  its  “intact” 
edges,  prevention  of  bedsores  gains  priority. 

Cyanosis,  jaundice  or  cachexia  are  seen  in  many 
patients  at  death,  and  the  morgue  provides  ready 
demonstrations  of  their  various  degrees. 

Skin 

Edema  redistributes  toward  dependent  areas.  As  in 
the  bedridden  living  patient,  at  autopsy  presacral 
edema  exceeds  pedal.  Pitting  persists  after  death.  No 
one  has  yet  studied  whether  the  timed-pitting  test  for 
hypoalbuminemic  edema7  remains  valid  postmortem. 

Removal  of  localized  skin  lesions  at  autopsy  is 
usually  restricted  to  the  vicinity  of  customary  incisions, 
which  form  a Y-shape  over  the  trunk  and  a U-shape  in 
the  transverse  plane  behind  the  ears:  here  skin  may  be 
removed  parallel  to  the  incision  without  disfigurement. 
Small  punch  biopsies  allow  sampling  elsewhere  but  are 
underused.  A rotation  on  a biopsy-oriented  Derma- 
tology service  is  thus  far  more  valuable  for  correlating 
the  clinical  appearance  with  pathology  in  skin  disease. 

Head,  Eyes,  Ears,  Nose  and  Throat 

Arcus  senilis  remains  visible  despite  postmortem 
corneal  clouding.  Anisocoria  raises  wide  differential 
anatomic  and  etiologic  diagnoses.  Postmortem  oph- 
thalmoscopy has  failed  us,  in  part  due  to  corneal 
clouding.  Potential  examiners  hate  placing  their  faces 
close  to  that  of  a corpse.  As  during  life,  conjunctival 
hemorrhage  rarely  indicates  coagulopathy.  Petechiae 
on  the  palpebral  conjunctiva  raise  issues  of  vasculitis 
and  infective  endocarditis  which  can  be  settled  at  once. 
The  eyelids  must  be  handled  gingerly  at  autopsy;  the 
gloves  should  be  free  of  blood  and  talc. 

We  have  little  experience  with  postmortem  otos- 
copy. Punch-biopsy  sampling  can  provide  tissue  from 
the  tympanic  membrane  or  external  canal. 

Orofacial  and  pharyngeal  examination  is  more 
difficult  because  of  rigor  mortis.  Correlation  with 
pathology  is  generally  limited  to  microscopy,  rather 
than  organ  removal  to  show  gross  pathology.  Even  at 
that,  sampling  is  not  without  hazards. s Therefore,  such 
examinations  are  not  further  considered  here. 
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Neck 

One  can  palpate  the  thyroid  adequately  at  autopsy 
despite  the  loss  of  deglutition  for  definition.  Those  who 
have  previously  comfortably  diagnosed  half-centimet- 
er nodules  find  the  en  bloc  organs  of  the  neck  instruct- 
ive; upper  airway,  thyroid  cartilage,  thyroid  gland  and 
portions  of  strap  muscles,  seen  together,  emphasize 
that  one  palpates  the  thyroid  behind  or  around  a mass 
of  muscle  which  dwarfs  the  lobes,  and  that  unfelt  small 
nodules  often  outnumber  those  detected.  The  cystic 
character  of  a thyroid  mass  can  be  shown.  Correlation 
of  scintigraphic  findings  with  gross  pathology  of  the 
thyroid  commonly  stresses  distinction  of  cystic  areas 
from  non- functional  cancers  that  have  formed  “cold 
nodules;”  surgically  resected  thyroids  are  employed, 
because  known  thyroid  nodules  usually  result  in  surgery, 
not  death. 

Back 

Scoliosis  is  dramatically  illustrated  when  the  spine 
lies  uncovered  after  evisceration,  flanked  by  posterior 
parietal  pleura  above  and  psoas  majors  below.  Bed- 
sores are  addressed  above. 

Lymph  Nodes 

All  the  clinically  palpable  groups  are  readily  felt  at 
autopsy,  and  removal  for  inspection  is  feasible. 8 Many 
“shotty  inguinal  lymph  nodes”  and  “shotty  neck 
nodes”  prove  to  be  lobules  of  fat. 

Abdominal  cancer  requires  probing  deeply  for  a left 
supraclavicular  (Virchow’s)  node;  the  losses  of  inspira- 
tion and  of  the  Valsalva  maneuver  are  compensated  by 
one’s  ability  to  press  hard  without  fear  of  causing  pain, 
and  the  opportunity  to  re-check  after  wide  exposure. 
The  practical  benefits  of  reviewing  this  lymphatic 
anatomy,  and  that  dictating  the  right  supraclavicular 
lymphadenopathy  which  can  complicate  uncontrolled 
left  basilar  lung  disease,9  are  obvious. 

Breasts 

The  supine  position  of  the  cadaver  optimizes  post- 
mortem breast  examination.  Distinction  of  fibrocystic 
disease  from  cancer  improves  when  one  has  seen  the 
cut  surface  of  each,  and  seen  what  one  felt;  chalky, 
hard,  fibrotic  cancer,  or  the  multiple,  irregularly  fibrous 
areas  interspersed  with  cysts  containing  green  murky 
fluid  in  the  benign  processes.  Most  of  each  breast  is 
routinely  removed  from  the  inside  of  the  reflected  chest 
wall  flap  at  autopsy,  permitting  excellent  correlation 
except  of  nipple  or  cutaneous  involvement,  both  of 
which  are  readily  studied  on  surgical  (mastectomy) 
specimens.  Excisional  biopsy  of  breast  masses  for 
frozen  section  before  mastectomy  vitiates  the  use  of 
surgical  specimens  for  learning  the  feel  of  breast 
carcinoma.  Discernment  of  fibroadenoma  must  be 
learned  in  the  clinic,  for  mercifully  adolescents  and 
young  adults  are  rarely  encountered  in  autopsy  prac- 
tice. 


Gynecomastia  occurs  surprisingly  often  in  men 
treated  for  prostate  cancer,  those  receiving  digoxin, 
and  cirrhotics. 

Respiratory  System 

Palpation  for  tracheal  deviation  can  be  followed  by 
confirmation  and  demonstration  of  the  cause.  Per- 
cussion or,  if  the  cadaver  can  be  appropriately  posi- 
tioned, auscopercussion. 10  can  disclose  pneumothorax, 
effusion,  pulmonary  edema,  or  consolidation.  Con- 
clusions are  valid  only  for  the  anterior  half  of  the  chest, 
because  postmortem  dependent  blood  flow  engorges 
the  posterior  lungs  and  renders  them  dull. 

Cardiovascular  System 

Only  indirect  signs  of  cardiovascular  disease  can  be 
found  at  autopsy:  edema,  gangrene,  effusion.  Clubbing 
raises  a differential  diagnosis  of  pulmonary  disease. 
Cyanosis  may  develop  at  or  after  death  from  de- 
oxygenation of  noncirculating  blood,  rendering  corre- 
lation with  cardiorespiratory  function  in  life  imposs- 
ible. Similarly,  distended  veins  are  sometimes  arti- 
factual. 

The  peripheral  signs  of  infective  endocarditis  have 
become  rare.  Petechiae,  by  contrast,  are  common. 

Abdomen 

One  can  easily  elicit  any  sign  of  ascites  except  the 
puddle  sign"  after  death.  The  spleen  can  be  per- 
cussed, 12  ballotted,  and  palpated  without  right  lateral 
decubitus  positioning  or  inspiration.  Hepatic  percussion 
and  palpation  remain  straightforward;  after  the  body 
wall  has  been  reflected  during  evisceration,  one  can 
compare  the  infracostal  extent  with  that  judged  by 
external  examination.  One  can  also  learn  by  how  much 
one  usually  underestimates  the  upper  border  of  hepatic 
dullness,1’  and  so  create  one's  own  reasonably  con- 
stant correction  factor.  Neither  hepatic  nor  splenic 
percussion  suffers  from  postmortem  dependent  fluid 
flow,  which  may  actually  help  when  pulmonary  edema 
redistributes  dorsally,  augmenting  the  difference  in 
percussion  note.  Palpation  of  the  gallbladder  should  be 
attempted.  One  can  try  to  feel  non-ptotic  but  anterior 
right  kidneys,*  14  and  enhance  one’s  skill  at  telling  them 
from  enlarged  livers. 

Differentiation  of  intra- abdominal  masses  from 
those  in  the  abdominal  wall  remains  underemphasized; 
one  cannot  employ  the  effect  of  contraction  of  rectus 
abdominis,  but  incision  of  an  intramuscular  lipoma, 
when  all  examiners  have  stipulated  an  intra-abdominal 
mass,  reinforces  the  differential  diagnosis  and  the  need 
for  performing  distinguishing  maneuvers  during  life. 
Postmortem  search  for  small  or  asymptomatic  inguinal 
hernias  rarely  succeeds.  Diastasis  recti  and  ventral 
hernias  are  readily  felt.  Digital  examination  of  stomas, 

* Curiously,  this  recent  paper  on  echography  of  such  kidneys 
included  no  systematic  palpation,  and  made  no  mention  of  the  use 
of  respiratory  movement  to  differentiate  liver  from  kidney. 
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particularly  colostomies  and  ileostomies,  may  reveal 
intrinsic  pathology,  and  allows  abdominal  exploration 
per  stomam,  in  life,  patient  discomfort  and  appre- 
hension often  enfeeble  this  productive  examination. 
One  can  seek  a Sister  Joseph’s  nodule,  and  prove 
whether  it  arises  from  umbilical  metastasis.  Grey 
Turner’s  mysterious  sign15  is  rare.  As  noted  in  the 
original  description, 16  the  abdomen  frequently  shows 
similar  discoloration  of  no  significance  after  death;  we 
have  observed  its  development  during  the  second  day 
after  death.  Observation  in  life  or  soon  after  death 
clarifies  the  import. 

Genitalia 

Scrotal  and  testicular  masses  can  be  palpated. 
Frequent  discovery  of  anterior  epididymis,  palpable 
para-epididymal  cyst,  and  asymptomatic  hydrocele 
enhance  awareness  of  innocent  variants. 

Bimanual  examination  ( including  examination  of  the 
abdomen  per  vaginam)  provides  expertise  and  confi- 
dence, two  of  the  elements  needed  to  render  pelvic 
examination  less  harrowing  for  patients. 17  One  im- 
proves discernment  of  ovaries  versus  intracolonic  feces 
versus  abdominal  masses.  One  can  learn  how  the 
normal  uterus  feels  different  from  the  retroverted  or 
retroflexed.  Recognition  that  apparently  unitary  pelvic 
masses  may  comprise  several  matted  structures,  in- 
cluding adherent  omentum,  is  useful.  Incidental  ovar- 
ian dermoids  are  common  enough  at  autopsy  to  war- 
rant specific  search.  The  rarity  of  death  in  young 
adulthood  lowers  the  yield  of  bidigital  palpation  of  the 
rectovaginal  septum  for  endometriotic  nodules. 

Since  one  can  employ  as  much  pressure  as  necess- 
ary, postmortem  pelvic  examination  resembles  exam- 
ination under  anesthesia  (EUA).  This  characteristic 
cries  for  a study  testing  and  refining  the  concept  of  the 
uniformly  malignant  character  of  the  Post-Menopaus- 
al Palpable  Ovary  (PMPO)  syndrome. 18 

Postmortem  speculum  examination  of  the  vagina  is 
not  practicable;  we  agree  with  the  DeGowins19  and 
others  that  unavailability  or  impracticality  of  speculum 
examination  should  not  deter  bimanual  examination. 

Rectal 

When  severe  rigor  mortis  thwarts  hip  abduction,  if 
the  diener(  morgue  assistant)  supports  the  body  in  right 
lateral  decubitus  position,  thorough  rectal  examination 
becomes  simple. 

Hemorrhoids  can  be  felt  postmortem,  as  can  rectal 
polyps  and  cancers,  and  perirectal  abscesses.  The 
prostate  can  be  palpated  without  the  Valsalva  maneu- 
ver. One  can  then  section  prostatic  nodules,  and 
demonstrate  their  nature;  awareness  of  non-cancerous 
causes  of  hard  prostate  nodules,  such  as  calcinosis  and 
infarct,  increases.  Recent  demonstration  that  rectal 
examination  has  the  highest  predictive  value  of  tests  for 
prostate  cancer  in  a high-risk  group70  stresses  the 
benefit  of  expertise  in  this  examination. 


Examination  of  the  lower  abdomen  per  rectum  may 
reveal  a Blumer’s  shelf. 21  As  with  Virchow’s  node,  this 
physical  finding  by  itself  will  alter  management  of 
patients  with  abdominal  cancer  and  no  other  evidence 
of  metastasis;  and  it  costs  nothing,  in  contrast  to  a liver 
scan. 

Despite  diligent  search  of  the  perineum  in  numerous 
massive  retroperitoneal  hemorrhages  from  ruptured 
aortic  aneurysms  and  dissecting  hematomas,  we  have 
not  found  the  “black-bottom  sign,”22  and  therefore 
concur  that  this  is  a rarity — but  how  valuable  if 
recognized  in  the  undiagnosed  living  patient' 

It  is  advantageous  even  at  autopsy  to  test  stool 
recovered  on  the  examining  glove  for  occult  blood,  both 
because  it  reiterates  the  importance  of  doing  this  test 
routinely,  and  because  it  readily  demonstrates  the 
appearance  of  a positive  test. 

Limbs 

Atrophic  limb  muscles  can  be  seen  and  felt,  and 
compared  with  the  clinical  deficit.  Nail  examination  is 
possible,  as  well  as  a search  for  palmar  erythema. 

Musculoskeletal  System 

Rib  fractures  secondary  to  resuscitative  efforts  are 
common  at  autopsy,  and  sometimes  produce  a flail 
chest.  The  morgue  heightens  awareness  of  complica- 
tions of  desperate  lifesaving  procedures. 

Neurologic 

Anisocoria,  facial  asymmetry  with  loss  of  nasolabial 
folds,  hemiatrophy  of  the  tongue,  and  atrophy  of 
Stemomastoid  or  Trapezius  indicate  damage  to  III. 
VII,  XII  and  XI  respectively,  or  their  connections  in 
brainstem  or  cerebrum.  As  with  the  cardiovascular 
system,  the  use  of  function  in  physical  examination  of 
this  system  minimizes  the  applicability  of  examination 
in  the  morgue. 

One  hopes  that  prospective  and  practicing  clinicians 
will  employ  some  of  these  methods.  The  creation  of 
special  subsets  of  examinations,  including  endoscopic 
methods,  for  advanced  education  of  subspecialists 
would  be  effortless.  Expertise  grows  rapidly  and  may 
be  tested  easily  by  these  techniques,  and  the  quality  of 
autopsies  simultaneously  improved.  Cost  containment 
demands  a return  to  the  practice  of  medicine  founded 
more  on  one’s  own  eyes,  hands  and  ears,  less  on 
radiography  and  laboratory.  The  physician  whose 
skills  in  physical  diagnosis  are  whetted  will  practice  the 
art  and  science  with  more  confidence  and,  inevitably, 
more  enjoyment. 
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Intraperitoeeal  Variceal  Bleeding:  An  Unusual  Cause 

for  Hemoperitoneum 

EUGENE  D.  SULLIVAN,  M.D.  AND  JEFFREY  S.  B REITER,  M.D. 


ABSTRACT — A cirrhotic  patient  presenting  with 
hemoperitoneum  was  found  at  laparotomy  to  be 
bleeding  from  variceal  vessels  at  the  root  of  the 
small  bowel  mesentery.  Despite  prompt  surgical 
intervention  the  patient  died  post-operatively.  The 
differential  diagnosis  and  management  of  hemo- 
peritoneum in  the  cirrhotic  patient  are  discussed. 
The  nine  previously  reported  cases  of  intraperitoneal 
bleeding  from  variceal  vessels  are  reviewed. 

Introduction 

The  most  common  anatomic  sites  of  variceal  gastro- 
intestinal bleeding  in  portal  hypertension  are  the  esopha- 
gus and  gastric  fundus.  Much  more  infrequently  vari- 
ceal bleeding  may  occur  in  the  small  intestine,1'3 
colon, 3 4 or  from  post-operative  adhesions  between  the 
bowel  and  the  parietal  peritoneum.5'7  Also  described  is 
significant  variceal  hemorrhage  from  the  vaginal  vault8 
and  from  ileostomy  and  colostomy  stomas.9  Free 
intraperitoneal  bleeding  in  the  cirrhotic  patient  with 
portal  hypertension  is  most  commonly  secondary  to 
degeneration  and  necrosis  of  a hepatocellular  carci- 
noma.10  Other  etiologies  include  spontaneous  splenic 
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rupture,  visceral  artery  aneurysm  rupture,  perforated, 
bleeding  duodenal  or  gastric  ulcers  and  rarely,  hemor- 
rhagic pancreatitis.  Spontaneous  bleeding  from  an 
intraperitoneal  varix  is  a very  rare  cause  for  hemo- 
peritoneum, only  nine  such  cases  being  previously 
reported.  We  present  now  another  case  of  this  unusual 
entity,  with  bleeding  varices  at  the  root  of  the  small 
bowel  mesentery. 

Case  Report 

Our  patient  is  a 50-year-old  white  female  with  known  compen- 
sated cirrhosis  of  the  liver  secondary  to  alcohol  abuse.  She  had 
ceased  drinking  three  years  previously  and  had  stable,  mild  ascites 
controlled  with  diuretics.  She  had  had  no  prior  bleeding  episodes 
although  esophageal  varices  had  been  previously  confirmed  by 
barium  swallow.  The  day  prior  to  admission  she  noted  several 
episodes  of  fleeting,  vague  lower  abdominal  discomfort,  associated 
with  a gradual  increase  in  abdominal  girth.  On  the  evening  of 
admission  the  patient  again  experienced  abdominal  pain,  followed 
by  weakness,  dizziness  and  the  urge  to  defecate.  She  had  a syncopal 
episode  at  this  time  and  was  brought  to  the  Hartford  Hospital 
emergency  room  where  her  blood  pressure  was  70/0  and  pulse  was 
120/min.  Other  pertinent  physical  findings  included  generalized 
pallor,  spider  angiomata,  mild  abdominal  distention  with  a fluid 
wave  and  shifting  dullness.  Liver  and  spleen  were  not  palpable  and 
stool  was  guiac  negative.  Nasogastric  aspirate  was  free  of  blood. 
Pertinent  laboratory  values  of  note  included  Hct  26,  PT  16  and 
Platelet  count  66,000.  The  patient  was  rapidly  resuscitated  with 
crystalloid  and  blood  transfusions  with  prompt  restoration  of  stable 
vital  signs.  She  was  then  evaluated  with  an  ultrasound  of  the 
abdomen  which  confirmed  the  presence  of  free  fluid  intraperitoneally. 
A liver-spleen  scan  revealed  diffuse  hepatocellular  disease  with  a 
slightly  enlarged  but  otherwise  normal  spleen.  Diagnostic  needle 
paracentesis  was  performed  in  the  left  lower  quadrant,  revealing 
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gross,  non-clotting  blood  with  a Hct  of  22.  The  patient  remained 
stable  until  20  hours  after  admission  when  she  was  found  acutely 
hypotensive,  diaphoretic,  pale,  with  a rapidly  expanding  abdomen. 
She  was  again  vigorously  resuscitated  with  blood  and  fresh  frozen 
plasma  and  taken  urgently  to  the  operating  room,  where  a lapa- 
rotomy was  performed.  The  operative  findings  included  several  liters 
of  blood  within  the  peritoneal  cavity,  a shrunken,  markedly  scarred 
liver  with  a slightly  enlarged  spleen  and  an  isolated  cluster  of  varices 
at  the  root  of  the  small  bowel  mesentery,  one  of  which  was  actively 
bleeding  intraperitoneally.  The  hemorrhage  was  controlled  with 
vascular  clamps  and  suture  plication  of  the  bleeding  varix.  At  this 
point  the  patient  remained  hypotensive  despite  adequate  fluid 
resuscitation  and  vasopressors.  Definitive  portosystemic  shunting 
was  considered  but  dismissed  due  to  the  precarious  state  of  the 
patient.  Diffuse  oozing  was  then  noted  from  all  cut  surfaces  and 
upper  gastrointestinal  bleeding  developed.  The  abdomen  was  rapidly 
closed  and  the  patient  was  taken  to  the  recovery  room  where 
coagulation  studies  confirmed  the  clinical  diagnosis  of  disseminated 
intravascular  coagulation.  Upper  endoscopy  revealed  small  esoph- 
geal  varices  and  massive  gastric  varices  which  were  actively  bleed- 
ing. Despite  intravenous  pitressin  and  replacement  of  clotting 
factors,  UGI  hemorrhage  continued,  necessitating  the  placement  of 
a Sengstaken-Blakemore  tube.  Progressive  adult  respiratory  distress 
syndrome,  renal  failure  with  total  anuria,  refractory  hypotension 
with  lactic  acidosis  and  continuous  seizure  activity  all  developed  and 
24  hours  post-operatively,  the  patient  expired.  Permission  for 
autopsy  was  refused. 

Discussion 

Hemoperitoneum  in  females  most  commonly  arises 
from  a gynecologic  origin,  and  in  males  from  traumatic 
splenic  injuries.  In  the  special  instance  of  the  cirrhotic 
patient  with  portal  hypertension,  hemoperitoneum  usu- 
ally occurs  secondary  to  degeneration  of  a hepatoma. 
Other  less  common  causes  include  perforated,  bleeding 
gastric  or  duodenal  ulcers,  rupture  of  abdominal  aortic 
or  visceral  artery  aneurysms,  hemorrhagic  pancreatitis 
or  spontaneous  splenic  rupture.  Very  rarely,  sponta- 
neous bleeding  from  an  intraperitoneal  varix  will  occur, 
as  described  in  our  patient.  With  portal  hypertension, 
the  development  of  anastomoses  between  the  portal 
and  systemic  circulation  occurs  when  potential  com- 
munications between  the  two  systems  become  func- 
tional. These  communications  have  been  demonstra- 
ted not  only  with  esophageal,  gastric,  hemorrhoidal  and 
umbilical  veins,  but  also  with  veins  of  the  anterior  and 
posterior  abdominal  wall,  the  para-colic  gutters  and 
around  the  spleen,  duodenum,  pancreas  and  kidneys. 
Theoretically,  spontaneous  bleeding  from  variceal  ves- 
sels in  these  locations  could  occur,  causing  hemoperi- 
toneum. Only  nine  such  cases  have  been  previously  re- 
ported in  the  literature.  The  pertinent  details  of  these 


cases  and  our  own  patient  are  summarized  in  Table  1. 
All  the  patients  had  long-standing  and  clinically  ad- 
vanced cirrhosis  of  the  liver  and  their  clinical  presen- 
tations were  remarkably  similar;  all  complained  of 
vague  abdominal  pain  and  rapidly  increasing  abdomi- 
nal girth,  with  associated  hypotension  and  evidence  of 
acute  blood  loss. 

The  first  reported  case  of  intraperitoneal  variceal 
bleeding  was  by  Ellis  et  al. 11  in  1958  who  in  reviewing 
129  cases  of  hemoperitoneum  reported  one  cirrhotic 
patient  with  bleeding  from  varices  anterior  to  the  right 
kidney.  The  resultant  retroperitoneal  hematoma  had 
ruptured  into  the  free  peritoneal  cavity.  Massive  intra- 
peritoneal hemorrhage  from  a ruptured  paraumbilical 
varix  was  described  by  Ross'2  in  1970  and  Lyon  et 
al.'3  in  1979  reported  a patient  with  a subhepatic 
hematoma  secondary  to  a bleeding  varix.  These  latter 
two  cases  are  unique  in  that  they  represent  the  only 
survivors  of  the  entire  series  of  ten.  Miller  and  Dineen 14 
and  Shapero  et  al. 15  separately  described  two  patients 
who  bled  from  varices  in  the  right  para-colic  gutter  and 
who  both  succumbed  post-operatively  with  a general- 
ized bleeding  diathesis  reminiscent  of  the  post-operative 
plight  of  our  patient.  A porto-caval  shunt  was  per- 
formed in  the  patient  reported  by  Miller  and  Dineen, 
the  only  such  procedure  performed  in  the  series.  Roth- 
child  et  al. 16  described  variceal  bleeding  from  the  root 
of  the  small  bowel  mesentery  and  Doromal  et  al. 17 
reported  a twenty-eight-year-old  male  with  bleeding 
from  a posterior  parietal  peritoneal  varix,  who  died 
post-operatively  from  bleeding  gastro-esophageal  vari- 
ces following  ligation  of  his  intraperitoneal  varices.  Ad- 
hesions between  the  omentum  and  an  appendectomy 
scar  were  the  source  of  spontaneous  bleeding  in  a pa- 
tient described  by  Mall  and  Grundies18  in  1974. 
Finally,  Sprayregen  et  al. 19  angiographically  demon- 
strated intraperitoneal  variceal  bleeding  in  the  region  of 
the  spleen  and  attempted  control  of  bleeding  success- 
fully on  two  occasions  with  intra-arterial  pitressin  infu- 
sion via  the  superior  mesenteric  artery.  Surgery  was 
not  performed  and  the  patient  abruptly  expired  after 
withdrawal  of  the  pitressin,  presumably  secondary  to 
recurrent  bleeding,  although  an  autopsy  was  not  per- 
formed to  confirm  this. 

Our  patient  represents  the  tenth  reported  case  of 


Table  1 


SUMMARY  OF  REPORTED  CASES  OF  INTRAABDOMINAL  VARICEAL  BLEEDING  IN  CIRRHOTICS 


Reference 

Age 

Sex 

Site  of  Bleeding 

Therapy 

Outcome 

11 

74 

M 

Anterior  to  Rt.  Kidney 

Identified  at  Post-mortem 

Died 

12 

38 

M 

Paraumbilical 

Ligation 

Survived 

13 

49 

M 

Anterior  to  Rt.  Kidney 

Ligation 

Survived 

14 

_* 

M 

Right  Colic  Gutter 

Ligation  Porto-caval  Shunt 

Died 

15 

39 

M 

Right  Colic  Gutter 

Ligation 

Died 

16 

43 

M 

Root  of  small  bowel  mesentery 

Ligation 

Died 

17 

28 

M 

Anterior  to  Rt.  Kidney 

Ligation 

Died 

18 

32 

M 

Post- appendectomy  Adhesions 

Ligation 

Died 

19 

60 

F 

Adjacent  to  spleen 

Intra-Arterial  Vasopressin 

Died 

Present  Case 
*Age  not  stated 

50 

F 

Root  of  small  bowel  mesentery 

Ligation 

Died 
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spontaneous  bleeding  from  an  intraperitoneal  varix  as  a 
complication  of  portal  hypertension.  Her  presentation 
with  vague  abdominal  pain  and  distention  associated 
with  hypotension  parallels  that  of  all  the  previously  re- 
ported cases.  This  repetition  of  signs  and  symptoms 
suggests  that  the  triad  of  abdominal  pain,  increasing 
abdominal  girth  and  hemodynamic  instability  in  the 
known  or  suspected  cirrhotic  should  demand  diag- 
nostic needle  paracentesis  or  peritoneal  lavage  to 
exclude  intraperitoneal  hemorrhage.  If  hemoperito- 
neum  is  confirmed  immediate  laparotomy  without 
further  diagnostic  testing  is  essential  to  improve  the 
80%  mortality  now  associated  with  free  intraperitoneal 
variceal  hemorrhage.  Delay  in  ligation  of  the  bleeding 
varix  was  not  uncommon  in  this  series,  as  was  the  case 
in  our  patient,  and  this  delay  certainly  contributed  to 
the  high  mortality.  Angiographic  demonstration  of  the 
varix  pre-operatively  was  achieved  on  only  one  occa- 
sion19 although  it  was  performed  on  several  patients. 
The  inherent  delay  incumbent  upon  the  performance  of 
angiography  negates  its  usefulness.  Pitressin  may  have 
a temporizing  role,  but  certainly  should  not  be  relied 
upon  as  primary  therapy. 19 

Clearly,  ligation  of  the  hemorrhaging  varix  as  ex- 
peditiously as  possible  is  the  principal  operative  objec- 
tive. However,  as  this  bleeding  represents  a major 
complication  of  portal  hypertension,  the  appropriate- 
ness of  porto-systemic  shunting  at  the  time  of  the 
exploration  should  be  addressed.  Only  one  patient  in 
this  series  underwent  a definitive  porto-caval  shunt, 14 
with  death  occurring  in  the  immediate  post-operative 
period.  This  patient  was  in  extremis  intra-operatively, 
however,  and  his  outcome  should  not  cloud  our  objec- 
tivity. It  is  of  note  that  two  patients  in  the  series  of  ten 
bled  from  gastro-esophageal  varices  after  ligation  of 
their  intraabdominal  varices,  suggesting  that  decom- 
pression of  the  portal  system  is  necessary  “prophylac- 
tically.”  Clearly,  much  will  depend  upon  the  physio- 
logic state  of  the  patient  and  his  condition  intra- 
operatively.  In  the  stable  patient  whose  source  of 
bleeding  has  been  controlled  with  ligatures  and  whose 
hepatic  reserve  pre-operatively  was  judged  to  be  ade- 
quate by  the  usual  Child's  criteria,  an  argument  for 
definitive  portosystemic  shunting  could  be  made.  The 
rapid  demise  of  the  majority  of  these  patients  im- 
mediately post-operatively,  usually  from  combined 
hepatic  and  renal  failure,  attests  to  their  precarious 
state  and  the  severity  of  the  hemodynamic  insult,  both 
clearly  making  portosystemic  shunting  an  unattractive 
proposition  in  reality.  Clearly,  the  decision  for  porto- 
systemic decompression  needs  to  be  carefully  indivi- 
dualized. 

In  summary,  the  rarity  of  spontaneous  intraperito- 
neal variceal  bleeding  makes  it  unlikely  that  this 
diagnosis  will  be  made  pre-operatively.  In  order  to  re- 
duce the  80%  mortality  now  associated  with  this  entity, 
it  is  imperative  that  hemoperitoneum  be  detected  early 
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via  paracentesis  or  lavage,  particularly  in  the  cirrhotic 
with  vague  abdominal  pain,  increasing  abdominal  girth 
and  hypotension.  Once  detected,  these  patients  should 
be  immediately  explored,  despite  the  natural  reluc- 
tance of  the  surgeon  to  operate  on  a patient  with  poten- 
tial impending  hepatic  decompensation.  Ligation  of  the 
responsible  varix  and  perhaps  a portosystemic  shunt- 
ing procedure  should  be  performed.  Mortality  will 
depend  upon  the  expediency  of  diagnosis  and  treat- 
ment, as  well  as  the  degree  of  pre-existing  hepatic 
reserve. 
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Total  Hip  Joint  Replacement 

SPONSORED  BY  THE  NATIONAL  INSTITUTE  OF  ARTHRITIS,  DIABETES, 
AND  DIGESTIVE  AND  KIDNEY  DISEASES 


introduction 

The  National  Institutes  of  Health  consensus 
development  program  brings  together  bio- 
medical research  scientists,  practicing  physi- 
cians, consumers,  and  others  as  appropriate, 
in  an  effort  to  reach  general  agreement  on  the 
safety  and  efficacy  of  a medical  technology. 
That  technology  may  be  a drug,  device,  or 
medical  or  surgical  procedure. 

Following  consensus  meetings,  summaries 
of  conclusions  and  recommendations  issued 
by  consensus  panels  are  widely  distributed  to 
the  research,  practicing,  and  lay  communities. 
All  shades  of  opinion  are  reflected  in  those 
summaries. 

At  NIH,  the  Office  for  Medical  Applications  of 
Research  (OMAR)  is  responsible  for  coordina- 
tion of  the  consensus  development  program. 
OMAR  assists  the  individual  NIH  institutes, 
which  sponsor  the  conferences,  in  this  effort. 

A Consensus  Development  Conference  was  held  at 
the  National  Institutes  of  Health  on  March  1.  2,  and  3, 
1982,  to  seek  a position  on  issues  involving  total  hip 
joint  replacement  (THR). 

On  the  first  two  days  of  the  meeting,  a Consensus 
Development  Panel  and  members  of  the  audience 
heard  evidence  presented  on  the  following  key  questions: 
What  are  the  indications  and  contraindications 
for  total  hip  joint  replacement?  What  are  the  current 
scientific  principles  guiding  selection  of  materials, 
devices,  and  procedures  for  total  hip  joint  replace- 
ment? What  is  the  short-term  and  long-term  prog- 
nosis for  medical  status  and  functional  activity  after 
total  hip  joint  replacement?  What  are  the  medical 
and  surgical  complications  of  total  hip  joint  replace- 
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ment?  What  are  the  problems  related  to  revision 
surgery  for  total  hip  joint  replacement?  In  what 
directions  should  the  science  base  and  techniques  of 
total  hip  joint  replacement  be  advanced? 

Members  of  the  panel  included  physicians  and 
scientists  representing  biomedical  research,  diagnostic 
radiology,  orthopedic  surgery,  biomechanics,  bioma- 
terials, clinical  medicine,  rheumatology,  epidemiology, 
biostatistics,  public  health,  hospital  management, 
medical  rehabilitation,  family  practice,  consumer  in- 
terests, and  other  fields  relevant  to  a discussion  of 
THR. 

1.  What  are  the  Indications  and  Contraindica- 
tions for  Total  Hip  Joint  Replacement? 

THR  is  a relatively  common  procedure,  with  an  esti- 
mated 75,000  THRs  performed  on  65,000  patients 
annually  in  the  United  States.  About  60  percent  of  the 
procedures  are  performed  on  patients  over  65  years 
old,  with  another  25  percent  performed  on  patients 
between  55  and  64  years  old.  The  most  common  rea- 
sons for  THR  are  osteoarthritis  (60  percent),  fracture- 
dislocations  ( 1 1 percent),  rheumatoid  arthritis  (7  per- 
cent), aseptic  bone  necrosis  ( 7 percent),  and  revision  of 
previous  hip  operations  (6  percent). 

Medical  Management  Programs 
Most  THRs  are  performed  on  patients  with  arthritis 
of  the  hip.  Before  considering  such  patients  for  THR,  a 
comprehensive  medical  program  should  be  undertak- 
en. Current  therapeutic  modalities  for  hip  arthritis 
should  consist  of  a carefully  coordinated,  multi-disci- 
plinary effort.  Factors  affecting  therapeutic  decisions 
include  precise  diagnosis,  stage  and  extent  of  arthritis, 
pathogenesis  of  symptoms  (inflammatory  or  mechan- 
ically induced),  and  the  age  and  expectations  of  the 
patient.  Short-  and  long-term  goals  include  relief  of 
pain  and  stiffness  and  restoration  (or  maintenance)  of 
function. 

General  therapeutic  approaches  to  arthritis  of  the 
hip  include  patient  and  family  education,  proper  rest 
and  protective  devices  (canes,  crutches,  walkers). 
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elimination  of  suspected  aggravating  factors  (obesity, 
over-exercise),  utilization  of  accepted  physical  therapy 
programs  designed  to  relieve  pain,  maintenance  and 
restoration  of  joint  motion  and  muscle  strength,  and 
advice  to  patients  regarding  aids  for  daily  living.  Sexual 
counseling  and  discussion  with  vocational  advisors  are 
integral  to  this  comprehensive  program. 

Drug  therapy  is  designed  to  reduce  pain  and  mini- 
mize the  consequences  of  inflammation  when  present. 
Whereas  no  specific  agents  are  available  for  clinical 
use  to  prevent,  retard,  or  reverse  osteoarthritis,  re- 
mittive  agents  such  as  gold  and  D-penicillamine  have 
been  used  successfully  to  treat  many  patients  with 
rheumatoid  arthritis. 

All  pharmacologic  agents  currently  available  for  use 
in  arthritic  disorders  have  potential  side  effects  and 
require  careful  monitoring.  Many  patients  can  be 
managed  successfully  for  long  periods  of  time  using 
these  modalities. 

Patient  Selection 

Candidates  for  THR  are  those  patients  who  have  dis- 
abling pain  and  functional  limitation  of  the  hip(s)  in 
spite  of  adequate  medical  therapy.  Symptomatic  arth- 
ritis and  major  distruption  of  the  anatomy  of  the  hip  are 
the  usual  indications.  The  use  of  THR  in  patients  with 
malignancy  must  be  weighed  against  considerations  of 
life  expectancy  and  possible  alternative  procedures  to 
relieve  pain.  Failed  previous  hip  surgery  also  consti- 
tutes an  indication. 

The  relative  contraindications  of  youth,  obesity,  and 
neurological  disease  must  be  weighed  against  the  dis- 
ability caused  by  the  clinical  problem.  Aside  from 
medical  emergencies  such  as  myocardial  infarction 
and  respiratory  failure,  or  the  presence  of  active  hip  in- 
fection, there  are  no  absolute  contraindications. 

Evaluation  by  the  orthopedic  surgeon  will  allow  con- 
sideration of  options  such  as  THR,  nonoperative  treat- 
ment, delayed  operation  after  modification  of  a relative 
contraindication,  or  alternative  operations  such  as 
arthrodesis,  femoral  osteotomy,  pelvic  osteotomy,  re- 
section arthroplasty,  and  hemiarthroplasty.  The  effects 
of  possible  complications  of  the  hip  surgery  must  be 
considered. 

The  primary  care  physician  and  orthopedist  should 
assess  the  emotional  and  mental  capabilities  of  the 
patient  and  family  and  consider  their  expectations  of 
and  commitment  to  rehabilitation.  When  the  hospital- 
ization process  overwhelms  the  mental,  physical,  or 
emotional  resources  of  the  patient,  the  operation  may 
be  a technical  success  but  a practical  failure. 

Once  the  decision  has  been  made  to  perform  a THR, 
a comprehensive  medical  evaluation  is  indicated. 

The  ultimate  decisions  regarding  management  must 
be  made  after  consideration  of  all  these  factors,  realiz- 
ing that  there  are  numerous  variables  and  very  few 
absolutes. 
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2.  What  are  the  Current  Scientific  Principles  Guid- 
ing Selection  of  Materials,  Devices,  and  Pro- 
cedures for  Total  Hip  Joint  Replacement? 

Design  and  Materials  Considerations 

The  motion  requirements  for  a THR  are  well  under- 
stood and  do  not  present  serious  design  limitations. 
Data  on  hip  implant  forces  are  less  well  defined  but  are 
being  generated  by  gait  analysis  and  direct  measure- 
ment using  instrumented  prostheses.  Gait  analysis  is  a 
combined  experimental  and  analytical  approach  which 
uses  measurements  of  ground  reaction  forces  and  body 
motions  to  predict  the  resultant  hip  joint  forces.  The 
predictive  process  is  complicated  by  many  unknown 
and  currently  unmeasureable  muscle  forces.  Direct 
force  measurements  using  instrumented  prostheses  in  a 
few  selected  patients  have  emphasized  the  variations  in 
hip  joint  forces  that  can  occur  with  different  activities. 

Assessment  of  hip  implant  stress  distributions  are 
being  used  to  study  component  fracture  and  permanent 
deformation,  cement  fracture,  interface  loosening,  and 
stress-related  bone  resorption  and  remodeling.  Stresses 
depend  on  joint  loading  and  geometry,  material  pro- 
perties and  boundary  (interface)  conditions,  and  thus 
are  influenced  by  implant  design,  choice  of  materials, 
and  fixation  techniques.  The  importance  of  these 
parameters  can  be  evaluated  by  analytical  and  experi- 
mental techniques  and  their  combinations.  However, 
the  development  of  truly  optimized  hip  implants  is 
impeded  by  an  imperfect  understanding  of  many  aspects 
of  the  complex  behavior  of  the  hip  implant  structure.  In 
particular,  objective  criteria  of  failure  for  the  tissues  are 
not  available  and  the  complicated  clinical  aspects  of 
the  procedure  are  difficult  to  describe. 

Stress  analyses  can,  however,  add  to  an  understand- 
ing of  this  complicated  structure  by  quantifying  and 
interrelating  parameters  and  phenomena.  Moreover, 
finite  element  methods  can  be  used  to  predict  objectively 
the  mechanical  performance  of  different  devices  on  a 
relative  basis.  Finally,  stress  analyses  can  provide 
guidelines  to  assess  consequences  of  design  choices 
and  surgical  compromises.  For  instance,  the  relative 
contributions  of  parameters  such  as  cement  layer  thick- 
ness, stem  stiffness,  stem  length,  and  stem  cross- 
sectional  shape  have  been  established  and  quantified. 

The  progress  with  stress  analysis  has  not  been  such 
that  design  and  manufacturing  standards  on  geometries 
and  dimensions  are  available  at  this  time.  No  standards 
are  used  for  dimensional  parameters  such  as  head  size, 
although  such  standards  might  improve  the  potential 
for  interchangeability.  Manufacturers  apply  quality 
control  related  to  the  strength  of  the  prosthetic  com- 
ponents on  an  individual  basis  although  the  extent  and 
uniformity  of  application  is  unclear. 

Synthetic  biomaterials  used  in  current  THRs  include 
alloys  such  as  the  iron,  cobalt,  and  titanium  base 
systems;  polymers  such  as  polymethylmethacrylate 
and  polyethylene;  carbons;  and  ceramics.  The  evolution 
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and  application  of  these  biomaterials  have  established 
an  extensive  base  of  knowledge  on  short-and  long-term 
biocompatibility. 

Alloy  development  for  total  hip  prostheses  has 
resulted  in  substantial  improvements  in  mechanical 
properties.  The  traditional  wrought  stainless  steel  and 
cast  cobalt-chromium-molybdenum  alloys  are  being 
replaced  in  part  by  the  wrought,  hot  isostatically 
pressed,  or  thermo  mechanically  strengthened  cobalt 
base  alloys,  by  chemical  modifications  of  stainless 
steel,  and  by  titanium  base  alloys. 

The  selection  of  biomaterials  depends  upon  the 
physical,  mechanical,  chemical,  and  electrical  pro- 
perties related  to  biocompatibility.  Laboratory  methods 
for  determining  chemical  analyses,  static  mechanical 
properties,  and  surface  finish  are  well  established  for 
biomaterials  in  current  clinical  use.  Dynamic  mea- 
surements of  properties  such  as  material  fatigue,  friction, 
creep,  wear,  and  biodegradation  require  further  research 
and  standardization  to  establish  a complete  series  of 
quantitative  correlations  with  clinical  applications. 

There  is  considerable  evidence  to  support  the  concept 
that  the  materials  used  today  in  THR  are  highly 
compatible  with  human  tissues.  A certain  degree  of 
wear  of  those  substances  is  inevitable  but  the  degree 
thus  far  recognized  has  been  minimal  and  therefore  the 
debris  accumulated  in  the  surrounding  tissues  is  very 
small. 

Although  sensitivity  to  alloy  wear  products  has  been 
suspected  to  produce  loosening  of  the  prosthetic  im- 
plant, no  evidence  exists  to  confirm  this  suspicion. 
Small  metallic  particles  and  staining  noted  in  tissues 
surrounding  a hip  prosthesis  have  produced  neither 
neoplasms  nor  harmful  tissue  reactions.  Allergic  reac- 
tions to  alloys  have  been  suspected  in  some  instances 
but  the  frequency  has  been  low. 

Surgical  Considerations 

Polymethylmethacrylate  cement  has  been  the  foun- 
dation upon  which  the  success  of  THR  has  rested.  Its 
relative  inertness,  mechanical  properties,  and  ease  of 
applicability  have  guaranteed  its  popularity  and  wide 
acceptance.  Its  mechanical  properties,  different  from 
those  of  the  bone  and  metallic  implant,  serve  as  a buffer 
to  dissipate  the  stresses  to  which  the  composite  structure 
is  necessarily  subjected  during  the  activities  of  daily 
living. 

Experience  has  indicated  that  failure  of  the  cement 
may  be  responsible  for  loosening  of  the  prosthetic 
implants  and  the  ensuing  pain  and  disability  encoun- 
tered in  a percentage  of  cases.  There  is  strong  evidence, 
however,  that  improved  cementing  techniques  and 
prosthetic  implantation  developed  during  the  past 
decade  have  reduced  the  incidence  of  complications 
related  to  failure  of  the  acrylic  material.  Over  20  years 
of  usage  of  the  material  have  failed  to  reveal  any 
evidence  of  carcinogenic  or  significant  toxic  effects.  Its 


fragmentation — brought  about  by  mechanical  forces — 
has  been  thought  to  produce  local  tissue  reactions  and 
wear  phenomena.  Some  concern  exists  regarding  the 
possible  degradation  of  the  acrylic  cement  in  vivo  with 
time,  and  the  resulting  loss  of  its  mechanical  integrity 
and  supportive  role. 

Significant  improvements  in  surgical  techniques  have 
resulted  in  an  increased  success  rate  with  THR.  In  an 
effort  to  control  the  stresses  on  the  bony  and  artificial 
structures  about  the  hip  joint,  various  surgical  tech- 
niques have  been  developed.  Barring  specifically  indi- 
cated correction  of  gross  anatomic  deficiencies,  trans- 
plantation of  the  greater  trochanter  does  not  significantly 
benefit  gait,  but  the  osteotomy  involved  improves 
surgical  exposure. 

Proper  implantation  of  the  prosthetic  components 
appears  to  be  of  paramount  importance  in  the  prevention 
of  early  as  well  as  late  complications.  The  preparation 
of  the  bony  structures  prior  to  the  implantation  must  be 
carried  out  with  considerable  care  and  precision  to 
insure  the  most  desirable  mechanical  environment. 
Placement  of  the  prosthetic  components  influences  the 
biological  environment  of  the  adjacent  bone  and, 
therefore,  its  subsequent  survival. 

Since  surgical  technique  may  influence  late  loosen- 
ing, this  complication  requires  further  study.  The 
preservation  or  sacrifice  of  the  subchondral  bond  is  still 
a subject  of  controversy,  although  it  is  agreed  that 
thorough  coverage  of  the  plastic  implant  and  firm 
cementation  of  the  parts  are  desirable. 

Prevention  of  loosening  of  the  femoral  component 
seems  to  be  enhanced  by  good  cementing  techniques, 
by  removal  of  cancellous  bone,  particularly  from  the 
superior-medial  aspect  of  the  femur,  and  by  the  place- 
ment of  the  prosthesis  in  an  attitude  that  guarantees  an 
adequate  cement  mantel  around  its  stem.  The  long- 
term benefits  of  techniques  used  in  the  preparation  of 
the  femur  and  the  insertion  of  the  cement  have  not  yet 
been  documented,  although  there  are  indications  that 
cement  pressurization  and  bone  cleansing  are  desirable. 

Numerous  surgical  techniques  and  instrumentation 
have  been  developed  to  permit  the  reconstruction  of  the 
severely  damaged  acetabulum  and  proximal  femur. 
Bone  grafting  for  acetabular  defects  has  made  prosthetic 
replacement  possible  in  many  instances.  Various  me- 
tallic reinforcement  rings  have  been  developed  to 
obtain  greater  stabilization  of  the  prosthetic  parts  in 
difficult  cases. 

Considerable  evidence  exists  to  support  the  belief 
that  the  use  of  perioperative  antibiotics  and  clean  air 
operating  rooms  have  reduced  the  incidence  of  infection 
to  less  than  1 percent. 

Rehabilitation  of  patients  who  are  candidates  for 
THR  can  be  expedited  by  a program  of  physical 
therapy  prior  to  surgery.  Rehabilitation  processes 
should  be  individualized  and  appropriate  for  the  patient’s 
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age  and  medical  condition,  surgical  approach,  and 
expected  accomplishment  of  both  short-  and  long- 
range  goals. 

Early  postoperative  care  should  provide  a balance 
of  rest  and  therapeutic  regimens,  with  primary  con- 
sideration given  to  restoring  medical  stability  and 
accomplishing  basic  activities  of  daily  living.  Instruc- 
tion in  pulmonary  exercises,  proper  positioning,  and 
the  use  of  vascular  support  for  the  lower  extremities  are 
examples  of  physical  measures  used.  The  progression 
of  exercise  and  ambulation  during  this  phase  is  geared 
to  surgical  considerations  and  to  the  individual  tolerance 
of  each  patient.  In-hospital  care  can  be  terminated 
when  the  short-range  goal  of  independent  ambulation 
with  a suitable  and  stable  gait  is  accomplished,  and 
when  the  patient  has  learned  appropriate  dynamic  and 
static  strengthening  exercises  and  can  demonstrate  the 
ability  to  function  adequately  in  a home  environment. 

There  is  no  question  about  the  initial  success  of  THR 
and  the  overwhelming  benefits  that  this  surgical  inter- 
vention has  brought  to  numerous  people  throughout  the 
world.  The  operation  is  a major  surgical  undertaking, 
however,  and  should  be  performed  in  institutions  which 
are  appropriately  staffed  and  equipped  to  satisfy  the 
needs  of  the  complicated  as  well  as  the  uncomplicated 
procedure.  A common  factor  associated  with  many  late 
complications,  such  as  loosening  and  component  break- 
age, is  outmoded  surgical  techniques. 

Therefore,  it  may  be  concluded  that  THR  should  be 
performed  by  orthopedic  surgeons  with  special  interest 
and  expertise  in  this  area  and  in  hospitals  where  the 
operation  is  performed  frequently  and  the  necessary 
equipment  and  staffing  exist.  Continuing  interdiscipli- 
nary education  of  the  orthopedist  and  the  surgical  team 
concerning  new  techniques  and  developments  is  es- 
sential. 

3.  What  is  the  Short-Term  and  Long-Term  Prog- 
nosis for  Medical  Status  and  Functional  Activity 
After  Total  Hip  Joint  Replacement? 

THR,  when  done  for  incapacitating  pain  and  dys- 
function, is  a procedure  which  gives  a predictably 
excellent  result  in  the  vast  majority  of  patients.  Relief  of 
pain  and  return  to  useful  function  can  be  expected. 

Following  hospitalization  for  2 to  3 weeks,  and 
several  more  weeks  using  walking  aids  and  physical 
therapy  methods,  the  usual  patient  can  become  reason- 
ably independent  in  about  3 months.  A gradual  pro- 
gression in  improvement  in  strength,  pain  relief,  and 
mobility  can  be  expected  during  the  next  several 
months. 

Complications,  which  adversely  affect  recovery  and 
may  alter  an  otherwise  good  result,  can  occur  during 
the  early  postsurgical  period. 

The  patient’s  activities  after  recovery  should  include 
all  those  involved  in  daily  living — unlimited  walking, 
driving  a motor  vehicle,  dancing,  sex,  etc.  To  be 
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avoided  are  repetitive  activities  which  overload  the  hip, 
such  as  jogging,  jumping,  and  racquet  sports.  Excessive 
hip  flexion,  such  as  squatting,  should  also  be  discour- 
aged, but  general  physical  fitness  is  encouraged. 

The  program  for  each  patient  should  be  individual- 
ized according  to  medical  conditions  existing  prior  to 
surgery.  For  example,  the  postoperative  program  will 
be  altered  by  preexisting  hip  weakness,  osteoporosis, 
and  the  condition  of  other  joints. 

Patients  with  THR  should  be  followed  according  to  a 
definite  protocol.  This  includes  at  least  a review  at  1 
year,  5 years,  10  years,  and  longer  after  the  operation. 
This  followup  helps  diagnose  potential  and  actual 
problems  (complications)  which  may  arise.  Most  of 
these  complications  are  mechanical.  All  THRs  are 
mechanical  devices  and,  therefore,  may  fail  under 
stress  and  with  time.  Long-term  followup  studies  also 
serve  to  obtain  data  for  assessment  of  real  and  potential 
complications  and  to  assess  risk  resulting  from  patient 
characteristics  which  were  measured  at  the  time  of 
operation.  However,  long-term  evaluations  done  today 
assess  the  state  of  the  art  when  the  surgery  was  done  1 0 
or  more  years  ago. 

From  these  long-term  studies,  loosening  of  com- 
ponents emerges  as  the  most  frequent  complication  of 
THR.  Acetabular  loosening  may  occur  in  up  to  10 
percent  of  patients  by  the  10th  year,  and  will  probably 
increase  in  incidence  with  time.  About  one-half  of  these 
loose  acetabular  components  are  painful  and  may 
require  revision  surgery.  The  incidence  of  loosening  is 
much  higher  in  younger  patients,  and  is  also  higher  in 
patients  with  rheumatoid  arthritis. 

The  femoral  component  is  subject  to  loosening  in 
two  areas — the  cement-bone  junction  and  the  metal- 
cement  junction.  Although  up  to  40  percent  of  femoral 
components  followed  for  10  years  in  a large  series  of 
patients  have  been  judged  to  be  radiographically  loose, 
only  6 percent  required  revision.  Fortunately,  the 
incidence  of  femoral  component  loosening  tends  to 
plateau  with  time. 

Femoral  stems  may  fracture,  necessitating  removal, 
and  this  is  usually  preceded  by  loosening.  The  rate  is 
low  (0.5  percent  in  one  large  series),  and  is  expected  to 
become  even  lower  with  improved  design,  technique  of 
manufacture,  and  advances  in  surgical  technique. 

4.  What  are  the  Medical  and  Surgical  Complica- 
tions of  Total  Hip  Joint  Replacement? 

Local  complications  include: 

Deep  infection.  This  occurs  in  approximately  1 
percent  of  THRs  in  large  series  undertaken  by  experi- 
enced hip  surgeons  in  an  optimal  environment.  It  is 
catastrophic  when  it  occurs.  Patients  who  may  be  at 
increased  risk  include  severe  rheumatoid  arthritics  on 
steroids,  patients  with  prior  hip  surgery,  and  patients 
with  a prior  history  of  infection  in  or  about  the  hip. 

Deep  infection  may  be  classified  into(  1 ) 40  percent 
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acute,  evident  early  in  the  postoperative  period;  (2)  45 
percent  delayed,  which  expresses  itself  2 to  24  months 
after  surgery;  and  (3)  15  percent  late  by  hematogenous 
spread,  which  develops  in  previously  asymptomatic 
patients  2 to  5 years  after  surgery. 

The  diagnosis  of  delayed  deep  infection  can  be 
difficult.  Pain  is  the  predominant  symptom.  An  elevated 
sedimentation  rate  may  help  in  diagnosis.  Conventional 
radiographs  cannot  differentiate  septic  from  aseptic 
loosenings.  Scintigraphic  evaluation  is  sensitive  for 
loosening  and  infection,  but  is  not  specific.  Aspiration 
and  culture  for  microbial  organisms  is  frequently 
diagnostic;  arthrography  can  confirm  that  the  aspiration 
needle  is  indeed  placed  within  the  pseudocapsule. 
Histological  examination  (frozen  section)  at  surgery  is 
an  effective  means  of  establishing  the  diagnosis. 

Dislocation.  The  rate  of  dislocation  varies  between 
0.8  and  2.4  percent.  It  is  particularly  low  in  standard 
THRs  performed  in  institutions  in  which  reasonably 
large  numbers  of  the  procedures  are  done.  It  is  higher  in 
reoperations. 

Heterotopic  bone  formation.  Although  heterotopic 
bone  formation  may  be  seen  on  X-rays  in  up  to  40 
percent  of  patients,  less  that  2 percent  exhibit  a 
concomitant  functional  limitation. 

Other.  Fracture  of  the  femur,  perforation  of  the 
femur  or  acetabulum,  vascular  complications,  nerve 
palsy,  and  trochanteric  problems  may  occur. 

Systemic  complications  include: 

Death.  Operation-related  mortality  is  less  than  1 
percent  in  this  major  operative  procedure  undertaken  in 
a population  that  is,  for  the  most  part,  at  middle  age  or 
beyond. 

Thromboembolic  disease.  Thromboembolic  disease 
is  a major  complication  of  THR.  The  incidence  of 
venous  thrombosis  varies  according  to  the  diagnostic 
technique  utilized  and  has  been  reported  to  be  as  high 
as  50  percent.  Pulmonary  embolism  is  infrequent  and 
fatal  pulmonary  embolism  is  rare  when  appropriate 
prophylactic  measures  are  used.  Elevation  of  lower 
extremities,  elastic  support  of  lower  extremities,  and 
pump  pressure  techniques  are  among  the  physical 
measures  used  in  prevention.  Prophylactic  use  of 
coumadin,  low  molecular  weight  dextran,  and  aspirin 
have  proved  valuable,  but  use  must  be  carefully  super- 
vised and  regulated. 

Urological  complications.  Urinary  retention  and 
infection  occur  in  15  to  30  percent  of  patients.  These 
can  and  should  be  reduced  by  prophylactic  measures 
undertaken  prior  to  THR. 

Other.  Pulmonary,  cardiovascular,  and  gastroin- 
testinal complications  are  infrequent.  Occasional  al- 
lergic reactions  to  drugs  and  blood  occur. 

Late  Biomechanical  Complications 

Potential  modes  of  biomechanical  failure  include 
loosening,  component  fracture,  and  excessive  wear. 


Loosening  constitutes  one  of  the  most  serious  long- 
term complications.  The  integrity  of  the  bone/cement/ 
prosthesis  interfaces  is  crucial  to  success  of  the  arthro- 
plasty. 

Fibrous  tissue  at  the  bone-cement  interface  is  a 
widespread  finding  and  is  seen  as  a radiolucent  line  in 
radiographs.  Radiolucency  is  seen  in  a relatively  large 
number  of  patients,  but  symptomatic  loosening  may 
become  symptomatic  in  the  course  of  time.  Loosening 
of  the  femoral  component  is  influenced  by  poor  cement- 
ing technique,  varus  position,  calcar  resorption,  inade- 
quate prosthetic  design,  excessive  patient  weight  and 
level  of  activity,  and  cement  layer  fracture.  The 
mechanical  action  of  motion  and  the  presence  of 
abraded  particles  from  the  cement  can  lead  to  the 
development  of  granulomata  and  to  progressive  bone 
resorption. 

Fracture  of  the  femoral  component  is  less  common, 
although  clinical  consequences  are  far  more  immediate 
than  with  radiographic  loosening.  Fracture  has  been 
reported  in  all  materials  used,  but  is  extremely  uncom- 
mon with  appropriate  designs  and  use  of  newer  alloys. 
It  occurs  mostly  in  heavy,  active  patients  and  is 
correlated  with  limitation  of  hip-joint  motion,  bilateral 
hip  disease,  loosening,  and  varus  position.  Fracture  is 
usually  caused  by  metal  fatigue,  and  often  microstruc- 
tural  defects  have  been  found  at  the  fracture  site. 

5.  What  are  the  Problems  Related  to  Revision 
Surgery  for  Total  Hip  Joint  Replacement? 

If  THR  fails,  as  it  has  in  over  10  percent  of  patients, 
can  a subsequent  operation  (revision)  be  done?  The 
answer  is  yes — but  the  type  of  revision  surgery  and  its 
outcome  depend  in  part  on  whether  the  failure  is  for 
purely  mechanical  reasons  or  because  of  associated 
infection. 

The  mechanical  failure  in  one  study  showed  the 
average  time  interval  from  insertion  to  failure  because 
of  loosening  of  the  femoral  component  was  3 years,  for 
loosening  of  the  actabular  component,  4 Vi  years,  and 
for  fractured  femoral  stems,  3 years. 

The  ultimate  clinical  result  from  revision  or  secondary 
surgery  is  generally  less  good  than  from  primary 
surgery,  and  failure  of  this  revision  surgery  may  also 
occur.  The  infection  rate  in  revision  surgery  is  twice 
that  for  initial  surgery,  and  trochanteric  complications 
three  times  more  common.  In  addition,  about  one- 
fourth  of  these  revised  hips  show  progressive  radiolu- 
cent lines  portending  possible  subsequent  failure  of  this 
revision.  Thus,  only  about  60  percent  have  satisfactory 
functional  results  after  revision  for  mechanical  failure. 
Revision  is  usually  hampered  by  lack  of  sufficient  bone 
stock  and  by  bone  inadequate  for  cement  fixation. 

If  revision  surgery  is  required  because  of  infection,  a 
satisfactory  result  is  further  jeopardized.  Not  only  are 
there  mechanical  difficulties,  but  infection  must  either 
be  completely  controlled  or  eradicated.  The  diagnosis 
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of  infection  must  first  be  made — not  always  an  easy 
task. 

Isolation  of  the  infecting  organism  is  essential.  This 
should  be  first  attempted  by  culturing  aspirated  fluid 
from  the  hip  pseudocapsule,  or  from  tissue  at  time  of 
operation.  Histologic  confirmation  is  essential.  The 
isolate  must  then  be  tested  for  antibiotic  sensitivity. 

Neosurgical  infections  are  handled  in  customary 
fashion  with  adequate  drainage  and  antibiotics.  It  is  the 
delayed  and  late  infection  which  requires  extensive 
surgery  with  removal  of  the  components. 

The  surgical  problems  in  revision  surgery  of  the 
failed  THR  are  unique  whether  or  not  there  is  infection. 
For  the  infected  THR,  eradication  of  infection  demands 
priority  consideration,  and  requires  removal  of  com- 
ponents and  cement  ( as  in  the  mechanically  failed  hip) 
and,  in  addition,  a thorough  and  complete  debridement 
of  all  infected  tissue. 

Two  methods  of  dealing  with  the  infected  THR  are 
then  available.  The  reimplantation  may  be  delayed 
until  evidence  of  complete  healing  and  eradication  of 
infection  occurs.  At  that  time — months  or  even  years 
later — implantation  of  another  THR  may  be  contem- 
plated. This  indirect  or  delayed  method  yields  over  90 
percent  freedom  of  subsequent  infection  even  in  the 
presence  of  antibiotic-resistant  organisms. 

The  second  method  is  that  of  direct  transfer  in  one 
operation.  Old  prostheses  are  removed  and  new  ones 
are  reimplanted  at  a single  setting.  Concomitantly,  the 
surgeon  uses  appropriate  systemic  antibiotics  and  anti- 
bioticimpregnated  acrylic  (as  advocated  from  abroad). 
This  method  may  well  succeed  in  patients  with  less 
virulent  organisms  and  high  antibiotic  sensitivity. 

Thus,  the  procedure  to  be  followed  depends  in  most 
part  on  the  sensitivity  to  the  organisms.  Other  factors, 
such  as  the  biological  state  of  the  soft  tissue  and  bone, 
are  also  important. 

Whether  the  area  is  infected  or  not,  special  techniques 
must  be  employed  both  for  removal  of  the  old  compo- 
nents and  the  acrylic,  and  to  reimplant  the  new 
components.  In  such  cases,  the  bone  has  been  altered 
by  abnormal  stress  and  often  by  osteomyelitis,  and 
return  of  the  trochanter  to  healthy  bone  is  often  impos- 
sible. Bone  grafting  of  defects  in  the  acetabulum  must 
be  anticipated.  Special  femoral  and  acetabular  pros- 
theses of  varied  design  must  be  readily  available. 
Muscle  integrity  should  be  restored  as  well  as  possible. 

When  all  the  difficulties  of  revision  have  been 
considered,  it  may  be  better  judgment  not  to  reoperate, 
but  to  leave  the  hip  as  a resection- arthroplasty  ( Girdle- 
stone).  The  medical,  social  and  economic  factors  may 
be  overwhelmingly  against  yet  another  major  operation. 
Although  walking  aid  is  required,  a resection- arthro- 
plasty of  the  hip  may  be  painless,  and  reasonably  good 
function  may  be  possible.  The  decision  regarding 
further  surgery  must  be  primarily  the  patient’s,  with  the 
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surgeon  acting  as  advisor. 

Thus,  the  optimum  time  for  a properly  executed 
THR  is  the  initial  operation,  and  revision  surgery  is 
usually  less  satisfactory. 

6.  In  What  Directions  Should  the  Science  Base 
and  Techniques  of  Total  Hip  Joint  Replacement 
be  Advanced? 

The  existing  technologies  for  THR  are  at  a stage 
where  clinical  applications  show  up  to  90  percent  of 
devices  to  be  functional  at  10  years  postsurgery. 
Although  THR  is  a highly  successful  procedure,  some 
complications  do  occur  and  the  life  expectancy  of  the 
devices  may  be  limited.  Most  improvements  which  are 
being  considered  concern  fixation  techniques,  although 
new  materials  and  devices  are  also  being  investigated. 
To  enhance  the  stabilizing  effects  of  the  acrylic  cement, 
new  techniques  of  pressurization  are  being  studied.  A 
concern  exists,  however,  regarding  the  biological  effects 
and  long-term  mechanical  consequences  of  the  deeper 
penetration  of  acrylic  cement  into  bone. 

Surface  replacement  arthroplasty  to  date  has  failed 
to  demonstrate  superiority  over  other  conventional 
total  hip  procedures.  Experience  in  most  centers 
throughout  the  world  has  indicated  increased  and 
accelerated  failure  rates,  primarily  from  loosening  of 
the  prosthetic  parts  and  fracture  of  the  femoral  neck. 
Metal  backing  of  acetabular  components  has  been 
investigated  both  clinically  and  analytically,  and  the 
results  suggest  potential  improvement  over  the  tradi- 
tional approaches.  However,  the  clinical  series  are 
relatively  small,  and  the  results  of  the  stress  analyses 
subject  to  uncertainties.  Although  these  studies  are 
promising  in  concept,  further  analysis  and  clinical 
evaluation  are  necessary. 

Numerous  material  innovations  also  have  been 
introduced.  These  include  microporous  and  macro- 
porous  interfaces  for  fixation,  the  use  of  reactive  or 
biodegradable  compounds  to  influence  tissue  responses, 
and  development  of  new  combinations  and  composites 
of  materials.  Although  many  of  these  methods  are  quite 
promising,  further  in  vitro,  in  vivo,  and  clinical  investi- 
gations are  recommended.  The  details  of  biomaterial 
surface  chemistries  and  local  and  systemic  tissue 
responses  to  dilute  biodegradation.  Products  should  be 
investigated  further  and  expanded  to  include  possible 
allergic  and  hypersensitive  reactions. 

Further  improvements  in  THR  will  depend  on  a 
coordinated  approach  to  the  study  of  long-term  implant 
performance.  Prospective  and  retrospective  clinical 
studies  should  continue  to  examine  implant  perform- 
ance using  radiographic  and  other  clinical  assessment 
techniques.  This  approach  has  provided  invaluable 
clinical  data  but  is  a relatively  expensive  and  inefficient 
means  for  the  investigation  of  implant  failure  because 
of  the  low  failure  rates  at  any  one  institution. 

Implant  failure  mechanisms  should  also  be  studied 
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using  device  retrieval  and  analysis,  preferably  on  a 
multi-institutional  or  regional  basis.  Data  obtained 
from  implants  removed  during  revision  surgery  or  at  the 
death  of  the  patient  can  provide  valuable  additional 
insights  into  in  vivo  implant  performance.  Such  studies 
might  well  substantiate  the  conclusions  of  clinical 
evaluations. 

To  answer  many  questions  about  the  successes  and 
failures  of  THR,  it  is  essential  to  have  a large,  multi-in- 
stitutional data  base  to  assess  risks  and  benefits  for  dif- 
ferent groups  of  patients,  prosthetic  designs,  materials, 
methods  of  insertion,  and  postoperative  protocols.  To 
develop  such  a data  base,  standard  definitions  for  terms 
such  as  “loosening”  and  “activity  level"  are  needed  as 
well  as  standard  specifications  for  prostheses,  and  a min- 
imal essential  set  of  data  elements.  Epidemiologic  esti- 
mates of  unmet  need,  however,  will  require  collection  of 
data  from  defined  populations.  In  addition,  the  potential 
importance  of  the  study  of  functioning  implants  removed 
at  the  time  of  death  suggests  that  a national  network  of 
potential  implant  donors  be  developed. 

Improved  quantitative  methods  for  the  functional 
evaluation  of  hip  replacement  patients  should  also  be 
utilized  and  further  developed  since  the  primary  goals 
of  THR  are  to  reduce  pain  and  to  improve  functional 
performance.  Such  studies  can  serve  to  (1)  refine 
preoperative  diagnoses,  (2)  improve  the  precision  of 
specific  patient  evaluations,  (3)  provide  comparisons 
between  implant  designs,  and  (4)  increase  the  under- 
standing of  the  basic  biomechanics  of  gait  patterns 
associated  with  THR.  Of  the  few  reported  studies, 
most  have  concentrated  on  comparative  implant  per- 
formance, with  studies  of  energetics  and  kinesiology 
showing  few  differences  between  implant  types.  Avail- 
able evidence  also  indicates  that  the  gait  of  hip  implant 
patients  improves  considerably  from  presurgical  mea- 
sures but  may  never  reach  normal  values. 

Long-term  improvements  in  THR  will  depend  ulti- 
mately on  a rational  approach  to  the  design  and 
development  process.  Such  an  approach  must  be 
cognizant  of  the  unique  features  of  design  within  the 
musculoskeletal  environment  and  the  need  to  incorpo- 
rate workable  surgical  techniques  as  part  of  the  design. 
The  design  and  development  process  is  closely  linked 
to  the  process  of  modeling  which  is  used  to  integrate 
and  extend  the  range  of  applicability  of  experimental 
results.  A multifaceted  approach  should  be  pursued, 
including  the  use  of  analytical  models  of  varying 
complexity,  in  vitro  tests  using  cadaver  bones  and 
representative  supportive  structures,  and  in  vivo  animal 
experiments.  The  most  valuable  contributions  will  be 
those  which  relate  results  to  predictions  available  in  the 
literature.  Attempts  to  standardize  model  geometries 
and  material  properties  and  to  arrive  at  uniform  in  vitro 
testing  configurations  should  be  developed  where  feasi- 
ble. Particular  emphasis  should  be  given  to  improving 
our  understanding  of  bone  remodeling  and  ingrowth 


mechanisms  and  to  the  failure  mechanisms  associated 
with  the  bone/cement/prosthesis  interfaces. 

This  conference  was  sponsored  by  the  National  Institute 
of  Arthritis,  Diabetes,  and  Digestive  and  Kidney  Diseases. 
The  NIH  Office  for  Medical  Applications  of  Research 
provided  assistance  in  the  planning  and  conduct  of  the 
meeting. 

Members  of  the  Consensus  Development  Panel  were: 

Philip  D.  Wilson,  Jr.,  M.D.  (Panel  Chairman),  Professor 
of  Surgery  (orthopedics),  Cornell  University  Medical  College, 
Surgeon-in-Chief,  Hospital  for  Special  Surgery,  New  York, 
New  York;  MarkB.  Coventry,  M.D.,  Professor  of  Orthopedic 
Surgery,  Mayo  Medical  School,  Consultant  in  Orthopedics, 
Mayo  Clinic,  Rochester,  Minnesota;  Joseph  D.  Croft,  Jr., 
M.D.,  Clinical  Associate  Professor  of  Medicine,  Georgetown 
University  School  of  Medicine,  Washington,  D.C.;  Matthew 
Freedman,  M.D.,  Associate  Professor  of  Diagnostic  Radiol- 
ogy, Assistant  Professor  of  Orthopedic  Surgery,  Director  of 
Orthopedic  and  Emergency  Radiology,  University  of  Mary- 
land, Baltimore,  Maryland;  Victor  Morrison  Hawthorne, 
M.D.,  Professor  and  Chairman,  Department  of  Epidemiol- 
ogy, University  of  Michigan  School  of  Public  Health,  Ann 
Arbor,  Michigan;  Wilson  C.  Hayes,  Ph.D.,  Associate 
Professor  of  Orthopaedic  Surgery,  Harvard  Medical  School, 
Director,  Orthopaedic  Biomechanics  Laboratory,  Beth  Israel 
Hospital,  Boston,  Massachusetts;  John  J.  Hinchey,  M.D., 
Clinical  Professor  of  Orthopaedic  Surgery,  University  of 
Texas  Medical  School  at  San  Antonio,  San  Antonio,  Texas; 
Susan  Horn,  Ph.D.,  Associate  Professor,  The  Johns  Hopkins 
University  School  of  Hygiene  and  Public  Health,  Associate 
Director,  Center  of  Hospital  Finance  and  Management, 
Baltimore,  Maryland;  Rik  Huiskes,  Ph.D.,  Associate  Profes- 
sor of  Biomechanics,  Department  of  Orthopaedics,  Univer- 
sity of  Nijmegen,  Nijmegen,  The  Netherlands;  Jack  E. 
Lemons,  Ph.D.,  Professor  and  Chairman,  Department  of 
Biomaterials,  Assistant  Professor,  Division  of  Orthopaedic 
Surgery,  University  of  Alabama  in  Birmingham,  Birmingham, 
Alabama;  Jane  R.  Mitchell,  M.A.,  Consumers’  Representa- 
tive, Recommended  by  American  Association  of  Retired 
Persons,  Casper,  Wyoming;  Robert  W.  Richardson,  P.T., 
M.  Ed.,  Clinical  Associate  Professor,  School  of  Health 
Related  Professions,  University  of  Pittsburgh,  Coordinator 
of  Rehabilitation  Services,  Department  of  Comprehensive 
Medicine  and  Rehabilitation,  St.  Margaret  Memorial  Hospi- 
tal, Pittsburgh,  Pennsylvania,  Kansas  City,  Missouri;  Law- 
rence A.  Rues,  M.D.,  Assistant  Clinical  Professor,  University 
of  Missouri — Kansas  City,  Associate  Director,  Goppert 
Family  Care  Center,  Baptist  Memorial  Hospital,  Kansas 
City,  Missouri;  Augusto  Sarmiento,  M.D.,  Lowman  Profes- 
sor and  Chairman,  Department  of  Orthopaedics,  University 
of  Southern  California,  School  of  Medicine,  Los  Angeles, 
California;  Robert  C.  Shoemaker,  M.D.,  Orthopedic  Surgeon, 
Charlestown,  New  Hampshire;  Conference  Coordinator 
Stephen  L.  Gordon,  Ph.D.,  Director,  Musculoskeletal  Dis- 
eases Program,  National  Institute  of  Arthritis,  Diabetes,  and 
Digestive  and  Kidney  Diseases,  National  Institute  of  Health, 
Bethesda,  Maryland. 

A bibliography  on  total  hip  joint  replacement  is  available 
from  the  Office  for  Medical  Applications  of  Research, 
Building  1,  Room  216,  National  Institutes  of  Health, 
Bethesda,  Maryland  20205.  This  bibliography  was  prepared 
by  the  National  Library  of  Medicine. 
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Health  Care  Strikes:  Issues  and  Trends 


MICHAEL  CLARKE,  Ph.D. 


ABSTRACT — Literature  on  strikes  in  the  health 
care  field  has  focused  on  normative  rather  than 
empirical  questions.  This  paper,  analysing  Federal 
Mediation  and  conciliation  Service  (FMCS)  data, 
finds  that  while  health  care  system  strikes  are 
increasing  in  number  their  actual  rate  has  been 
decreasing  since  passage  of  the  1974  Amendments 
to  the  National  Labor  Relations  Act  (NLRA). 
Economic  issues  now  dominate  strike  activity  in 
contrast  to  the  pre- 1 974  emphasis  on  union  security. 
A correlation  is  drawn  with  the  remainder  of  the 

Much  of  the  burgeoning  literature  on  labor-man- 
agement relations  in  the  health  care  field  focuses  on  the 
morality  of  strikes  by  those  who  are,  it  is  argued,  in  a 
unique  position  because  of  the  often  life-or-death 
nature  of  their  profession.  '■ 2- 3 Despite  legislative  and 
constitutional  protections  afforded  to  health  care  em- 
ployees in  both  the  public  and  private  sectors,  it  is  clear 
that  the  question  of  work  stoppages  is  still  a con- 
tentious one.  The  residual  emphasis  on  quasi-religious 
and  philanthropic  values,  reminiscent  of  similar  ones  in 
education  with  which  health  care  has  come  to  share  a 
high  social  priority,  is  undoubtedly  partially  respons- 
ible for  this  attitude.  Nevertheless,  strikes  do  occur  in 
health  care  facilities,  and  are  occurring  in  increasing 
numbers  despite  legislation  designed  to  improve  the 
climate  of  labor  relations  in  the  field.  This  paper  will 
examine  some  of  the  data  relating  to  health  care  system 
strikes  and  discuss  the  conflicting  influences  on  future 
trends  in  this  area. 

Health  Care  System  Strikes 

The  1974  Amendments  to  the  National  Labor 
Relations  Act  (NLRA)  have  altered  the  structure  of 
labor  relations  in  the  health  care  field.  Prior  to  1974, 
health  care  employees  were  not  covered  by  the  NLRA. 
Hospitals  and  other  health  care  facilities  were  viewed 
primarily  as  charitable  institutions  where  the  stand- 
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private  sector  in  terms  of  strike  duration  and  geo- 
graphic location. 

Union  electoral  success,  union  amalgamation 
and  their  concentration  on  economic  issues  will 
contribute  to  an  increase  in  the  number  of  strikes. 
The  financial  dominance  exercised  by  third  party 
payors  who  are  relatively  immune  from  union  pres- 
sure, the  gradual  maturation  of  union  management 
relations,  and  a strong  public  belief  in  lower  health 
care  costs  will  operate  to  mitigate  any  possible 
increase  in  the  strike  rate. 

ards  and  methods  of  industrial  collective  bargaining 
were  regarded  as  inappropriate.4  This  view  was  also 
fostered  by  such  professional  organizations  as  the 
AMA,  and  the  ANA  which  specifically  eschewed 
strikes.  However,  the  scope  of  health  care  operations 
has  grown  enormously,  to  the  extent  that  it  is  now  one 
of  the  largest  industries  in  the  United  States,  and  one 
where  historical,  almost  feudal,  divisions  of  responsi- 
bility and  prestige  and  an  obviously  unequal  system  of 
rewards  is  no  longer  acceptable  to  many  elements  of  its 
employees.  The  Amendments,  in  the  eyes  of  most, 
belatedly  extended  rights  to  health  system  workers  that 
had  long  been  held  by  others  in  the  private  sector. 
These  Amendments  granted  health  care  system  em- 
ployees the  right  to  organize  in  trade  unions,  and,  with 
specific  limitations,  it  allowed  them  the  right  to  strike. 

In  the  five  years  prior  to  passage  of  the  Amend- 
ments, there  were  250  strikes;  in  the  five  years  up  to  the 
end  of  1979  (the  latest  year  for  which  full  data  are 
available),  there  have  been  over  300. 5 Prior  to  1979, 
some  “ninety-five  percent  of  strikes  were  recogni- 
tional;”6  that  is,  the  unions  were  striking  to  force 
management  to  recognize  their  right  to  bargain  for  their 
members.  Table  1 shows  the  relative  importance  of 
bargaining  and  strike  issues  today.7  Currently  60%  of 
health  care  system  strikes  are  attributable  to  conflicts 
over  wages,  other  financial  concerns,  and  health  and 
welfare  issues.8  The  diminished  but  continuing  signifi- 
cance of  union  security  demands  is  indicative  of  strong 
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Table  1 

RELATIVE  IMPORTANCE  OF  STRIKE  ISSUES  AND  BARGAINING 
ISSUES  IN  HEALTH  CARE  


Strike  Issues 

Rank 


Wages  1 

General  Money  Concerns  2 
Union  Security  3 

Multiple  Issues  4 

Health  and  Welfare  5 

Work  Rules  and 
Classification  6 

Union  Recognition  7 

Training  8 

Personal  Conflict  9 

Contract  Expiration  10 


Bargaining  Issues 

Rank 


Wages  1 

Contract  Duration  2 

Pensions,  Insurance, 

Welfare  3 

Vacation/Holidays  4 

Hours,  Overtime  5 

Union  Security  6 

Working  Conditions  7 

Job  Classification  8 

Guarantees  9 

Management  Prerogatives  1 0 


management  opposition  to  unions  in  the  health  care 
system. 

Despite  the  slow,  but  perceptible  growth  in  the 
number  of  strikes  in  the  system,  it  is  not  significantly 
different  from  any  other  segment  of  the  economy.  In 
fact,  the  Federal  Mediation  and  Conciliation  Service 
(FMCS)  which  is  involved  in  all  potential  strike 
situations  in  health  care  facilities  argues  that  “strikes  in 
the  health  care  industry  occur  with  approximately  the 
same  frequency  as  stoppages  in  the  rest  of  the  eco- 
nomy.”9 There  is  also  no  significant  variation  from  the 
rest  of  the  private  sector  in  the  duration  of  strikes.  The 
adjusted  mean  length  of  stoppages  in  the  health  care 
field  is  27  days,  roughly  compatible  with  Bureau  of 
Labor  Statistics  (BLS)  figures  for  all  industries.  How- 
ever, within  the  system,  there  are  variations.  Nursing 
home  strikes  tend  to  be  lengthy  and  bitter,  averaging  52 
days,  and  a higher  percentage  of  strikes  occur  there 
than  in  other  types  of  institutions  in  the  field. 10 

Geographic  differences  are  also  represented  in  the 
strike  data.  Prior  to  the  Amendments,  fourteen  states 
had  legislation  that  dealt  with  health  care  employees.* 
In  those  states,  collective  bargaining  arrangements 
were  common  and  strike  activity  has  been  considerably 
less  than  in  states  where  new  bargaining  relationships 
resulted  from  the  legislative  changes.  Thus,  strikes  are 
less  likely  to  occur  in  Northern  and  Northeastern  states 
which  have  a tradition  of  cooperative  labor-manage- 
ment relationships,  not  only  in  health  care  but  also  in 
other  sectors  of  the  economy. 

For  example,  Minnesota,  Wisconsin,  and  Michigan, 
states  with  prior  legislation,  have  a strike  ratio  of  only 
2%  of  contract  situations. 11  A further  aim  of  the 
Amendments  was  to  limit  the  potential  for  strikes  in 
isolated  rural  areas.  The  problems  associated  with  such 
strikes  had  been  recognized  in  some  state  legislation. 
For  example,  Montana  law  forbade  stoppages  at  health 
care  institutions  if  employees  of  any  other  such  facility 
within  150  miles  were  also  on  strike.  It  would  appear 


that  this  aim  has  been  successfully  realized  because 
only  6%  of  strikes  take  place  in  rural  areas. 

Within  the  health  care  field,  the  group  least  likely  to  i 
strike  are  the  physicians.  While  their  relatively  privi-  j 
leged  position  is  one  of  the  distinctive  characteristics  of 
the  health  care  system,  this  does  not  mean  that  there 
has  been  no  activism  on  their  part.  As  recently  as  June, 
1982,  2,500  surgeons  in  South  Florida  hospitals  ! 
stopped  scheduling  elective  surgery  for  eight  days  in 
protest  over  rising  malpractice  insurance  rates. 12  Al- 
though there  are  two  groups  of  doctors  who  are  in  a 
position  to  strike,  those  employed  as  full-time  staff  and 
those  working/studying  as  interns  and  residents,  it  is 
the  interns  and  residents  who  have  predominantly  been 
involved  in  job  actions. 13 

The  current  activism  of  house  staff  goes  back  to  1 95  8 
when  New  York  City  interns  organized  over  wage 
issues,  and  by  the  mid  1960s  many  new  associations, 
primarily  devoted  to  economic  interests,  had  develop- 
ed in  hospitals.  During  the  early  1970s  house  staff 
began  to  add  non-economic  issues  to  their  agenda.  For 
example,  in  New  York  the  Committee  of  Interns  and 
Residents  added  patient  care  items  to  their  demands 
when  they  went  on  strike  in  1975. 14  In  Los  Angeles, 
house  staff  went  on  strike  in  1975  and  held  out  for  and 
won  a $ 1 . 1 million  patient  care  fund. 15  In  Chicago,  key 
physician  demands  centered  on  the  quality  of  patient 
care  during  a 1975  strike. 16 

The  legal  status  of  house  staff  is  somewhat  contro- 
versial. Prior  to  the  1974  Amendments,  they  could, 
where  permitted,  bargain  collectively.  The  Amend- 
ments created  organizational  difficulties  for  them 
which  were  exacerbated  by  a controversial  NLRB 
decision  in  1976  which  ruled  that  house  staff  are 
primarily  students,  thus  removing  the  protection  of  the 
act  from  their  activities. 17  Despite  this,  house  staff  have 
continued  their  activism  and  have  been  involved  in 
illegal  strikes,  New  York  in  1979  and  1981,  for 
example. 18  This  must  be  considered  unusual  in  that 
they  belong  to  a group  that  has  traditionally  been 
critical  of  union  models  of  organization. 

As  Hoffman  suggests,  the  efforts  of  interns  and 
residents  to  combine  economic  security  issues  with  the 
broader  goals  of  quality  patient  care  have  proven 
somewhat  elusive,  particularly  within  an  industrial 
relations  framework. 19  The  traditional  objectives  have 
shown  themselves  to  be  attainable  under  this  model,  in 
particular  increasing  pay  and  forcing  government  act- 
ion on  malpractice  insurance  rates.  However,  in  order 
to  attain  the  non-economic  goals,  the  interns  have  had 
to  resort  to  more  obviously  political  tactics. 20  Whether 
this  will  continue  depends  to  a large  extent  on  political 
factors  outside  the  immediate  control  of  the  physicians. 


♦States  with  prior  health  care  legislation  are  Minnesota,  New  York, 
Pennsylvania,  Wisconsin,  Massachusetts,  Utah,  Colorado,  Michi- 
gan, Connecticut,  Oregon,  Montana,  Hawaii,  Washington,  and 
Rhode  Island. 


Factors  Influencing  Health 
Care  System  Strikes 

Certain  interrelated  structural  features  in  the  health 
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care  system  will  continue  to  exert  a significant  influ- 
ence on  the  overall  strike  rate.  Some  of  these  will  tend 
to  increase  the  possibility  of  work  stoppages  and  some 
to  reduce  it.  The  dispute  resolution  machinery  contain- 
ed in  the  1974  Amendments  was  explicitly  designed  to 
reduce  the  likelihood  of  strikes.  Unlike  other  segments 
of  the  economy,  mediation  is  mandatory  in  health  care 
system  disputes.  This,  and  the  extensive  and  detailed 
reporting  system  required  if  unions  decide  to  strike  are 
effective  in  keeping  the  stoppage  rate  to  about  4%  of 
contract  situations.  On  the  surface,  this  compares 
favorably  with  the  13-15%  reported  in  the  rest  of  the 
economy.  However,  the  FMCS  feels  that  incomplete 
reporting  in  non-health  care  areas  and  detailed  report- 
ing in  health  care  facilities  greatly  exaggerate  the 
difference  in  percentages. 21  In  addition,  the  inevitable 
alteration  in  contract  status  will  ultimately  impact  on 
the  strike  rate. 

Most  bargaining  situations  in  health  care  are  rela- 
tively new,  and  negotiations  during  initial  contract  talks 
are  much  more  prone  to  end  in  strikes  than  are 
negotiations  in  mature  relationships.22  The  inevitable 
decline  in  the  number  of  first  time  contracts  and  the 
development  of  a modus  vivendi  between  unions  and 
management  in  the  field  should  tend  to  reduce  the  rate 
of  strikes. 

An  indication  of  the  contrary  is,  however,  suggested 
by  the  rapid,  though  not  necessarily  impressive  growth 
of  unions  since  the  passage  of  the  Amendments.  The 
rate  of  unionization  in  the  health  care  field  is  now 
approximately  equal  to  that  in  other  major  industries, 
and  unions  are  currently  winning  some  60%  of  repre- 
sentation elections  in  health  care.23  Because  of  the 
emphasis  on  economic  issues  in  health  care  labor 
relations,  the  impact  of  union  power  may  be  crucial. 
The  most  recent  research  by  Feldman  and  Schleffler 
indicates  “that  unionization  has  an  important  impact 
on  hospital  wages,  which  increase  over  time.”24  Their 
research  also  indicates  that  strikes  tend  to  lead  to 
higher  wage  levels.  C urrently,  union  effect  on  wage  and 
fringe  benefits  have  been  somewhat  limited  due  to 
strong  management  opposition  and  to  weak  and  frag- 
mented unions.  Management  has  been  able  to  keep  the 
emphasis  on  fringe  benefits,  which  in  an  industry  with  a 
high  employee  turnover  rate,  is  less  costly  than  wage  or 
salary  issues.25 

The  health  care  system,  especially  hospitals,  has 
historically  been  labor  intensive.  Labor  costs  currently 
represent  between  50% 26  and  60% 27  of  total  health 
care  costs.  Relatively  modest  pay  increases  may  have  a 
disproportionate  influence  on  overall  costs. 28  In  addi- 
tion, the  inevitable  process  of  union  shakeout  has 
begun  to  occur.  The  result  will  be  fewer  unions 
representing  well-organized  bargaining  units  concern- 
ed primarily  with  economic  issues,  negotiating  with 
managers  who  have  been  described  as  the  least  quali- 
fied in  the  economy  to  deal  with  such  a problem.29 


Allied  to  this  factor  is  one  which  complicates  matters 
in  a fashion  unique  to  the  health  care  system,  namely 
the  domination  of  health  care  costs  by  third  party 
payors,  such  as  insurance  companies  and  government. 
Today,  combined  public  and  private  reimbursement 
accounts  for  92%  of  total  hospital  costs  and  66%  of  all 
personal  health  care  costs. 30  Along  with  such  financing 
goes  an  enormous  degree  of  influence.  “Reimburse- 
ment rates,  payment  methods  and  dates,  and  a plethora 
of  other  variables  related  to  hospital  financing  can  be 
stringently  administered  and  sometimes  unilaterally 
controlled  by  the  payor.”31  In  addition,  cost  control 
agencies,  developed  to  reduce  health  care  costs,  repre- 
sent another  extraneous  variable  in  the  matrix.  Im- 
portant aspects  of  collective  bargaining  agreements 
may  be  influenced  by  these  payors  and  agencies  and  as 
Schramm  points  out,  “the  mitigation  of  wage  demands 
is  one  of  the  most  effective  ways  hospital  management 
conforms  to  the  financial  constraints  imposed  by 
control  agencies.”32  The  FMCS  feels  that  third  party 
intervention  tends  to  reduce  settlements,  diminish  the 
significance  of  bilateral  negotiations,  and  extends  bar- 
gaining beyond  contract  expiration  dates.33 

Unions  have  become  aware  of  the  implications  of 
this  method  of  health  care  financing.  In  some  instances 
it  is  the  state  or  reimbursement  agency  to  which  strike 
action  is  directed.  Currently  the  situation,  although  it 
reduces  management  discretion,  does  operate  to  its 
overall  advantage.  The  claim  of  “insufficient  reim- 
bursement” is  a useful  tactical  weapon  in  wage  negotia- 
tions. However,  what  will  happen  when  increasingly 
powerful  and  united  unions,  concerned  primarily  with 
economic  issues,  confront  hospital  management  who 
claim  to  have  their  hands  tied  in  financial  matters  by 
payors,  is  problematic.  It  is  difficult  for  the  unions  to 
subject  the  reimbursement  agencies  to  direct  pressure, 
so  there  is  little  incentive  for  the  agencies  to  accede  to 
union  demands.  Hospital  management,  perhaps  sym- 
pathetic to  some  union  requests,  will  be  unable  to  agree 
to  them  without  the  consent  of  the  third  party  payors. 
This  situation  is  one  that  could  contribute  to  an 
increase  in  the  strike  rate. 

Conclusion 

With  the  passage  of  the  1974  Amendments  to  the 
NLRA,  labor  relations  in  the  health  care  field  entered 
the  mainstream  of  private  sector  labor  relations.  The 
overall  number  of  strikes  began  to  increase,  but  the 
rate,  measured  by  the  ratio  of  strikes  to  contracts,  is 
decreasing.  The  most  significant  factors  influencing 
strikes  are  now  economic  ones.  This  represents  a major 
change  from  the  pre-1974  emphasis  on  union  security. 
An  anomaly  to  this  is  the  activity  of  physicians  who, 
while  remaining  very  concerned  about  economic  issues 
have  also  demonstrated  concern  with  the  broader 
social  concerns  involved  in  the  delivery  of  health  care. 
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Predictions  about  the  future  rate  of  strike  activity 
must  be  tempered  by  a recognition  of  the  conflicting 
trends  currently  operating.  The  collapse  of  the  old 
notions  of  philanthropy  and  public  service  as  the 
defining  characteristics  of  health  care,  and  the  emer- 
gence of  demands  for  decent  pay  and  working  condi- 
tions, politically  supported  by  the  1974  Amendments 
and  institutionally  supported  by  the  growth  of  union 
power,  undoubtedly  will  tend  to  increase  the  number  of 
strikes.  However,  the  very  strong  public  pressure  to 
reduce  health  care  costs,  paradoxical  in  that  the  public 
is  seldom  directly  affected  by  them,  the  development  of 
cost  control  agencies,  the  significant  control  exercised 
by  third  party  payors  who  are  relatively  immune  to 
union  pressure,  and  the  growing  maturity  of  labor 
relations  in  the  system  suggests  that  there  will  be  no 
sudden  increase  in  the  rate  of  strikes. 
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PROCESSING  TIME  FOR  NEW  DRUG  APPLICATIONS  will  be  cut  by  an  average  of 
six  months,  HHS  officials  estimated  as  they  announced  a series  of 
regulations  proposed  by  the  Food  and  Drug  Administration.  HHS 
Secretary  Richard  Schweiker  termed  the  proposals  “the  most 
significant  reform  of  the  new  drug  approval  process  since  the 
1960.”  One  change  would  alter  the  time  period  for  reporting 
adverse  reactions  to  the  FDA.  Fatal  and  life-threatening  reactions 
must  be  reported  within  1 5 days.  Other  reactions  must  be  reported 
within  30  days  after  the  manufacturer  finds  out  about  them.  Another 
change  would  permit  the  FDA  to  grant  approval  on  the  basis  of 
foreign  studies,  provided  the  study  is  applicable  to  U.  S.  medical 
practice  and  was  done  by  “clinical  investigators  of  recognized 
competence.” 

— AMA  Newsletter,  November  1,  1982 
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Statement  of  the  American  Medical  Association 

to  the 

Select  Education  Subcommittee 
Committee  on  Education  and  Labor 
U.  S.  House  of  Representatives 

RE:  H.  R.  6492 — Handicapped  Infants  Protection  Act 

September  1982 


Hearings  were  recently  held  by  this  Committee  on 
the  care  and  treatment  of  infants  who  are  born  with 
severe  handicaps.  The  hearing  focused  particularly  on 
those  extreme  conditions  where  the  infant  has  multiple 
debilitating  conditions. 

The  medical  profession  has  throughout  its  history 
wrestled  with  the  same  issues  now  before  the  Commit- 
tee. These  are  issues  of  the  greatest  difficulty  and 
significance  in  personal  decisions  that  have  to  be  made 
by  all  responsible  parties  in  the  best  interest  of  all 
concerned.  At  the  same  time  societal  interests  are  also 
involved.  Nevertheless,  there  cannot  be,  in  the  absence 
of  overriding  circumstances,  any  substitute  for  the 
informed  decision  of  the  parties  personally  involved. 

The  medical  profession  is  dedicated  to  healing  and 
preservation  of  life.  This  dedication — strong  as  it  is — is 
surpassed  by  the  depth  and  intensity  of  feeling  and  the 
bond  which  exist  between  parents  and  their  children. 
The  natural  instincts  of  the  parents  are  for  survival  of 
the  newborn  and  these  instincts  are  strong.  The  natural 
ties  of  parents  to  their  offspring  and  their  love  and 
concern  for  the  total  welfare  of  the  infant  in  the  context 
of  the  circumstances  probably  cannot  be  fully  under- 
stood by  those  who  debate  the  issues  in  an  atmosphere 
quite  separate  from  the  reality  of  the  event.  The 
physician — and  all  others  involved — must  offer  com- 
passion and  understanding,  and  reach  out  to  the  parents 
who  are  searching  for  answers  and  advice. 

The  physician  in  such  cases  is  in  a difficult  circum- 
stance, and  is  also  in  need  of  guidance.  The  experience 
gained  by  the  profession  over  the  years  is  expressed  in 
an  AMA  Judicial  Council  Opinion  adopted  to  provide 
guidance  to  physicians  in  these  difficult  situations.  The 
text  of  the  Judicial  Council’s  opinion  reads  as  follows: 
QUALITY  OF  LIFE.  In  the  making  of  decisions 
for  the  treatment  of  seriously  deformed  newborns  or 
persons  who  are  severely  deteriorated  victims  of 


injury,  illness  or  advanced  age,  the  primary  consid- 
eration should  be  what  is  best  for  the  individual 
patient  and  not  the  avoidance  of  a burden  to  the 
family  or  to  society.  Quality  of  life  is  a factor  to  be 
considered  in  determining  what  is  best  for  the 
individual.  Life  should  be  cherished  despite  disabil- 
ities and  handicaps,  except  when  prolongation 
would  be  inhumane  and  unconscionable.  Under 
these  circumstances,  withholding  or  removing  life 
supporting  means  is  ethical  provided  that  the  normal 
care  given  an  individual  who  is  ill  is  not  discontin- 
ued. In  desperate  situations  involving  newborns, 
the  advice  and  judgment  of  the  physician  should  be 
readily  available,  but  the  decision  whether  to  exert 
maximal  efforts  to  sustain  life  should  be  the  choice 
of  the  parents.  The  parents  should  be  told  the 
options,  expected  benefits,  risks  and  limits  of  any 
proposed  care;  how  the  potential  for  human  rela- 
tionships is  affected  by  the  infant’s  condition;  and 
relevant  information  and  answers  to  their  questions. 
The  presumption  is  that  the  love  which  parents 
usually  have  for  their  children  will  be  dominant  in 
the  decisions  which  they  make  in  determining  what 
is  in  the  best  interest  of  their  children.  It  is  to  be 
expected  that  parents  will  act  unselfishly,  particu- 
larly where  life  itself  is  at  stake.  Unless  there  is 
convincing  evidence  to  the  contrary,  parental  au- 
thority should  be  respected. 

H.  R.  6492 

Legislation  pending  before  the  Committee  would 
provide  a federal  government  “solution”  to  this  most 
profound,  fundamental  and  personal  of  human  circum- 
stances. The  legislation  would  introduce  federal  inter- 
vention— a legalistic  and  judicial  determination.  H.  R. 
6492  would  prohibit  physicians,  health  care  profes- 
sionals and  other  persons  using  the  facilities  of  a health 
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care  facility  from  depriving  a handicapped  infant  of 
nutrition  necessary  to  sustain  life  or  depriving  the 
handicapped  infant  of  medical  treatment  which  is 
necessary  to  remedy  or  ameliorate  a life-threatening 
medical  condition  if  the  purpose  is  to  cause  or  allow  the 
death  of  the  infant  and  such  nutrition  or  medical 
treatment  is  generally  provided  to  similarly  situated 
infants  and  handicapped  infants.  “Handicapped  infant” 
is  defined  to  mean  any  infant  who  has  any  mental  or 
physical  disability  or  impairment  which  requires  the 
provision  of  multiple  services  during  an  extended 
period  of  time,  and  any  infant  who  is  regarded  as  having 
any  such  disability  or  impairment.  The  bill  allows  any 
interested  person  to  bring  an  action  against  anyone 
violating  the  above  prohibition. 

The  AMA  is  opposed  to  H.  R.  6492.  In  our  view  this 
legislation  is  unnecessary  and  inappropriate.  The  legis- 
lation would  substitute  a statutory  prohibition  for  the 
case-by-case  medical  judgment  of  the  attending  physi- 
cian and  the  judgment  of  the  parents.  The  situations 
that  this  bill  applies  to  cannot  be  dealt  with  by  a general 
rule  but  are  situations  that  must  be  dealt  with  on  an 
individual  basis  based  on  the  facts  in  that  particular 
case.  In  our  view,  decisions  as  to  what  medical 
treatment  is  given  to  a newborn  should  be  determined 
by  the  parents  with  consultation  with  the  physician  in 


the  manner  described  in  the  AMA  Judicial  Council 
Opinion. 

In  addition  to  our  objection  that  the  proposed 
legislation  would  be  an  undesirable  federal  interven- 
tion that  would  not  resolve  or  ameliorate  the  fundamen- 
tal issues,  we  point  out  that  H.  R.  6492  contains  terms 
that  are  vague  and  others  that  are  exceedingly  broad, 
thus  not  apprising  physicians  of  situations  to  which  the 
prohibition  would  apply,  while  at  the  same  time  ' 
subjecting  them  not  only  to  a lawsuit  if  someone  does 
not  agree  with  the  physician’s  determination  but  also  to 
punitive  damages.  The  legislation  provides  an  incen- 
tive to  strangers  and  outside  groups  to  bring  actions 
against  physicians. 

Conclusion 

The  AMA  believes  that  in  determining  the  appro- 
priate treatment  “the  primary  consideration  should  be 
what  is  best  for  the  individual  patient  and  not  avoidance 
of  a burden  to  the  family  or  to  society.”  Absent 
convincing  evidence  to  the  contrary,  it  should  be 
assumed  parents  will  act  in  the  best  interests  of  the 
child  and  should  make  this  determination. 

H.  R.  6492  would  inappropriately  interfere  in  this 
critical  personal  area  and  therefore  we  must  oppose  its 
enactment. 
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Recent  Trends  in  Physician  Liability  Claims  and 

Insurance  Expenses 

AMA  CENTER  FOR  HEALTH  POLICY  RESEARCH 


The  increasing  frequency  of  physician  liability  claims 
and  growth  in  size  of  awards  led  to  a crisis  in  the 
physician  liability  insurance  market  in  the  mid- 1 970’s. 
Physicians’  premiums  soared  and  many  found  them- 
selves without  insurance  as  the  companies  they  had 
been  dealing  with  withdrew  from  the  market.  By  the  end 
of  1976  physician  liability  insurance  was  accessible 
again,  but  the  level  of  average  premiums  had  risen  131 
percent  over  1973  levels. 

This  report  summarizes  physicians'  experience  with 
professional  medical  liability  with  special  emphasis  on: 

• changes  in  the  average  annual  incidence  of  claims 
since  1976  compared  to  earlier  years;  and 

• changes  in  the  distribution  of  medical  liability 
insurance  expenses  among  physicians  since  1976. 

The  data  are  from  the  1982  core  survey  of  the  AMA’s 
Socioeconomic  Monitoring  System.  The  survey,  con- 
ducted in  the  second  quarter  of  1982,  consisted  of 
interviews  with  3,817  physicians  from  a sample  repre- 
sentative of  the  population  of  nonfederal  patient  care 
physicians,  excluding  residents. 

Recent  Trends  in  Liability  Claims 

The  incidence  of  claims  is  measured  by  the  average 
number  of  claims  per  100  physicians  per  year,  as 
indicated  in  Table  1.  The  trend  is  clearly  one  of 
increasing  vulnerability  to  claims  for  all  physicians. 
This  result  holds  true  regardless  of  physicians’  specialty, 
location,  type  of  practice  or  sex.  For  all  physicians,  the 
average  incidence  of  claims  in  recent  years  has  doubled, 
increasing  from  2.9  per  100  physicians  per  year  prior  to 
1976  to  6.2  claims  per  year  for  the  past  five  years. 

Physicians’  experience  with  liability  claims  has  not 
been  uniformly  distributed  across  specialties.  Obste- 
tricians/gynecologists (OBGs),  surgeons  and  radiol- 
ogists are  more  susceptible  to  claims  than  other  special- 
ists. OBGs  have  had  the  highest  average  incidence  of 
claims  (14.0  per  100  physicians  per  year),  as  well  as 
the  greatest  percentage  increase  in  annual  claims,  since 
1976.  Psychiatrists  and  pediatricians  have  incurred 
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Table  1 

AVERAGE  INCIDENCE  OF  PHYSICIAN  LIABILITY  CLAIMS 
BY  SPECIALTY.  REGION.  TYPE  OF  PRACTICE  AND  SEX 

Annual  Claims 
per  100  Physicians 
1976-1981  Prior  to  1976 


ALL  PHYSICIANS 

6.2 

2.9 

Specialty 

General/Family  Practice 

5.1 

2.3 

Internal  Medicine 

5.2 

2.1 

Surgical  Specialty 

9.2 

4.5 

Pediatrics 

3.6 

1.5 

Obstetrics/Gynecology 

14.0 

5.3 

Radiology 

5.9 

3.1 

Psychiatry 

1.9 

1.0 

Anesthesiology 

5.2 

2.6 

Other 

3.7 

2.1 

Region 

Northeast 

7.6 

3.1 

North  Central 

6.2 

2.5 

South 

5.2 

2.3 

West 

6.4 

4.2 

Type  of  Practice 

Solo 

5.8 

3.0 

Partnership 

7.5 

3.4 

Group 

6.9 

3.1 

Other 

4.9 

1.9 

Sex 

Male 

6.5 

3.0 

Female 

3.2 

2.3 

claims  at  the  lowest  annual  rates  both  prior  to  and  after 
1976. 

In  addition  to  variation  across  specialties,  current 
and  past  experiences  with  liability  claims  differ  by  type 
of  practice  and  location.  While  solo  physicians  ex- 
perienced an  increase  in  claims  of  93  percent,  those  in 
partnerships  and  groups  experienced  increases  of  121 
and  123  percent,  respectively.  Although  solo  and 
group  physicians  incurred  claims  at  approximately  the 
same  rate  prior  to  1976,  group  physicians  have  experi- 
enced 19  percent  more  claims  than  physicians  in  solo 
practice  in  the  last  five  years. 

Physicians  in  the  northeast  and  north  central  regions 
experienced  a greater  percentage  increase  in  claims 
than  those  in  other  regions.  In  both  regions  the  inci- 
dence of  claims  has  increased  by  about  1 45  percent.  At 
the  other  extreme,  physicians  in  the  west  were  least 
affected  by  the  recent  trend.  The  percentage  increase 
for  these  physicians  was  only  52  percent. 

Female  physicians  have  been  less  seriously  affected 
by  the  growth  in  claims  since  1976  than  their  male 
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counterparts.  Prior  to  1 976,  women  incurred  about  25 
percent  fewer  claims  than  men.  However,  since  1976 
female  physicians  have  reported  only  50  percent  as 
many  claims  as  male  physicians. 

Physician  Liability  Insurance  Expenses 
A major  concern  with  the  trend  in  claims  is  its 
potential  impact  on  liability  insurance  premiums  and, 
ultimately,  the  price  of  physician  services. 

SMS  data  show  that  1 981  expenditures  on  liability 
insurance  are  positively  related  to  the  recent  claims 
experience  of  physicians.  Physicians  paying  $4,000 
or  less  in  1981  experienced  an  average  of  5.0 
claims  per  100  physicians  per  year  since  1976, 
while  those  paying  at  least  $20,000  experienced 
over  18.0  claims  per  100  physicians  annually  on 
average. 

Given  the  positive  association  between  recent  claims 
and  premium  expenses,  it  might  be  expected  that  the 
increase  in  claims  since  1976  would  have  caused  an 
upward  shift  in  the  distribution  of  premium  expenses 
between  1976  and  1981.  Table  2 shows  how  the 
distribution  of  premiums  among  physicians  actually 
changed  from  1976  to  1981. 

The  data  indicate  that  63  percent  of  all  physicians 
paid  $4,000  or  less  for  liability  insurance  in  1981 
compared  with  66  percent  in  1976.  This  suggests 
that  for  a large  percentage  of  the  physician  popula- 
tion liability  insurance  expenses  have  not  in- 
creased substantially.  The  observed  trend  in  pre- 
miums does  not  appear  to  adequately  reflect  the 
increase  in  claims  frequency.  In  large  part,  this  may 
be  due  to  the  fact  that  a significant  number  of 


insurers  now  offer  claims-made  instead  of  occur- 
rence coverage. 

The  primary  distinction  between  a claims-made  ! 
policy  and  an  occurrence  policy  is  that  the  former  does  l 
not  protect  the  physician  against  future  liabilities.  In 
other  words,  while  an  occurrence  policy  covers  all 
claims  resulting  from  incidents  that  happen  in  a partic- 
ular year  regardless  of  when  the  claim  is  made,  a 
claims-made  policy  only  insures  against  claims  result-  ! 
ing  from  incidents  reported  in  the  current  policy  year 
and  in  preceding  years  for  which  a claims-made  policy 
was  in  effect.  Therefore,  a claims-made  policy  is 
initially  less  expensive  than  an  occurrence  policy. 
However,  as  exposure  increases  over  time,  the  pre- 
miums for  claims-made  policies  will  mature  to  a level 
close  to  that  of  occurrence  coverage. 

Despite  the  small  increase  overall,  premiums  show  a 
significant  upward  shift  within  certain  specialties.  In 
1976  only  4 percent  of  OBGs  paid  premiums  of 
$20,000  or  more.  By  1981,  that  percentage  had 
increased  to  16  percent.  The  greatest  increase  in  the 
percent  of  physicians  paying  more  than  $4,000  in 
premiums  occurred  among  radiologists.  This  group 
grew  from  25  percent  of  radiologists  in  1976  to  44 
percent  in  1981. 

If  the  incidence  of  claims  and  severity  of  awards  | 
continues  to  grow  as  it  has  in  the  past  five  years,  it  is 
likely  that  liability  premiums  will  increase  sharply  in 
the  near  future.  Since  the  increase  in  the  incidence  of 
claims  is  not  occurring  uniformly  among  all  physicians, 
rising  liability  premiums  will  impose  greater  hardships 
on  certain  segments  of  the  physician  population. 


Table  2 


PERCENTAGE  DISTRIBUTION  OF  PHYSICIANS 
BY  LIABILITY  INSURANCE  EXPENSES,*  1981  AND  1976“ 


Specialty 

Year 

0 to 
$4,000 

$5,000  to 
9,000 

$10,000  to 
19,000 

$20,000 
and  over 

ALL  PHYSICIANS 

1981 

63.1% 

21.9% 

1 1 .4% 

3.6% 

1976 

65.6 

20.7 

11.0 

2.6 

General/Family 

1981 

72.7 

17.4 

3.7 

1.2 

Practice 

1976 

82.3 

12.7 

3.1 

1.8 

Internal 

1981 

76.9 

19.2 

2.7 

1.2 

Medicine 

1976 

87.3 

11.1 

0.9 

0.6 

Surgery 

1981 

33.9 

34.7 

25.3 

6.1 

1976 

34.6 

37.3 

23.6 

4.5 

Pediatrics 

1976 

93.1 

93.1 

5.6 

0.4 

1981 

83.8 

13.1 

3.0 

0.0 

Obstetrics/ 

1981 

30.3 

25.9 

27.7 

16.1 

Gynecology 

1976 

24.4 

41.6 

30.2 

3.8 

Radiology 

1981 

56.4 

34.6 

7.3 

1.8 

1976 

75.3 

14.9 

9.8 

0.0 

Psychiatry 

1981 

95.0 

3.6 

1.4 

0.0 

1976 

98.1 

1.5 

0.4 

0.0 

Anesthesiology 

1981 

35.5 

30.3 

26.3 

7.9 

1976 

19.7 

36.9 

29.9 

13.4 

Other 

1981 

83.5 

13.0 

2.6 

0.9 

1976 

82.0 

13.0 

3.8 

1.3 

* Expense  data  reported  for  self-employed  physicians  only.  The  liability  insurance  expense  data  has  been  rounded  to  the  nearest  thousand 
and  grouped  for  purposes  of  presentation. 

**  1976  data  are  from  the  AMA  Eleventh  Periodic  Survey  of  Physicians. 
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Doctors  Are  Suing  Lawyers  and  Some  Are  Winning 


SHEILA  TAUB,  J.D. 


Many  physicians  who  have  been  sued  for  medical 
malpractice  have  attempted  to  retaliate  for  what  they 
saw  as  unjustified  harassment  and  character  assassina- 
tion by  filing  lawsuits  against  the  suing  patient,  the 
patient’s  attorney,  or  both.  These  countersuits  have 
been  brought  on  a number  of  different  legal  theories, 
including  malicious  prosecution,  abuse  of  process,  and 
defamation  of  character,  to  name  three  of  the  most 
popular  ones.  What  they  all  had  in  common,  until  very 
recently,  was  their  uniform  lack  of  success.  This  was 
due  mainly  to  the  law’s  desire  to  not  make  it  too  easy  for 
physicians  to  win  such  countersuits,  so  as  not  to  inhibit 
patients  with  legitimate  grievances  from  seeking  redress 
in  the  courts.  The  law  therefore  required  the  counter- 
suing  physician  to  satisfy  stringent  criteria  before  he 
could  prevail  in  such  a suit. 

Thus,  to  succeed  in  an  action  based  on  malicious 
prosecution,  the  physician  had  to  prove  that  the  patient 
and/or  attorney  had  instituted  the  malpractice  action 
maliciously  and  without  probable  cause,  the  malprac- 
tice suit  had  terminated  in  the  physician’s  favor,  and  the 
physician  had  suffered  damage  as  a result  of  the  suit. 
This  last  element  was  particularly  difficult  to  prove  in 
those  states  which  required  the  damage  to  be  something 
more  than  that  which  is  normally  incident  to  being  a 
defendant  in  a lawsuit,  such  as  an  actual  arrest  of  the 
person  or  attachment  of  property. 

To  prevail  in  a suit  based  on  abuse  of  process,  the 
physician  had  to  prove  that  the  patient  and/or  his 
attorney  had  used  a properly  issued  legal  process  for 
some  purpose  for  which  it  was  not  designed,  out  of  an 
ulterior  motive,  with  resulting  harm  to  the  physician. 
This  would  be  difficult  to  prove  if  there  were  any 
chance  at  all  that  the  patient  had  a bona  fide  belief  that 
he  had  been  the  victim  of  medical  malpractice. 

A successful  defamation  suit  normally  requires  the 
plaintiff  to  prove  only  that  the  defendant  has  made  false 
statements  about  the  plaintiff  to  some  third  person, 
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with  resultant  injury  to  the  plaintiff.  In  some  cases, 
injury  to  the  plaintiff  will  be  presumed  from  the  nature 
of  the  statement  itself  (for  example,  saying  of  a 
physician  that  his  negligent  treatment  caused  the  death 
of  several  patients).  However,  statements  made  in  con- 
nection with  judicial  proceedings  are  privileged,  and 
may  not  form  the  basis  of  a defamation  suit,  even  if 
made  out  of  malicious  motives  and  with  conscious 
knowledge  of  their  falsity.  The  policy  which  underlies 
this  rule  is  that  of  preserving  free  and  open  access  to  the 
courts  and  not  inhibiting  the  presentation  of  evidence  in 
judicial  proceedings. 

Until  recently  the  picture  therefore  appeared  bleak 
to  a physician  who  believed  he  had  suffered  damage  to 
his  reputation,  his  peace  of  mind,  and  his  pocketbook 
by  having  to  defend  a baseless  (to  him)  malpractice 
suit.  In  the  last  few  years,  however,  courts  in  several 
different  states  have  decided  a few  countersuits  in  favor 
of  the  physicians.  The  facts  of  these  cases  are  given 
below. 

In  1980  the  Supreme  Court  of  Nevada  upheld  an 
$85,000  award  to  a physician  who  brought  an  abuse  of 
process  suit  against  the  attorney  who  had  previously 
sued  him  for  malpractice. 1 This  appears  to  be  the  first 
countersuit  award  upheld  by  a state  supreme  court  and 
the  largest  such  award  to  date.  The  physician  was  an 
orthopedist  who  had  been  called  to  care  for  an  86-year- 
old  woman  who  had  been  injured  in  an  automobile 
accident.  After  several  months  in  the  hospital,  she  was 
transferred  to  an  extended  care  facility,  where  she 
developed  bedsores.  Her  nephew,  who  was  also  her 
legal  guardian,  consulted  the  attorney,  who  proceeded 
to  sue  the  orthopedist  and  the  hospital  without  examin- 
ing the  patient’s  hospital  records,  consulting  with  any 
other  physician,  or  submitting  the  claim  to  the  joint 
screening  panel  which  had  been  established  by  the 
county  medical  society  and  bar  association.  The  mal- 
practice case  was  tried  to  a jury,  which  found  in  the 
physician's  favor.  The  physician  then  sued  the  attorney 
for  abuse  of  process,  claiming  that  the  malpractice  suit 
had  been  filed  with  the  ulterior  motive  of  extracting  a 
“nuisance”  settlement.  In  support  of  this  claim,  the 
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physician  offered  evidence  that  the  attorney  had  offered 
to  settle  the  claim  against  him  for  $750,  that  he  (the 
attorney)  had  settled  the  claim  against  the  hospital  for 
$750,  that  he  had  failed  to  investigate  the  facts 
adequately  before  filing  suit,  and  that  he  had  failed  to 
present  any  expert  testimony  at  the  trial.  The  Nevada 
Supreme  Court  held  that  these  facts  were  sufficient  to 
warrant  the  interence  that  the  attorney  had  acted  out  of 
ulterior  motives.  It  upheld  the  award  of  $35,000  in 
compensatory  damages  for  the  physician's  embarass- 
ment,  mental  suffering,  humiliation,  and  injury  to 
reputation.  The  $50,000  award  for  punitive  damages 
was  likewise  upheld,  on  the  ground  that  there  was 
sufficient  evidence  from  which  malice  could  be  inferred. 

In  1981 , the  Supreme  Court  of  Kentucky  affirmed  a 
$50,000  award  for  compensatory  and  punitive  damages 
to  two  physicians  who  countersued  an  attorney  on  a 
theory  of  malicious  prosecution. 2 A patient  had  been 
brought  to  the  hospital  unconscious  after  suffering  a 
massive  heart  attack.  When  the  examining  physician 
discovered  that  the  patient  had  a shoulder  injury,  he 
called  Dr.  Fadel,  an  orthopedic  surgeon,  to  treat  the 
shoulder.  Dr.  Drasin,  a radiologist,  had  read  the 
patient's  x-ray,  but  never  saw  or  treated  him.  After  the 
patient  was  released  from  the  hospital,  he  consulted  an 
attorney,  Raine,  regarding  a possible  lawsuit  for  his 
shoulder  injury.  Raine  filed  a complaint  against  the 
hospital  which  he  had  his  associate,  attorney  Highfield, 
sign,  because  Raine  was  representing  another  hospital 
at  the  time.  Raine  later  amended  the  complaint  to 
include  Drs.  Drasin  and  Fadel  as  defendants,  although 
he  had  already  been  informed  from  the  hospital  records 
and  from  the  hospital’s  answers  to  interrogatories  that 
the  two  physicians  had  become  involved  with  the 
patient  only  after  the  shoulder  injury  had  occurred. 
Raine  finally  agreed  to  a voluntary  dismissal,  with 
prejudice,  of  the  claim  against  the  two  physicians. 

The  doctors  then  sued  both  Raine  and  Highfield  for 
abuse  of  process  and  malicious  prosecution.  The  trial 
court  dismissed  the  first  claim,  but  allowed  the  second 
o go  to  the  jury,  which  awarded  each  physician  com- 
pensatory damages  of  $10,000  and  punitive  damages 
of  $15,000,  with  Raine  liable  for  three-fourths  of  the 
total  amount  and  Highfield  liable  for  one-fourth.  The 
attorneys  appealed.  The  Court  of  Appeals  upheld  the 
award  of  compensatory  damages  against  Raine,  but 
reversed  the  award  of  punitive  damages,  and  held  that 
the  physicians  had  no  claim  against  Highfield,  who  had 
not  read  the  complaint  prior  to  signing  it. 

Both  sides  then  appealed  to  the  Kentucky  Supreme 
Court.  This  court  held  that  Raine’s  negligence  in  filing 
the  malpractice  claim  was  relevant  in  establishing  the 
lack  of  probable  cause  which  was  required  in  order  for 
the  physicians  to  prevail  on  the  malicious  prosecution 
claim.  All  courts  which  have  considered  the  issue  have 
held  that  an  attorney  owes  no  duty  to  his  client’s 
adversary  to  act  with  care,  i.e.,  without  negligence,  but 
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at  least  one  other  court  has  agreed  with  the  Supreme 
Court  of  Kentucky  that  malice  and  lack  of  probable 
cause,  which  are  required  for  a successful  malicious 
prosecution  claim,  may  be  inferred  from  negligence.  As 
to  what  constitutes  probable  cause  for  the  filing  of  a 
complaint,  a California  court  stated  that  “an  attorney 
has  probable  cause  to  represent  a client  in  litigation 
when,  after  a reasonable  investigation  and  industrious 
search  of  legal  authority,  he  has  an  honest  belief  that  his 
client’s  claim  is  tenable.” 3 This  definition  of  probable 
cause  was  adopted  in  a subsequent  California  case 
brought  on  grounds  of  malicious  prosecution,  but  the 
court  stated  therein  that  “the  quantum  of  culpable 
conduct  which  must  be  proved  to  prevail  as  a plaintiff  in 
a malicious  prosecution  case  is  significantly  greater 
than  that  required  to  prevail  in  a case  alleging  only 
negligence.”4  One  may  conclude  that  while  it  is 
impossible  for  a physician  to  sue  (successfully)  his 
patient's  attorney  for  negligence  in  bringing  a baseless 
malpractice  suit,  evidence  of  the  attorney’s  negligence 
in  investigating  the  factual  basis  for  the  malpractice 
claim  may  constitute  sufficient  proof  of  the  lack  of 
probable  cause  which  is  required  for  a successful 
malicious  prosecution  suit. 

The  Kentucky  Supreme  Court  upheld  the  dismissal 
of  the  abuse  of  process  claim  on  the  grounds  that  the 
physician  had  failed  to  prove  the  use  of  process  for 
some  wrongful  purpose  and  an  injury  to  his  person  or 
property.  It  also  upheld  the  dismissal  of  the  claim 
against  Highfield,  saying  there  was  no  evidence  that  he 
had  acted  out  of  malice.  However  it  upheld  the  award  of 
compensatory  damages,  and  reinstated  the  award  of 
punitive  damages,  against  attorney  Raine. 

The  Tennessee  Court  of  Appeals,  in  1 980,  upheld  a 
jury  verdict  of  $11,500  against  an  attorney  and  his 
client  in  an  action  based  on  malicious  prosecution  and 
abuse  of  process. 5 The  client  had  consulted  an  eminent 
gynecologist  because  of  abdominal  pain.  He  informed 
her  that  she  might  have  gonorrhea,  but  stated  that 
laboratory  tests  would  be  necessary  to  confirm  the 
diagnosis.  On  returning  to  the  physician's  office  a week 
later,  the  patient  was  informed  that  the  tests  were 
negative  and  she  did  not  have  gonorrhea.  A year  later 
she  sued  the  physician  for  negligence,  claiming  that  he 
took  tests  which  took  an  unnecessarily  long  time  to 
yield  results  because  he  was  receiving  “kickbacks” 
from  the  laboratory  which  conducted  the  tests.  The 
“kickback”  allegation  was  without  any  foundation  in 
fact,  and  the  delay  in  diagnosis  was  due  to  the  patient’s 
failure  to  call  the  physician's  office  for  the  test  results  at 
the  appropriate  time. 

The  court  in  the  malpractice  action  granted  a motion 
for  summary  judgment  in  favor  of  the  physician.  In  the 
countersuit  which  he  subsequently  filed  against  both 
the  patient  and  her  attorney,  the  trial  judge  directed  a 
verdict  in  the  patient’s  favor.  He  allowed  the  case 
against  the  attorney  to  go  to  the  jury,  which  awarded  the 
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physician  $3,000  compensatory  and  $8,500  punitive 
damages.  The  attorney  appealed,  but  the  Court  of 
Appeals  held  that  an  action  for  both  malicious  prosecu- 
tion and  abuse  of  process  could  be  maintained  where 
the  attorney  had  instituted  and  prosecuted  a groundless, 
spurious,  and  false  claim,  had  continued  to  press  the 
claim  without  his  client's  knowledge  or  consent,  had 
included  allegations  in  the  complaint  which  were  based 
on  pure  speculation,  and  had  prosecuted  a groundless 
appeal  without  the  client’s  consent. 

The  Supreme  Court  of  Kansas  recently  reversed  the 
trial  court's  dismissal  of  a complaint  filed  by  a physician 
against  an  attorney  who  had  previously  sued  the 
physician  for  malpractice.6  The  trial  court  had  held 
that  in  order  to  prevail  the  physician  must  show  that  the 
attorney  knew  that  the  malpractice  action  was  ground- 
less and  filed  it  solely  to  harass  him.  It  had  also  held 
that  the  dismissal  of  the  malpractice  action  against  the 
physician  without  prejudice  was  not  a termination  in 
his  favor.  The  Kansas  Supreme  Court  reversed,  saying 
that  a voluntary  dismissal  of  the  malpractice  action 
could  be  a termination  in  the  physician’s  favor,  depend- 
ing on  the  circumstances,  and  that  the  malice  necessary 
for  a malicious  prosecution  suit  could  be  inferred  from 
the  lack  of  probable  cause,  which  it  defined  as  “a 
reasonable  ground  for  suspicion,  supported  by  circum- 
stances sufficiently  strong  in  themselves  to  warrant  a 
cautious,  or  prudent,  man  in  the  belief  that  the  party 
committed  the  act  of  which  he  is  complaining.” 7 The 
court  rejected  the  view  that  an  attorney  may  assume 
that  the  facts  related  to  him  by  his  client  are  honestly 
given  and  substantially  correct,  and  that  he  has  no  duty 
to  go  elsewhere  for  information,  stating:  “The  clients  of 
attorneys  are  not  knowledgeable  in  the  law  and  must 
rely  on  their  attorneys  to  make  a reasonable  investiga- 
tion of  the  case.  (A)  jury  may  properly  consider  as 
evidence  of  good  faith  or  absence  of  malice  the  fact  that 
the  attorney,  before  filing  an  action,  made  a demand 
upon  his  client’s  adversary  and  extended  to  him  the 
opportunity  to  respond  with  his  version  of  the  facts. 
This  should  be  the  standard  procedure  unless  an 
immediate  filing  of  an  action  is  required  by  the  immi- 
nent running  of  the  statute  of  limitations  or  some  other 
good  reason.”8 

A Chicago  radiologist  who  won  a countersuit  at  the 
trial  level  but  had  the  decision  reversed  on  appeal  took 
his  case  all  the  way  to  the  United  States  Supreme 
Court,  but  that  court  declined  to  review  it. g The 
physician  had  been  sued  for  malpractice  in  the  taking 
and  interpretation  of  x-rays  of  the  patient’s  little  finger, 
which  he  diagnosed  as  being  dislocated,  but  which 
actually  had  a chip  fracture.  The  malpractice  suit  was 
voluntarily  dismissed,  with  prejudice.  The  physician 
then  brought  a countersuit  based  upon  four  different 
theories:  1)  malicious  prosecution,  2)  violation  of  the 
Illinois  barratry  statute,  3)  negligence,  and  4)  Article  1 , 
section  1 2 of  the  Illinois  Constitution,  which  provides 


in  part:  “Every  person  shall  find  a certain  remedy  in  the 
law  for  all  injuries  and  wrongs  which  he  receives  to  his 
person,  privacy,  property,  or  reputation.” 

The  trial  court  allowed  the  case  to  go  to  the  jury  on  all 
but  the  barratry  theory,  and  the  jury  awarded  the 
physician  $2,000  compensatory  and  $6,000  punitive 
damages  against  the  patient,  her  husband,  and  their  two 
attorneys.  On  appeal,  the  Illinois  Appellate  Court 
reversed  the  judgment  in  favor  of  the  physician  on  the 
following  grounds:  1 ) he  had  failed  to  prove  two  of  the 
required  elements  of  a malicious  prosecution  suit, 
namely  that  the  malpractice  suit  had  been  brought 
maliciously  and  without  probable  cause  and  that  he  had 
sustained  special  damages  as  a result  of  the  malpractice 
suit;  2)  the  Illinois  constitution  did  not  mandate  any 
new  remedy  in  addition  to  the  ones  already  available; 
and  3 ) an  attorney  has  no  duty  to  an  intended  defendant 
to  refrain  from  acting  negligently  by  filing  a weak  or 
frivolous  lawsuit. 

Although  the  Illinois  radiologist  ultimately  lost  his 
case,  despite  much  publicity  and  the  filing  of  amicus 
curiae  briefs  by  various  medical  organizations,  he 
expressed  some  satisfaction  at  having  won  at  the  trial 
level,  saying  “The  issue  of  lawyers’  accountability  has 
been  brought  before  the  public,  and  it  isn't  going  to  go 
away.”  He  may  very  well  be  correct.  For  every 
countersuit  that  is  tried  before  ajury,  there  are  probably 
many  more  that  are  settled  out  of  court. 10  Lawyers,  like 
many  physicians,  might  prefer  to  settle  out  of  court 
rather  than  risk  the  adverse  publicity  of  a trial  and  the 
possibility  that  the  courts  will  reverse  existing  legal 
doctrines  which  operate  to  their  advantage. 

Conclusion 

It  is  too  soon  to  tell  whether  the  handful  of  cases 
discussed  in  this  article  represent  a new  trend  toward 
greater  judicial  hospitality  to  malpractice  countersuits 
or  whether  they  are  merely  a temporary  aberration  in 
the  law.  If  the  former  is  the  case,  a careful  look  at  the 
factual  situations  involved  in  these  cases  might  lead  to 
the  conclusion  that  courts  will  be  willing  to  overcome 
their  traditional  reluctance  to  entertain  such  suits  only 
where  the  attorney  was  guilty  of  egregious  misconduct 
in  either  ignoring  plain  evidence  of  the  physician's  non- 
liability or  in  failing  to  conduct  the  most  minimal  kind 
of  investigation,  which,  if  made,  would  have  revealed 
the  physician’s  non-liability.  It  may  also  be  significant 
that  most  of  these  cases  involved  relatively  trivial 
injuries  to  the  patients,  since  courts  may  be  more 
willing  to  overlook  excessive  zeal  on  the  part  of  an 
attorney  where  the  client  has  suffered  a severe  injury 
which  might  conceivably  be  due  to  malpractice.  Time 
will  no  doubt  reveal  whether  or  not  these  cases  consti- 
tute the  beginning  of  a trend,  as  the  one  thing  which  can 
be  predicted  with  confidence  is  that  attorneys  will 
continue  to  file  medical  malpractice  suits,  some  of 
which  will  be  based  on  little  or  no  evidence  of 
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malpractice,  and  that  some  physicians,  aggrieved  by 
the  filing  of  such  suits,  will  bring  countersuits  against 
the  attorney,  his  client  or  both. 
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Mammography:  A Statement 
of  the  American  Cancer  Society 

NATIONAL  TASK  FORCE  ON  BREAST  CANCER  CONTROL 


The  following  statement  was  prepared  by  the  Amer- 
ican Cancer  Society’s  National  Task  Force  on  Breast 
Cancer  Control  and  was  approved  by  the  Medical  and 
Scientific  Committee  and  the  Board  of  Directors  in 
February  1982. 

The  American  Cancer  Society’s  National  Task 
Force  on  Breast  Cancer  control  believes  that  mam- 
mography in  trained  hands  is  a most  valuable  tool  in 
the  detection  and  diagnosis  of  breast  cancer.  Breast 
cancer  is  the  number  one  cancer  killer  of  American 
women  in  the  United  States;  one  of  every  1 1 women 
will  get  cancer  of  the  breast  during  her  lifetime;  every 
1 5 minutes,  three  women  develop  breast  cancer,  and 
one  woman  dies  of  the  disease.  The  appropriate  use 
of  mammography  in  conjunction  with  clinical  exami- 
nation and  breast  self-examination  definitely  offers 
to  women  over  the  age  of  50,  and  perhaps  to  women 
aged  40  to  49,  the  promise  of  significantly  increasing 
the  cure  rate  of  breast  cancer. 

Breast  cancer  can  be  diagnosed  radiologically  at 
an  extremely  early  and  highly  curable  stage.  The 
Society  is  concerned  that  unwarranted  fears  about 
the  danger  of  radiation  associated  with  mam- 
mography may  ultimately  lead  to  an  increase  in 
deaths  from  breast  cancer. 

Overview 

In  1976,  after  frightening  reports  about  mammo- 
graphy were  widely  disseminated  in  the  media,  the  use 
of  this  potentially  life-saving  technique  suffered  an 
undeserved  decline.  Yet  mammography  in  combina- 
tion with  physical  examination  of  the  breast  is  the  only 
cancer  screening  technique  with  documented  proof  of 
survival  benefit  in  asymptomatic  women  over  the  age 
of  50.  Mammography  is  also  an  extremely  valuable 
diagnostic  tool  for  evaluating  women  of  any  age  who 
have  signs  and  symptoms  that  could  be  related  to  breast 
cancer.  There  is  evidence  that  screening  with  mammo- 
graphy can  detect  very  small,  localized  breast  cancers 
in  women  35  to  49  years  old,  which  in  turn  suggests  the 
possibility  of  better  survival  rates  in  this  age  group  as 
well. 

The  members  of  the  National  Task  Force  on  Breast  Cancer 
Control  are:  Edward  F.  Scanlon,  M.D.,  Chairman;  Willis  J.  Taylor, 
M.D.,  Vice  Chairman;  Helene  G.  Brown;  Benjamin  F.  Byrd,  M.D.; 
Thomas  Carlile,  M.D.;  Gerald  D.  Dodd,  M.D.;  Helen  Dyer;  Harold 
P.  Freeman,  M.D.;  Richard  Gold,  M.D.;  Saul  B.  Gusberg,  M.D.; 
William  H.  Hartmann,  M.D.;  Robert  V.P.  Hutter,  M.D.;  David 
Kinne,  M.D.;  Hjnry  P.  Leis,  M.D.;  A.  Hamblin  Letton,  M.D.; 
Edward  F.  Lewison,  M.D.;  Virgil  Loeb,  M.D.;  Douglas  J.  Marchant, 
M.D.;  Victor  A.  Marcial,  M.D.;  Robert  L.  Schmitz,  M.D.;  William 
W.  Shingleton,  M.D.;  Philip  Strax,  M.D.;  Margery  Wiesenthal; 
John  N.  Wolfe,  M.D.;  and  Paul  A.  Williams,  M.D. 


Arguments  against  the  use  of  mammography  have 
focused  on  the  fact  that  radiation  may  cause  cancer. 
Thus,  the  potential  benefit  to  an  examined  woman — 
that  an  existing  breast  cancer  may  be  detected  at  an 
earlier  and  highly  curable  stage — carries  a possible 
cost  Obviously,  anticipated  benefits  must  be  weighed 
against  potential  risks.  In  this  regard,  mammography  is 
not  unique;  many  valuable  medical  procedures  carry 
some  risk,  and  the  appropriateness  of  a given  procedure 
in  a particular  situation  is  determined  by  assessing  all 
the  factors  involved. 

In  particular,  the  presumed  risk  of  mammography  is 
approximately  proportional  to  radiation  dose,  at  a rate 
of  about  six  to  seven  excess  cancers  per  rad  per  million 
women  per  year  of  life,  following  a minimum  latent 
period  of  five  to  10  years,  assuming  exposure  at  age  20 
or  older.  The  young  female  breast  has  a much  higher  ra- 
diation sensitivity  than  that  of  women  50  and  older. 

In  the  last  few  years  the  diagnostic  capabilities  of 
mammography  have  improved  considerably,  while  at 
the  same  time  the  radiation  dose  to  the  breast  has  been 
greatly  diminished;  currently,  the  procedure  can  deli- 
ver less  than  one  rad  to  the  mid-breast.  The  result  is  that 
with  today’s  technology,  judiciously  used  and  in  trained 
hands,  the  likelihood  of  developing  radiation-induced 
breast  cancer  from  mammography  is  small.  Meanwhile, 
the  existing  level  of  undetected  breast  cancer  in  certain 
segments  of  the  U.S.  population  is  high.  Therefore,  the 
potential  life-saving  benefit  through  early  detection  by 
mammography  is  considerable. 

Of  course,  there  are  other  segments  of  the  popula- 
tion, such  as  young  women,  in  whom  the  prevalence  of 
breast  cancer  is  too  low  to  justify  the  routine  use  of  a 
screening  procedure  that  carries  with  it  any  potential 
for  harm,  no  matter  how  small. 

The  Radiation  Issue 

During  the  height  of  the  mammography  controversy 
in  1976  and  1977,  conflicting  points  of  view  about  risks 
and  benefits  were  hotly  debated.  Proponents  of  mammo- 
graphy viewed  the  lack  of  direct  evidence  of  an  exces- 
sive risk  of  breast  cancer  in  populations  exposed  to  low 
doses  of  radiation  as  evidence  that  no  risk  exists  at  all, 
while  the  data  only  suggest  that  the  risk,  if  any,  is  very 
small  indeed.  In  fact,  there  is  some  evidence  for  the  ex- 
istence of  a breast  cancer  risk  from  low  doses  of  radia- 
tion, but  the  relationship  of  dose  to  risk  at  these  levels  is 
complex  and  not  completely  documented.  The  debate 
about  whether  a risk  existed  at  all  tended  to  obscure  the 
fact  that  the  risk  was  likely  to  be  very  small;  the  impli- 


VOLUME47,  NO.  1 


37 


cation  was  that  since  the  risk  was  “unknown,”  it  might 
therefore  be  very  large.  This  lent  credibility  to  the 
argument  of  those  with  a negative  view  of  mammo- 
graphy who,  with  no  scientific  justification,  predicted 
an  “epidemic”  of  mammography-induced  breast  can- 
cers in  years  to  come. 

The  concern  about  radiation  exposure  and  increased 
breast  cancer  risk  came  from  three  studies  of  women 
who  developed  breast  cancer  after  having  been  ex- 
posed to  large  doses  of  radiation:  1 ) the  population  ex- 
posed to  the  atom  bombs  of  Hiroshima  and  Nagasaki 
(whole  body  irradiation);  2)  a group  of  women  with 
tuberculosis  who  received  fluoroscopic  examinations 
of  the  chest;  and  3)  a group  of  women  who  were  treated 
with  radiation  for  postpartum  mastitis.  In  each  instance 
the  total  dose  of  radiation  was  considerably  higher  than 
that  from  mammography. 

Using  a linear  dose- response  relationship,  it  was  pos- 
tulated that  even  extremely  low  doses  of  radiation 
might  also  induce  breast  cancer  and  that  no  safe 
threshold  existed.  It  must  be  emphasized  that  in  all 
three  studies  the  observed  increase  in  breast  cancer 
occurred  predominantly  in  females  who  were  exposed 
when  young,  mainly  under  the  age  of  35.  Mammo- 
graphy is  usually  not  recommended  for  women  in  this 
group  when  the  woman  is  asymptomatic.  A significant 
body  of  data  suggests  that  radiation  exposure  after  the 
age  of  35  has  far  less  potential  for  inducing  breast  can- 
cer than  it  does  in  younger  age  groups. 

In  the  studies  of  women  who  had  fluoroscopy,  and  of 
the  Japanese  women  exposed  to  atomic  bombs,  the  risk 
of  radiation-induced  breast  cancer  decreased  as  age  at 
the  time  of  exposure  increased.  The  risk  was  greatest  if 
exposure  to  radiation  occurred  during  the  second 
decade  of  life,  particularly  at  menarche,  and  it  was 
considerably  lower  in  women  over  40  years  of  age. 

In  the  postpartum  mastitis  study,  there  was  no  dif- 
ference in  risk  by  age,  but  few  of  these  women  were 
over  the  age  of  40  years.  The  relationship  between  dose 
and  the  number  of  cancers  was  assumed  to  be  linear. 
However,  at  the  lowest  dose  levels  measured  or 
recorded  (zero  to  nine  rad),  there  was  no  difference  in 
the  number  of  breast  cancers  between  women  who 
were  not  exposed  to  radiation  and  those  who  were. 

The  American  Cancer  Society  firmly  believes  that 
any  risk,  no  matter  how  small,  should  be  reduced  as 
much  as  possible  and  that  radiographic  equipment 
should  deliver  the  lowest  dose  of  radiation,  consistent 
with  producing  an  optimal  diagnostic  image. 

It  is  now  possible  to  perform  a thorough,  high-quality 
mammographic  examination  delivering  less  than  one 
rad  to  the  mid-breast.  Through  the  Breast  Cancer 
Detection  Demonstration  Project  (BCDDP)  data,  infor- 
mation is  available  regarding  the  lowest  doses  to  the 
breast  that  are  consistent  with  high  diagnostic  image 
quality.  According  to  National  Council  of  Radiation, 
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Protection  and  Measurements  (NCRPM)  Report  No. 

66,  1979,  the  mid-breast  radiation  dose  for  a typical  i 
exposure  used  in  mammography  at  the  BCDDP  centers 
averaged  0.37  rad  for  xeroradiographic  units  and  0.04  I 
rad  for  film  screen  units. 

Screening  versus  Diagnosis 

Too  little  attention  has  been  given  to  the  difference 
between  the  use  of  mammography  as  a screening 
procedure  in  asymptomatic  women  and  to  mammo- 
graphy used  as  a diagnostic  procedure  for  all  women 
who  have  symptoms  or  findings  that  suggest  the 
presence  of  breast  cancer.  This  latter  group  includes  all 
women  scheduled  for  breast  biopsy  of  a palpable  “sus- 
picious” lesion.  Bilateral  mammograms  offer  additional 
information  on  the  nature  of  the  mass  and  the  status  of 
both  breasts.  While  a biopsy  is  the  only  definitive  pro- 
cedure that  removes  tissue  for  the  microscopic  diagno- 
sis of  a palpable  mass,  mammography  has  proven  its 
ability  to  detect  a cancer  so  small  that  it  cannot  be  felt 
by  the  most  experienced  examiner. 

Clinical  Trials  and  the  BCDDP 

In  the  1 960s,  screening  for  breast  cancer  by  mammo- 
graphy and  physical  examination  was  tested  in  a 
controlled  clinical  trial  through  the  Health  Insurance 
Plan  (HIP)  of  Greater  New  York  Screening  Program. 
The  results  of  the  HIP  study  showed  a 30  percent 
decrease  in  mortality  from  breast  cancer  at  the  1 0-year 
level  in  the  study  group  of  women  over  the  age  of  50, 
two  thirds  of  whom  accepted  at  least  one  of  the  four  of- 
fered annual  screenings  using  mammography  and  phy- 
sical examination,  compared  with  an  unscreened  con- 
trol group.  While  findings  suggestive  of  benefits  were 
observed  in  the  study  group  of  women  aged  40  to  49  at 
entry,  statistically  significant  findings  could  not  be  j 
demonstrated.  The  HIP  findings  in  women  over  50,  the  , 
age  group  with  the  highest  incidence  of  breast  cancer,  ' 
showed  definite  scientific  evidence  of  benefit  from 
mammography  and  physical  examination. 

The  HIP  study  stands  as  one  of  the  oldest  prospec- 
tive clinical  trials  undertaken  for  cancer  screening,  and  j 
for  many  years  it  was  the  most  significant  one  of  its 
kind. 

Based  on  the  HIP  experience,  technical  improve- 
ments in  mammography,  and  slow  acceptance  of  the 
technique  as  a screening  method  by  the  medical  profes- 
sion, the  American  Cancer  Society  and  the  National 
Cancer  Institute  organized  the  BCDDPs.  These  29 
projects  in  the  United  States  were  set  up  as  community 
demonstration  projects  rather  than  as  a clinical  trial 
with  a control  and  a study  group.  Recruitment  of 
women  into  the  projects  was  highly  successful,  due,  in 
part,  to  media  attention  given  to  the  wife  of  the  Presi-  i 
dent  of  the  United  States,  Mrs.  Gerald  Ford,  and  the  ■ 
wife  of  the  Vice  President,  Mrs.  Nelson  Rockefeller, 
both  of  whom  were  successfully  treated  for  breast 
cancer. 
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The  BCDDP  data  do  not  provide  final  proof  of  the 
benefit  of  modem  mammography  because  of  the  origi- 
nal design  as  a demonstration  project  rather  than  as  a 
clinical  trial.  However,  the  BCDDP  has  provided 
provocative  information  suggesting  probable  additional 
benefits  of  mammography.  Breast  cancer,  when  found 
localized  to  the  breast,  has  an  85  percent  five-year 
survival  rate  compared  with  56  percent  when  the 
axillary  nodes  are  involved.  The  smaller  the  cancer,  the 
greater  the  likelihood  that  it  is  still  confined  in  the 
breast,  and  the  greater  the  possibility  that  it  is  curable. 
The  summary  report  of  the  BCDDP,  published  in  this 
issue,  contains  data  that  suggest  an  enhanced  capa- 
bility to  detect  very  small  cancers  by  mammography: 
Mammography  alone  as  the  screening  modality  was 
responsible  for  positive  findings*  in  41.6  percent 
( 1 ,48 1 of  3,557)  of  the  cancers  detected  in  the  BCDDP 
(in  the  1970s  to  1980s)  compared  with  33.3  percent  in 
the  HIP  study  (in  the  1960s). 

In  women  40  to  49  years  of  age,  mammography 
alone  appeared  responsible  for  the  biopsy  recom- 
mendation in  35.4  percent  (270  of  762)  of  the  cancers 
detected  in  the  BCDDP,  but  only  in  19.4  percent  of 
those  found  in  the  HIP  study. 

Of  the  infiltrating  cancers  detected  in  the  BCDDP, 
16.5  percent  were  less  than  one  cm,  and  of  these 
cancers,  52.6  percent  (195  of  371)  had  positive 
modality  findings  from  mammography  alone.  This  is 
compared  with  only  3.5  percent  of  similar  size  in  the 
earlier  HIP  study. 

In  the  BCDDP,  the  significant  contribution  of 
mammography  in  the  detection  of  localized  breast 
cancer  was  demonstrated  in  all  age  groups. 

Controlled  clinical  trials  studying  the  effects  of 
modem  mammography  and  physical  examination  are 
being  started  in  Canada,  Sweden,  and  the  Netherlands. 
The  results  of  these  trials  will  provide  valuable  new 
sources  of  information. 

ACS  Guidelines  for  Asymptomatic  Women 

After  a thorough  evaluation  of  available  data,  the 
American  Cancer  Society  developed  the  following 
guidelines  for  the  detection  of  breast  cancer  in  asymp- 
tomatic women: 

• Women  20  years  of  age  and  older  should  perform 
breast  self-examination  every  month. 

• Women  20  to  40  should  have  a physical  examina- 
tion of  the  breast  every  three  years,  and  women  over 
40  should  have  a physical  examination  of  the  breast 
every  year. 

• Women  between  the  ages  of  35  and  40  should  have  a 
baseline  mammogram. 


*Positive  modality  findings  include  features  interpreted  as  sus- 
picious of  malignant  or  benign 


• Women  under  50  should  consult  their  personal 
physicians  about  the  need  for  mammography. 

• Women  over  50  should  have  a mammogram  every 
year  when  feasible. 

• Women  with  personal  or  family  histories  of  breast 
cancer  should  consult  their  physicians  about  the 
need  for  more  frequent  examinations,  or  about 
beginning  periodic  mammography  before  age  50. 

Conclusions 

There  is  general  agreement  that  the  earlier  breast 
cancers  are  detected  and  treated,  the  greater  the  likeli- 
hood that  more  women  will  be  cured.  There  is  also 
general  agreement  that  early  detection  involves  several 
basic  principles: 

1 . Advancing  age  is  the  most  important  risk  factor. 
Most  breast  cancers  occur  in  women  over  the  age  of  50. 
In  this  age  group,  there  is  definitive  proof  that  screening 
for  breast  cancer  lowered  the  death  rate  by  30  percent 
and  that  mammography  and  physical  examination  of 
the  breast  accounted  for  the  reduction.  It  is  imperative 
that  screening  using  both  modalities  become  a routine 
part  of  an  annual  medical  examination  of  women  over 
the  age  of  50  whenever  feasible. 

2.  Since  the  symptomatic  woman  with  a dominant 
mass  or  persistent  discomfort,  nipple  discharge,  or 
other  symptoms  and  findings  may  have  breast  cancer, 
all  such  women  should  have  a thorough  breast  ex- 
amination including  mammography  and  any  other 
diagnostic  study  needed  to  determine  if  cancer  is 
present. 

3.  Under  all  circumstances  the  mammographic 
technique  used  should  produce  the  greatest  possible 
detail  and  resolution,  with  the  lowest  amount  of 
radiation  needed  to  provide  high-quality  images. 
Mammography  should  be  performed  and  interpreted 
by  experienced,  well- trained  individuals  using  modern, 
carefully  monitored  equipment  and  thorough  physical 
examinations.  Techniques  should  be  changed  as  new 
knowledge  and  improved  technology  warrant. 

4.  Physicians  must  be  aware  of  the  limitations  of 
mammography  and  should  remember  that  the  x-ray 
study  of  the  breast  is  a complementary  procedure  and 
most  valuable  ally  in  evaluating  a breast  problem. 
When  physical  examination  reveals  findings  sufficient 
to  advise  biopsy,  a biopsy  should  be  performed,  even  in 
the  presence  of  a mammogram  described  as  normal. 

The  American  Cancer  Society  believes  that  each 
physician  must  balance  the  anticipated  benefits  and  the 
potential  risks  of  mammography  in  assessing  the  use  of 
mammography  for  the  individual  woman.  Just  as  it  is 
important  to  avoid  needless  risks,  it  is  imperative  to 
avoid  needless  cancer  deaths  due  to  delayed  diagnosis 
and  an  unreasonable  fear  of  mammography.  The 
medical  profession  and  the  public  must  recognize  that 
the  proper  application  of  mammography  can  save  lives. 
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Common- Source  Outbreaks  of  Trichinosis— 
New  York  City,  Rhode  Island 

CENTERS  FOR  DISEASE  CONTROL 
H.E.W.,  Public  Health  Service,  Atlanta,  GA. 


Forty-six  cases  of  trichinosis  including  1 death  were 
diagnosed  in  the  period  November-December  1981  in 
3 common-source  outbreaks  reported  from  New  York 
City  and  Rhode  Island.  All  3 outbreaks  were  associated 
with  eating  pork  from  hogs  purchased  directly  from 
farms  and  prepared  in  ethnic  dishes  calling  for  raw  or 
partially  cooked  pork. 

New  York  City:  Eight  cases  of  trichinosis  were 
reported  to  the  New  York  City  Department  of  Health 
from  2 Brooklyn  hospitals  on  November  16,  1981.  The 
patients  were  members  of  3 related  families  of  Italian 
heritage.  A ninth  case  was  subsequently  diagnosed  in 
the  course  of  the  investigation.  One  patient  died.  The 
outbreak  appeared  to  be  associated  with  eating  dried, 
homemade  pork  sausage. 

The  index  patient  was  a 5 5-year-old  woman  who  had 
onset  of  symptoms  on  November  4,  1981, 10  days  after 
eating  some  of  the  pork  sausage.  Her  initial  symptoms 
included  nausea,  vomiting,  diarrhea,  myalgia,  and 
abdominal  pain.  When  she  became  febrile,  she  was 
hospitalized.  By  the  nineteenth  day  of  hospitalization, 
the  patient  had  developed  bronchopneumonia,  pulmo- 
nary edema,  paralytic  ileus,  and  motor  paralysis;  she 
died  the  same  day.  Autopsy  findings  revealed  bron- 
chopneumonia, pulmonary  artery  thrombosis,  pulmo- 
nary edema,  mild  cardiomegaly  and  chronic  myocardi- 
tis, hepatomegaly,  and  renal  vein  thrombosis.  No 
Trichinella  larvae  were  identified  in  the  brain,  although 
fresh  thromboses  were  noted  in  blood  vessels.  Multiple 
muscle  samples  were  positive  for  Trichinella. 

The  other  8 patients  had  eaten  dried,  uncooked,  or 
lightly  fried  sausage  on  2 occasions,  November  4 and 
1 1 . Onset  of  symptoms  ranged  from  2 to  1 3 days  after 
eating  the  initial  serving  of  sausage.  Of  the  symptoms 
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commonly  associated  with  clinical  trichinosis,  all  pa- 
tients had  fever  (temperatures  ranging  from  37.9  C to 
39.1  C [100.2  F to  102.4  F]),  periorbital  edema  and 
muscle  pain.  Six  of  8 patients  had  abdominal  pain;  5 of 
8 had  diarrhea.  Two  patients  reported  headache,  and  2 
had  subconjunctival  hemorrhages.  Most  patients  re- 
ceived oral  or  intravenous  steroid  therapy;  at  least  2 
also  received  thiabendazole.  Laboratory  studies  re- 
vealed that  all  of  the  8 patients  whose  blood  was 
examined  had  eosinophilia  (range  4%-5 7%).  Six  of  7 
patients  whose  specimens  were  tested  for  antibody  to 
Trichinella  with  the  bentonite  flocculation  (BF)  test 
had  titers  compatible  with  recent  infection  (_^  10),  and 
3 patients  from  whom  additional  specimens  were  tested 
approximately  7 weeks  after  onset  of  symptoms  had  a 
2>4-fold  rise  in  titer  to  Trichinella. 

Interviews  with  family  members  revealed  that  the 
sausage  had  been  prepared  from  a pig  purchased  and 
slaughtered  at  a farm  in  Green  County,  New  York. 
Two  other  pigs  kept  at  the  farm  over  the  past  year  had 
been  slaughtered  for  consumption  by  the  farm  owner. 
The  carcass  of  the  pig  that  had  been  purchased  was 
brought  to  New  York  City,  where  it  was  hung  and  dried 
indoors  for  2 days;  the  carcass  was  then  butchered,  and 
sausages  were  prepared  and  hung  to  dry  for  another  1 0 
days.  The  sausages  were  then  eaten  raw  by  8 patients. 
The  ninth  patient  fried  the  sausage  lightly  before  eating 
it.  Samples  of  sausage  were  examined  by  the  hospital 
pathologist,  who  identified  multiple  encysted  larvae  of 
T.  spiralis. 

Sausage  prepared  by  the  farmer  with  meat  from  the 
other  2 pigs  was  examined  at  the  Animal  Parasitology 
Institute,  United  States  Department  of  Agriculture 
(USDA),  and  found  to  contain  Trichinella.  The  farmer 
insisted  that  the  pigs  had  been  fed  only  grains.  However, 
the  farmer  went  hunting  frequently  and  fed  portions  of 
killed  game  to  pet  dogs.  It  was  not  known  whether  the 
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pigs  had  also  eaten  portions  of  such  meat. 

Rhode  Island:  On  November  23,  1981,  the  Rhode 
Island  Department  of  Health  was  notified  by  the 
Indochinese  Unit  of  the  State  Department  of  Social 
and  Rehabilitative  Services  of  an  outbreak  in  that  state. 
A group  of  Kampuchean  refugees  were  experiencing 
swollen  eyes,  myalgia,  and  fever;  several  had  been 
hospitalized.  The  symptoms  plus  eosinophilia  and 
elevated  creatinine  phosphokinase  (CPK)  levels  sug- 
gested trichinosis;  this  diagnosis  was  confirmed  on  the 
basis  of  findings  from  a muscle  biopsy  performed  on  1 
hospitalized  patient.  An  investigation  begun  Novem- 
ber 24  showed  that  on  October  15,  11  Kampuchean 
families  had  shared  a meal  in  the  home  of  1 family.  The 
main  dish  was  spiced,  boiled  meat  and  viscera  of  a pig 
that  had  been  purchased  the  same  day  from  a local 
farm.  Forty-nine  family  members  reported  eating  the 
pork  either  at  that  meal  or  subsequently  at  their  homes. 
Between  November  1 1 and  28,  26  persons  became  ill 
with  signs  and  symptoms  that  included  fever  and  either 
myalgia  or  periorbital  edema.  Trichinosis  was  con- 
firmed for  24  of  the  26  ill  persons  on  the  basis  of 
positive  BF  titers  (ranging  from  5 to  640)  measured  in 
serum  specimens  obtained  between  48  and  75  days 
after  the  shared  meal.  The  other  23  asymptomatic 
family  members  were  negative  for  trichinal  antibodies. 
Five  of  the  most  severely  ill  persons  were  hospitalized; 
serum  CPK  values  for  these  patients  ranged  from  544 
to  7,360  International  Units  (IU).  Of  the  24  trichinosis 
patients,  who  ranged  in  age  from  2 to  66  years,  1 5 were 
male.  All  symptomatic  individuals  recovered  without 
specific  therapy.  Staff  of  the  Animal  Parasitology 
Institute,  USDA,  investigated  the  farm  from  which  the 
implicated  pig  had  been  obtained.  The  farmer  stated 
that  he  kept  a few  pigs  at  a time  and  that  they  were  not 
fed  garbage.  A land-fill  dump  was  located  approxi- 
mately 2 miles  from  the  farm.  Four  hogs  purchased 
from  the  fanner  were  killed,  and  the  tissues  were 
examined  by  direct  microscopy  and  digestion  of  tissues. 
Blood  samples  were  taken  from  5 other  pigs  for 
serologic  tests.  All  tissues  and  serum  specimens  were 
negative  for  Trichinella  in  these  tests.  Thirty-two  rats 
trapped  and  killed  on  the  farm  were  negative  for 
Trichinella  larva. 

A second  outbreak  occurred  in  Rhode  Island  in  early 
December  1981.  The  Rhode  Island  Department  of 
Health  was  notified  by  staff  at  a hospital  emergency 
room  of  a group  of  Laotian  refugees  with  trichinosis- 
like illness.  Investigation  revealed  that  on  November 
24,  30  members  of  4 extended  families  had  shared  a 
meal  that  included  raw  pork  from  a pig  purchased  at  the 
same  farm  involved  in  the  first  Rhode  Island  outbreak 
discussed  above.  Between  December  10  and  29,  13  of 
these  31  persons  became  ill  with  signs  and  symptoms 
including  fever,  periorbital  edema,  myalgia,  eosino- 
philia (_>  1 0%),  and  elevated  serum  CPK  levels  (>250 
IU).  Four  patients  were  hospitalized,  and  T.  spiralis 


larvae  were  identified  in  material  from  muscle  biopsies 
performed  on  2 women  ages  22  and  33  years.  The 
patients  ranged  in  age  from  7 to  66  years,  and  8 of  the 
13  were  male.  All  recovered.  Single  or  paired  serum 
specimens  obtained  from  4 patients  and  from  4 exposed 
but  asymptomatic  persons  were  sent  to  CDC  for  BF 
testing.  All  4 patients  and  3 of  the  4 asymptomatic 
persons  had  single  titers  of_>40  and/or  a 4-fold  rise  in 
titer  between  acute-  and  convalescent-phase  speci- 
mens. A sample  of  pork  from  the  implicated  meal  was 
examined  at  CDC  in  an  artificial  digestion  procedure 
that  revealed  a low  concentration  of  T.  spiralis  larvae. 

Intensive  efforts  were  made  to  educate  Indochinese 
families  in  Rhode  Island  about  the  need  to  cook  pork 
adequately.  All  state  health-care  providers  and  social 
service  agencies  were  requested  to  emphasize  this 
recommendation  to  their  refugee  populations. 

Reported  by  R.  Rotolo,  MD,  R.  Garcia,  A.  Habib,  MD,  S.  Florio, 
MD,  Wyckoff  Heights  Hospital,  M.  Bonventre,  MD,  L.  Hair, 
Brooklyn  Hospital,  S.  Friedman,  MD,  V.  Skeete,  MS,  D.  Somerset, 
E.  Galaid,  MPH,  New  York  City  Dept,  of  Health,  I.  London,  MD, 
D.L.  Morse,  MD,  R.  Rothenberg,  MD,  State  Epidemiologist,  New 
York  State  Dept,  of  Health;  D.  Lowe,  MD,  St.  Joseph  Hospital, 
Providence,  A.  Werhan,  A.  Parillo,  DVM,  G.A.  Faich,  MD,  State 
Epidemiologist,  Rhode  Island  State  Dept,  of  Health;  K.D.  Murrell, 
PhD,  Agricultural  Research  Service,  Animal  Parasitology  Research 
Institute,  U.S.  Dept,  of  Agriculture;  Field  Svcs.  Div.,  Epidemiology 
Program  Office,  Parasitic  Diseases  Div.,  Center  for  Infectious 
Diseases,  CDC. 

Editorial  Note:  Trichinosis  remains  a public  health 
problem  in  the  United  States  primarily  because  the 
infection  is  enzootic  among  domestic  swine.  Surveil- 
lance indicates  that  in  75%  of  cases  for  which  a 
probable  source  is  identified,  a pork  product  is  incrimi- 
nated as  the  source  of  infection  and  that  ground  beef— 
probably  adulterated  with  pork — accounts  for  some  of 
the  other  25%. 13  Since  1947.  when  the  Public  Health 
Service  began  collecting  data  on  cases  reported  from 
all  the  states,  the  annual  incidence  of  reported  human 
cases  has  declined  from  300-400  cases/year  to  <150. 
Since  1966,  the  annual  number  of  reported  cases 
appears  to  have  stabilized  at  100-150,  with  an  average 
of  1 death/ year. ' F actors  that  accounted  for  the  decline 
in  the  number  of  humans  infected  include:  1 ) state  laws 
that  (although  directed  at  preventing  other  diseases  by 
prohibiting  the  feeding  of  raw  garbage  to  swine)  have 
reduced  trichinosis  in  swine;  2)  widespread  commercial 
and  home  freezing  of  pork,  which  kills  trichinae;  3) 
consumer  awareness  of  the  need  to  cook  pork  products 
adequately;  and  4)  a national  trend  to  consume  more 
beef  than  pork. 

Trichinosis  has  occurred  most  frequently  among 
members  of  ethnic  groups  who  enjoy  eating  raw  pork.  4 
It  has  been  observed  that  some  outbreaks  have  occurred 
among  new  immigrants  who  apparently  did  not  under- 
stand the  need  to  cook,  freeze,  or  otherwise  treat 
American  pork  thoroughly  in  order  to  kill  Trichinella 
larvae.  As  evidenced  by  the  2 outbreaks  in  Rhode 
Island  discussed  above,  certain  groups  among  the 
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culturally  diverse  refugees  from  Southeast  Asia  must 
be  included  in  the  group  at  high  risk  of  acquiring 
trichinosis.  Identifying  citizens  of  European  ancestry 
and  recent  immigrants  who  belong  to  ethnic  groups  that 
traditionally  eat  raw  pork  as  “high-risk  groups”  suggests 
these  groups  as  targets  for  special  health  education  as 
an  effort  to  reduce  potential  for  further  outbreaks. 

For  approximately  two-thirds  of  the  reported  cases 
of  pork-associated  trichinosis,  the  incriminated  item  is 
a USDA-inspected  pork  product  purchased  at  a local 
supermarket  or  butcher  shop.  ' The  outbreaks  reported 
here  are  unusual  in  that  pork  was  acquired  directly  from 
a farm.  The  most  recent  data  on  the  prevalence  of 
trichinosis  among  commercially  slaughtered  swine 
indicate  that  approximately  1/1,000  carcasses  is  in- 
fected.' However,  feeding  raw  garbage  to  swine,  a 
practice  prohibited  by  law  in  most  states  but  difficult  to 
enforce,  and  certain  other  swine-management  practices 
may  result  in  higher  infection  rates.  Therefore,  the  rate 
of  infection  among  hogs  purchased  directly  from  farms 
may  be  considerably  higher  than  among  the  70-80 
million  hogs  that  pass  through  commercial  channels 
each  year. 

Currently,  the  Animal  Parasitology  Institute, 
USD  A,  in  collaboration  with  investigators  from  the 
Pathobiology  Department,  University  of  Pennsylvania, 
are  conducting  prevalence  studies  on  hogs  in  garbage- 
fed  and  grain-fed  operations  in  the  eastern  United 
States;  this  study  is  designed  to  obtain  a better  under- 
standing of  the  roles  that  wildlife  and  the  feeding  of 
garbage  play  in  swine  trichinosis. 
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Good  Service — 

The  Key  to  Marketing  Strategy 

We  speak  so  often  about  “practice  marketing”  and 
“P.R.”  because  such  thinking  is  urgent  in  this  era  of 
doctor  oversupply  and  emphasis  on  competition.  Indi- 
vidual physicians  and  groups  are  in  fact  hiring  P.R. 
agencies,  sending  promotional  (but  educational)  material 
to  patients  and  even  placing  outright  advertisements. 
We  predict  that  the  trend  will  continue  and  that  in  the 
near  future  marketing  expenses  will  consume  an  aver- 
age 5%  of  practice  overhead. 

Despite  it  all,  however,  one  basic  point  stands  clear: 
The  most  essential  marketing  strategy  which  a medical 
practice  can  adopt  is  its  own  good  service.  Doctors  who 
habitually  run  late  in  seeing  patients  will  lose  patients. 
So  will  physicians  whose  receptionists,  nurses  or  other 
employees  fail  to  reflect  respect  for  and  true  interest  in 
the  patients.  And  so  will  offices  which  are  shabby  in 
appearance,  sloppy  in  handling  telephone  calls,  non- 
responsive  as  to  lab  results,  etc.,  etc. 

With  more  physicians  available  for  the  same  pa- 
tients, doctors  can  no  longer  easily  tolerate  lost  pa- 
tients; there  may  not  be  a steady  stream  of  new  people  to 
replace  them.  What  is  more,  the  age  of  consumerism 
will  make  patients  quicker  to  drop  doctors  and  spread 
the  word  of  unresponsive  offices.  Even  if  the  doctor  is 
clinically  highly  skilled,  his  practice  may  suffer  if  pa- 
tients perceive  poor  service. 

A physician  or  group  will  thus  have  to  give  far  more 
emphasis  on  these  “service”  factors  than  ever  before. 
He  will  first  have  to  discipline  himself,  if  necessary,  to 
stay  on  schedule  except  for  true  emergency  reasons. 
Since  we  see  so  many  doctors  who  can  stay  pertty  much 
on  time,  we  are  not  impressed  when  comparable  physi- 
cians give  excuses  for  their  inability  to  do  so. 

Similarly,  doctors  and  managers  must  become  more 
critical  of  their  personnel.  A receptionist  or  nurse  who  is 
conscientious  but  curt  to  patients  may  have  to  be  re- 
assigned or  replaced.  We  have  advised  such  changes 
much  more  often  in  the  last  couple  of  years,  recognizing 
that  staff  can  no  longer  create  negative  P.R.  Many  doc- 
tors, in  fact,  now  recruit  their  new  assistants  with  a 
major  concern  for  personality  and  ability  to  hold  pa- 
tients' good  feelings. 

You  cannot  simply  ignore  the  concerns  any  more. 
“Marketing”  your  practice  is  essential,  and  good  ser- 
vice is  the  key  strategy. 

Leif  C.  Beck,  LL.B.,  CPBC 
Geoffrey  T.  Anders,  J.D.,  CPA 
Patricia  Darcy  Alexander 
J.  Thomas  Martin,  J.D. 

Dorothy  R.  Sweeney 

The  authors  are  the  principal  consultants  for  Health  Care  Consult- 
ing, Inc.,  Bala  Cynwyd,  Pa. 

Excerpted  from  “The  Management  Consultant’s  Medical  Advis- 
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Restoring  Integrity  to  Continuing  Medical  Education 

AMA  COUNCIL  ON  MEDICAL  EDUCATION 


Resolution  3 1 , which  was  referred  to  the  Board  of 
Trustees  at  the  1 981  Annual  Meeting,  asked  the  AMA 
to  allow  credit  toward  the  Physician’s  Recognition 
Award  (PRA)  only  for  continuing  educational  activit- 
ies which  relate  directly  to  patient  care,  community  and 
public  health  or  preventive  medicine.  The  resolution 
further  requested  that  the  AMA  attempt  to  persuade 
the  Accreditation  Council  for  Continuing  Medical 
Education  ( ACCME)  to  adopt  a similar  definition  of 
continuing  medical  education  (CME)  for  accreditation 
purposes. 

Resolution  3 1 expressed  a concern  that  the  public 
image  of  physicians  suffers  when  accredited  sponsors 
of  CME  programs  or  physician  applicants  for  the  PRA 
consider  educational  activities  which  do  not  directly 
relate  to  patient  care  as  CME. 

The  current  definitions  of  CME  for  the  PRA  and 
ACCME  accreditation  are  broad,  and  would  include 
educational  activities  which  do  not  relate  directly  to 
patient  care,  community  and  public  health,  or  pre- 
ventive medicine.  The  current  definition  of  CME  for 
the  PRA,  adopted  by  the  House  of  Delegates  at  its 
Annual  Meeting  in  1979,  is: 

“Continuing  medical  education  is  composed  of  any 
education  or  training  which  serves  to  maintain, 
develop  or  increase  the  knowledge,  interpretive  and 
reasoning  proficiencies,  applicable  technical  skills, 
professional  performance  standards  or  ability  for 
interpersonal  relationships  that  a physician  uses  to 
provide  the  service  needed  by  patients  or  the  public.” 
During  its  Interim  Meeting  in  1981,  the  House  of 
Delagates  contingently  adopted  a revised  ACCME 
“Essentials  for  the  Accreditation  of  Sponsors  of  Con- 
tinuing Medical  Education.”  Included  in  these  Es- 
sentials is  the  following  definition  of  CME: 

“Continuing  medical  education  consists  of  educa- 
tional activities  which  serve  to  maintain,  develop,  or 
increase  the  knowledge,  skills,  and  professional 
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performance  and  relationships  that  a physician  uses 
to  provide  services  for  patients,  the  public,  or  the 
profession.  The  content  of  CME  is  that  body  of 
knowledge  and  skills  generally  recognized  and  ac- 
cepted by  the  profession  as  within  the  basic  medical 
sciences,  the  discipline  of  clinical  medicine,  and  the 
provision  of  health  care  to  the  public. 

Many  physicians  are  engaged  in  professional  activi- 
ties which  are  not  purely  clinical  in  nature.  For 
instance,  physicians  are  engaged  in  medical  education 
as  teachers  and  administrators,  conduct  medical  re- 
search, manage  health  care  delivery  facilities,  and 
serve  as  executives  in  medical  organizations. 

A broad  definition  of  CME,  such  as  the  one  used  by 
the  PRA  or  found  in  the  revised  ACCME  Essentials, 
recognizes  that  all  continuing  educational  activities 
which  assist  physicians  in  carrying  out  their  pro- 
fessional responsibilities  more  effectively  and  efficient- 
ly are  CME.  A course  in  management  would  be 
appropriate  CME  for  physicians  responsible  for  man- 
aging a health  care  facility;  a course  in  educational 
methodology  would  be  appropriate  CME  for  physi- 
cians teaching  in  a medical  school;  a course  in  practice 
management  would  be  appropriate  CME  for  practi- 
tioners interested  in  providing  better  service  to  patients. 

Not  all  continuing  educational  activities  which 
physicians  may  engage  in,  however,  are  CME.  Physi- 
cians may  participate  in  worthwhile  continuing  educa- 
tional activities  which  are  not  related  directly  to  their 
professional  work,  and  these  activities  are  not  CME. 
Continuing  educational  activities  which  respond  to  a 
physician’s  non-professional  educational  need  or  in- 
terest, such  as  personal  financial  planning,  apprecia- 
tion of  literature  or  music,  parent  effectiveness,  are  not 
CME.  The  public  rightly  takes  offense  when  physi- 
cians or  medical  organizations  identify  these  kinds  of 
educational  activities  as  CME. 

The  definition  proposed  in  Resolution  31  would 
admit  as  CME  only  continuing  educational  activities 
which  are  related  directly  to  the  more  clinical  areas  of 


VOLUME  47,  NO.  1 


43 


professional  work-patient  care,  community  and  public 
health  or  preventive  medicine.  This  definition  would 
not  admit  as  CME  the  continuing  educational  activities 
designed  to  meet  the  needs  and  interest  of  physician- 
teachers,  physician-researchers,  physician-administra- 
tors, and  physicians  engaged  in  other  kinds  of  profes- 
sional work. 

The  council  on  Medical  Education  believes  that  the 
public  and  the  profession  would  best  be  served  if  CME 
included  all  continuing  education  related  directly  to 
professional  activities  of  physicians,  and  not  limited  to 
those  related  directly  only  to  clinical  medicine,  and 
recommends  that: 

1.  The  broad  definitions  of  CME  in  the  PRA  and 
revised  ACC  ME  Essentials  be  retained. 

2.  Members  of  the  medical  profession  be  urged  to  be 
attentive  to  the  distinction  between  CME  and 


continuing  education  which  is  not  related  directly  to 
their  professional  activities. 

3.  Accredited  sponsors  designate  as  CME  only  those 
continuing  education  activities  which  meet  the  def- 
inition of  CME  in  the  revised  ACCME  Essentials. 
The  ACCME,  and  state  medical  associations  on  the 
state  level,  be  encouraged  to  weigh  seriously  in- 
stances where  an  accredited  sponsor  identifies  non- 
CME  activities  as  CME  in  considering  the  spon- 
sor’s continued  accreditation. 

4.  Although  each  state  with  mandatory  CME  for  re- 
registration of  license  has  the  prerogative  of  defining 
the  continuing  education  it  will  accept  for  credit, 
state  medical  boards  be  encouraged  to  accept  for 
credit  continuing  education  which  relates  directly  to 
the  professional  activities  of  physicians. 

5.  This  report  be  adopted  in  lieu  of  Resolution  31. 


THE  PUBLIC  HAS  STRONG  PRO-PHYSICIAN  ATTITUDES  on  professional 
liability  issues,  according  to  a survey  conducted  by  the  AMA  Group  on  Federa- 
tion and  Public  Relations.  Most  people  do  not  think  that  malpractice  suits  usually 
are  justified,  although  47%  hold  the  opposite  view. 

A majority  (61%)  of  the  respondents  in  1,504  telephone  inter- 
views favored  limits  on  malpractice  awards.  Forty-seven  per- 
cent of  the  public  respondents  think  current  malpractice  awards 
are  too  high,  while  7%  think  awards  are  not  high  enough. 

Ninety-two  percent  of  the  1 ,000  physician  respondents  in  the  AMA  survey  rated 
better  physician-patient  rapport  as  a very  effective  method  for  reducing  pro- 
fessional liability  risk.  No  other  proposal  for  reducing  risk — such  as  more  peer 
review,  continuing  medical  education,  and  risk  management  seminars— got  more 
than  a 38%  approval  rate. 


On  average,  physicians  in  the  survey  estimated  that  22%  of 
malpractice  claims  are  the  result  of  actual  negligence.  Most 
physicians  (62%)  said  hospital  staffs  should  require  evidence  of 
professional  liability  insurance  for  staff  privileges. 

— AMA  Newsletter,  November  1,  1982 
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CONNECTICUT  MEDICINE,  JANUARY  1983 


Influenza  Prevention  for  1982-1983 


THE  MEDICAL  LETTER 


A trivalent  influenza  vaccine  is  now  available  in  the 
U.S.A.  for  the  1982-1983  influenza  season  (Morbid 
Mortal  Weekly  Rep.,  31:349,  1982).  The  new  vaccine 
contains  the  same  antigens  as  the  1981-1982  vaccine 
(influenza  A/Brazil/78  [H1N1],  A/Bangkok/79  [H3N2], 
and  B/ Singapore/7 9,  because  these  strains  are  ex- 
pected to  be  prevalent  again  this  year.  Since  immunity 
conferred  by  inactivated  influenza  vaccines  can  be 
short-lived,  the  U.S.  Public  Health  Service  recom- 
mends that  patients  vaccinated  last  year  for  whom  the 
vaccine  is  still  indicated  should  be  revaccinated. 

Indications 

Vaccination  against  influenza  is  recommended  for 
children  and  adults  with  an  increased  risk  of  complica- 
tions from  lower  respiratory  tract  infection.  This  in- 
cludes patients  with  heart  disease,  chronic  broncho- 
pulmonary or  renal  disease,  diabetes  mellitus,  chronic 
severe  anemia  (such  as  sickle  cell  disease),  those  with 
impaired  immunological  competence,  and  all  those 
more  than  65  years  old. 

Adverse  Effects 

A minority  of  vaccinees  have  local  redness  and 
induration  at  the  injection  site  for  a day  or  two.  Fever, 
chills,  myalgia,  and  malaise  can  occur,  beginnig  six  to 
1 2 hours  after  vaccination  and  lasting  one  to  two  days; 
such  effects  are  more  frequent  in  children,  and  may  be 
accompanied  by  febrile  convulsions,  particularly  in 
those  less  than  three  years  old.  Hypersensitivity  reac- 
tions are  rare,  but  the  vaccine  should  not  be  given  to 
patients  who  have  had  serious  allergic  reactions  to  eggs 
or  egg  products.  In  children  split-virus  (subvirion) 
vaccines  (Connaught;  Wyeth;  Fluogen — Parke-Davis) 
have  been  associated  with  fewer  adverse  effects  than 
whole-virus  vaccines  ( Fluax — Merck;  Fluzone — Con- 
naught; Fluviral — Institut  Armand-Frappier,  Canada). 

Interactions 

Influenza  vaccine  may  transiently  impair  metab- 
olism of  theophylline  and  increase  serum  concen- 
trations to  toxic  levels;  some  clinicians  recommend 
either  omitting  theophylline  or  decreasing  the  dosage 

Reprinted  from  The  Medical  Letter,  VoL  24,  October  29,  1982. 
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for  24  hours  after  influenza  vaccination  (K  W Renton 
et  al,  Can  Med  Assoc  J,  123:288, 1981;  S Walkeretal, 
Can  Med  Assoc  J,  125:  243,  1981;  R G Fischer  et  al, 
CanMed  Assoc  J,  126:1312,  June  1, 1982).  Influenza 
vaccine  might  also  delay  metabolism  of  other  drugs  in 
the  liver,  possibly  including  oral  anticoagulants  (P 
Kramer  and  C J McClain,  N Eng  J Med,  305:1262, 
1981). 

Risk  of  Neurological  Complications 

Guillain-Barre  syndrome,  a paralytic  illness  fatal  in 
about  five  percent  of  patients,  was  associated  with  the 
massive  immunization  program  in  1976  against  A/New 
Jersey/76  (swine)  influenza  The  incidence  of  this  syn- 
drome in  vaccinees  in  1976  (one  per  100,000)  was  five  to 
six  times  as  high  as  the  incidence  in  those  not  vaccinated. 
During  three  subsequent  influenza  seasons,  however,  the 
incidence  in  those  not  vaccinated.  During  three  subsequent 
influenza  seasons,  however,  the  incidence  of  Guillain- 
Barre  syndrome  was  not  increased  among  vaccinees  (JE 
Kaplan  et  al,  JAMA,  248:698,  Aug  1 3, 1 982).  One  recent 
report  suggests  that  the  1 976  vaccine  may  also  have  led  to  a 
severe  chronic  neurological  disease  resembling  multiple 
sclerosis  in  some  patients  (BA  Waisbren,  Ann  Intern  Med 
97:149,  July  1982). 

Preparations  and  Dosage 

A single  0.5  ml  dose  of  either  split-virus  or  whole- virus 
vaccine  is  recommended  for  adults  and  children  1 3 years 
old  or  older.  Children  less  than  1 3 years  old  should  receive 
the  split-virus  vaccine.  Those  children  under  1 3 who  did 
not  receive  at  least  one  dose  of  either  the  1978-1979, 1979- 
1980,  or  1980-1981  trivalent  vaccine  should  receive  two 
doses  of  this  year  s vaccine,  four  or  more  weeks  apart  For 
children  from  six  to  35  months  old,  split- virus  vaccine 
should  be  given  in  a dose  of  0.25  ml;  the  dose  should  be 
repeated  after  an  interval  of  at  least  four  weeks  for  children 
who  have  not  received  a dose  of  one  of  the  previous 
vaccines.  One  recent  study  in  children  and  young  adults 
suggests  that  split-virus  vaccines  may  produce  lower 
antibody  levels  than  whole- virus  vaccines  (DI  Bernstein  et 
al.  Am  J Dis  Child,  136:513,  June  1982). 

Amantadine 

Oral  amantadine  (Symmetrel- Endo),  100  mg  twice 
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daily  starting  before  or  immediately  after  exposure  to 
influenza  A and  continuing  throughout  the  period  of 
exposure  for  90  days,  can  prevent  clinical  infection  in  over 
70  percent  of  healthy  adults.  Previous  vaccination  enhanc- 
es the  effectiveness  of  the  drug.  Amantadine  does  not 
protect  against  infection  with  influenza  B strains.  Whether 
the  drug  can  prevent  influenza-related  deaths  in  high-risk 
patients  has  not  been  established,  but  during  a widespread 
outbreak  in  the  community  it  could  be  useful  particularly  as 
a supplement  to  vaccination  for  nursing  home  patients  or  as 
prophylaxis  for  those  not  immunized.  Insomnia,  lighthead- 
edness, nervousness,  difficulty  in  concentration,  and  drows- 
iness occur  occasionally  in  patients  taking  amantadine; 
symptoms  generally  occur  in  the  first  48  hours  of  treatment 
and  usually  subside  even  when  the  drug  is  continued  (LL 
Delker  et  al,  Ann  Intern  Med,  92:256,  1980).  These 
reactions  may  be  more  troublesome  for  elderly  patients. 


Amantadine  and  rimantadine  (a  related  compound  not 
available  in  the  USA)  were  equally  effective  in  preventing 
influenza  in  a recent  controlled  trial  in  young  adults,  and 
adverse  effects  were  less  frequent  with  rimantadine  (R 
Dolin  et  al,  N Engl  J Med,  307:580,  Sept  2,  1982): 
whether  rimantadine  would  cause  less  toxicity  than  aman- 
tadine in  older  patients  is  unknown. 

Conclusion 

Influenza  vaccine  for  the  1982-1983  season,  which 
contains  the  same  antigens  as  the  1981-1982  vaccine,  is 
recommended  for  patients  at  high  risk  of  complications 
from  lower  respiratory  tract  infection.  Either  split- vims 
(subvirion)  or  whole- vims  vaccine  may  be  used  for  adults; 
split-virus  vaccine  is  recommended  for  children  less  than 
13  years  old.  Daily  prophylaxis  with  amantadine  can 
also  protect  against  influenza  A infection. 


The  Education  of  Philistine  Physicians 

Medical  educators’  vague  blessings  on  a broad  college  education  for  premedical  students  have 
not  been  enough  to  change  the  academic  choices  of  the  students  themselves. 

According  to  a report  commissioned  by  the  Rockefeller  Foundation,  medical  students  are  still 
overdosing  on  hard  science  courses  and  showing  symptoms  of“pre-med  syndrome:”  impatience 
with  nonscientific  and  nonutilitarian  thought,  narrowness  of  feelings  and  grade-grubbing  com- 
petitiveness. In  the  words  of  the  Rockefeller  report,  doctors  and  other  professionals  who  shun  the 
liberal  arts  “will  probably  be  less  capable  than  their  colleagues  whose  professional  training  rests 
on  the  bedrock  of  knowledge  about  our  civilization.” 

M.T.  Pepper  Jenkins,  M.D.,  chairman  of  the  AMA's  Council  on  Medical  Education,  believes 
medical  schools  can  take  steps  to  encourage  future  doctors  to  seek  the  kind  of  education  that  will 
develop  them  as  whole  persons.  The  council  has  asked  the  schools  to  back  up  the  idea  that  a 
liberal  education  is  a good  thing  by  endorsing  humanities  courses  in  their  admissions  literature. 
The  same  school  that  requires  a year  of  organic  chemistry,  for  example,  might  also  specify  that  it 
requires  a minimum  number  of  English  literature  credits  for  graduation. 

According  to  Dr.  J enkins,  pre-med  counselors  who  preach  science  concentration  as  a ticket  to 
admission  need  to  be  reeducated  themselves — a task  that  will  require  the  help  of  the  Association 
of  American  Medical  Colleges  or  another  national  organization.  Medical  schools,  too,  need  to 
“do  something”  about  the  Medical  College  Aptitude  Test;  they  didn't  help  matters  any  by  mak- 
ing it  an  all-science  test  a few  years  ago.  At  the  least,  the  schools  should  emphasize  that  the 
MCAT  is  only  one  of  several  measures  by  which  admissions  decisions  are  made. 

“My  belief,”  says  Dr.  Jenkins,  “is  that  many  undergrads  attracted  to  the  humanities  are 
especially  good  doctor  material . . . They  should  be  courted  . . . Medicine  is  a humane  art  as  well 
as  a science.  Let's  convince  aspiring  doctors  that  we  want  them  to  meet  its  full  challenge.” 

— Medical  World  News,  “Speaking  Out,”  September  1,  1982,  p.  124. 
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Current  Medicolegal  Issues 


THE  CITATION 


Qualified  Privilege 
Applied  to  Staff  Meetings 

A chief- anesthetist  was  not  liable  to  a staff-anesthet- 
ist for  defamation  because  his  discussions  about  the 
staff-anesthetist  in  staff  meetings  and  with  consultants 
were  subject  to  a qualified  privilege,  the  Mississippi 
Supreme  Court  ruled. 

The  defamation  case  was  based  on  two  incidents. 
The  staff-anesthetist  was  disappointed  in  the  selection 
of  the  chief-anesthetist  and  resented  his  promotion. 
The  chief-anesthetist  accused  him  of  charging  the 
hospital  for  overtime  that  had  not  been  worked  and  of 
stealing.  The  chief  prepared  new  guidelines  for  the  staff 
to  follow  in  administering  anesthesia  and  he  revised  the 
department  handbook  and  work  schedules.  The  staff- 
anesthetist  refused  to  comply  with  the  guidelines  and 
policies,  and  the  personal  relationship  between  the  two 
deteriorated.  The  staff-anesthetist  employed  an  attor- 
ney and  requested  a meeting  with  the  hospital  ad- 
ministrator. Two  meetings  were  held  with  various 
hospital  officials  present. 

The  second  incident  involved  the  staff-anesthetist’s 
treatment  of  three  patients.  The  chief  charged  him  with 
failing  to  properly  administer  anesthesia  to  a patient  in 
the  operating  room  so  that  the  patient  experienced 
great  pain  during  surgery;  an  elderly  patient  admitted 
for  a follow-up  operation  refused  to  let  the  staff- 
anesthetist  administer  anesthesia  to  her  because  he 
failed  to  put  her  to  sleep  during  her  first  operation;  and 
because  he  failed  to  properly  monitor  the  fluid  levels  of 
a critically  ill  patient,  the  patient  went  into  respiratory 
failure  and  had  to  be  resuscitated.  The  staff- anesthetist 
was  presented  with  the  charges  and  was  told  that  he 
would  be  terminated  if  the  charges  were  supported.  He 
then  resigned  and  later  filed  suit  for  defamation  and 
actionable  words.  A trial  court  awarded  him  $500,000, 
which  was  reduced  to  $75,000. 

On  appeal,  the  Supreme  court  said  that  a qualified 
privilege  was  in  effect  at  all  times  that  the  allegedly 
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defamatory  matters  were  discussed.  All  persons  pre- 
sent in  hospital  staff  meetings  and  those  consulted  by 
the  chief- anesthetist  were  directly  interested  in  the  case 
and  a qualified  privilege  existed  for  the  discussions,  the 
court  said.  The  statements  were  made  in  good  faith  and 
without  malice.  It  was  the  duty  of  the  chief- anesthetist 
to  report  any  matters  which  he  considered  in  violation 
of  rules  and  guidelines  of  his  department.  His  reports  to 
his  superiors  that  were  critical  of  the  staff- anesthetist’s 
performance  were  made  in  good  faith  and  without 
malice,  the  court  said. 

The  judgment  for  the  staff- anesthetist  should  be 
reversed,  the  court  concluded.  — Hayden  v.  Foryt,  407 
So.2d  535  (Miss.  Sup.  Ct.,  Dec.  2,  1981;  rehearing 
denied,  Jan.  6,  1982) 


Physician  Liable  For  Nerve  Palsy  After 
Gynecological  Surgery 

A physician  was  liable  to  a patient  who  suffered 
suprascapular  nerve  palsy  after  gynecological  surgery, 
the  Pennsylvania  Supreme  Court  ruled. 

On  May  19,1972,  the  patient  underwent  surgery  to 
correct  suspected  gynecological  problems.  The  pa- 
tient’s attending  physician  and  another  physician  per- 
formed a D&C,  a laparoscopy,  and  a laparotomy.  The 
three  procedures  required  different  positioning  of  the 
patient  on  the  operating  table.  Throughout  the  entire 
procedure  her  arm  was  placed  on  a board  projecting  out 
from  the  operating  table  to  facilitate  the  intravenous 
procedure.  When  she  regained  consciousness,  the 
patient  experienced  intense  pain  in  her  neck,  left 
shoulder,  and  left  arm.  She  was  diagnosed  as  having 
suprascapular  nerve  palsy  allegedly  caused  by  the 
malpositioning  of  her  arm  on  the  arm  board  and  the 
changes  in  the  angle  of  the  operating  table  during  the 
course  of  the  surgery. 

The  patient  filed  suit  against  the  attending  physician, 
the  nurse-anesthetists,  and  the  hospital.  A jury  re- 
turned a verdict  against  them  for  $56,000.  Prior  to  the 
verdict,  the  nurse,  the  hospital  and  another  physician 
settled  with  the  patient  for  $25,000.  On  appeal,  the 
physician  was  granted  a new  trial. 
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The  Supreme  Court  reinstated  the  verdict  against  the 
physician.  Res  ipsa  loquitur  was  applicable  to  the 
patient’s  claim  because  suprascapular  nerve  palsy  does 
not  ordinarily  occur  during  gynecological  procedures 
in  the  absence  of  negligence,  the  court  said.  The 
attending  physician  had  a duty  to  preserve  the  patient 
neuologically  and  to  monitor  her  positioning  through- 
out the  entire  operation,  even  though  the  other  physi- 
cian performed  part  of  the  procedures.  The  physician’s 
liability  should  be  reduced  by  one-half  based  on  the 
settlement  by  the  nurse,  the  court  said. — Jones  v. 
Harrisburg  Polyclinic  Hospital,  437  A. 2d  1 134  (Pa. 
Sup.  Ct.,  Dec.  15,  1981) 

Editor’s  Note: A previous  decision  in  this  case  was 
reported  in  THE  CITATION,  Vol.  41,  No.  5,  p.57. 


New  Trial  in  Suit  For  Allegedly  Unneeded 
Bilateral  Mastectomy 

A hospital  and  physician  were  entitled  to  a new  trial 
in  an  action  against  them  for  allegedly  performing  an 
unnecessary  bilateral  subcutaneous  mastectomy,  the 
highest  court  of  New  York  ruled. 

The  physician  performed  the  mastectomy  on  June 
17,  1976,  and  reconstructed  her  breasts  with  silicone 
implants.  Although  the  patient’s  prior  medical  history 
had  given  rise  to  a suspicion  that  cancer  might  be 
present,  pathological  and  X-ray  studies  of  segments  of 
the  tissue  removed  disclosed  no  malignancy.  The 
patient  filed  suit  against  the  operating  physician  and  the 
hospital  for  what  she  termed  an  unnecessary  operation. 

The  case  was  submitted  to  a jury  on  five  theories  of 
liability:  ( 1 ) erroneous  diagnosis;  (2)  failure  to  perform 
a biopsy  prior  to  surgery;  (3)  performance  of  an 
unnecessary  operation;  (4)  failure  to  follow  accepted 
standards  of  medical  care  in  the  community;  (5)  failure 
to  obtain  informed  consent.  The  jury  was  instructed  to 
return  with  only  one,  general  verdict.  If  it  found  in  favor 
of  the  patient  on  any  one  theory,  it  could  award 
damages.  The  jury  returned  a substantial  verdict  in 
favor  of  the  patient  and  an  appellate  court  affirmed. 

Reversing  the  decision,  the  high  court  said  there  was 
not  sufficient  evidence  to  support  the  claim  based  on 
erroneous  diagnosis  and  performance  of  an  unnec- 
essary operation.  The  jury  did  not  state  which  of  the 
theories  of  liability  its  verdict  was  based  on.  Since  the 
verdict  could  have  been  grounded  on  one  of  the  un- 
supported theories,  the  verdict  had  to  be  set  aside  and  a 
new  trial  ordered.  The  high  court  said  there  was  no 
evidence  that  the  operating  physician  had  ever  made  a 
diagnosis  or  been  asked  to  make  a diagnosis.  The 
preoperative  diagnosis  of  “bilateral  mastopathy  with 
calcification  suspicious  of  carcinoma  on  mammo- 
gram” had  been  made  by  a specialist  and  accepted  by 
the  patient’s  general  surgeon,  neither  of  whom  was 
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named  a party  to  the  suit.  Likewise,  there  was  no  expert 
testimony  that  the  operation  was  unnecessary,  the 
court  said. 

The  other  three  theories  of  liability  were  supported 
by  the  evidence  and  could  be  used  as  the  basis  for 
liability  in  a new  trial,  the  court  said. — Davis  v. 
Caldwell, 429  N.E.  2d  741,  445  N.Y.S.  2d  63  (N.Y. 
Ct.  of  App.,  Nov.  19,1981) 


Mother  Cannot  Force  Minor 
to  Have  Abortion 

A mother  could  not  utilize  the  state  court  system  to 
force  her  minor  daughter  to  have  an  abortion,  a New 
York  family  court  ruled. 

The  daughter,  who  was  15  Vi  years  old,  repeatedly 
maintained  that  she  wished  to  give  birth.  There  was  no 
allegation  that  an  abortion  was  medically  necessary  or 
desirable  or  that  the  daughter  lacked  sufficient  maturity 
to  make  an  informed  judgment  as  to  whether  to  give 
birth. 

The  mother  petitioned  the  court,  alleging  that  the 
daughter  was  a “ Person  in  N eed  of  Supervision”  within 
the  meaning  of  the  Family  Court  Act  because  she  was 
pregnant  and  refused  to  have  an  abortion.  Implicit  in 
the  petition  were  assumptions  that  parents  had  an 
absolute  right  to  direct  a minor  daughter  to  have  an 
abortion,  that  she  had  no  right  to  refuse,  and  that  should 
she  refuse,  the  state,  through  the  family  court,  might 
intervene  to  force  compliance  by  branding  the  daughter 
“incorrigible,  ungovernable,  or  habitually  disobedient” 
and  placing  her  for  up  to  18  months. 

The  court  found  that  the  assumptions  in  the  petition 
were  fundamentally  incorrect  and  contravened  a basic 
constitutional  freedom,  citing  the  Supreme  Court  hold- 
ing that  the  scope  of  Fourteenth  Amendment  protect- 
ion extends  to  a woman’s  decision  as  to  whether  or  not 
to  have  an  abortion.  Despite  the  traditional  right  of 
parents  to  direct  a child’s  upbringing,  the  court  said,  the 
Supreme  Court  has  held  that  a child’s  personal  right  to 
have  an  abortion  forecloses  any  absolute  parental  right 
to  be  consulted  about  or  veto  a decision  to  abort.  The 
court  said  that  if  the  right  to  abort  was  within  the  zone  of 
protected  privacy,  the  right  to  give  birth  was  also 
protected. 

Although  the  mother  finally  indicated  that  she  ac- 
cepted the  daughter’s  decision  to  give  birth,  the  court 
felt  that  additional  safeguards  should  be  taken  to  insure 
that  there  was  no  further  parental  interference.  The 
court  issued  an  Order  of  Protection  to  protect  the 
daughter’s  constitutional  rights.  The  court  pointed  out 
that  permissible  penalties  for  failure  to  comply  with  the 
order  included  a jail  term  not  to  exceed  six  months. — 
Matter  of  Mary  P.,  444  N.Y.S.  2d  545  (N.Y.  Family 
Ct.,  Nov.  25,  1981) 
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No  Code? 

Recently  two  Los  Angeles  physicians  were  shocked  when  homicide  charges  were 
filed  against  them  after  they  had  disconnected  life  support  systems  from  a moribund 
patient.  It  is  reported  that  the  physicians  stated  they  had  acted  “out  of  compassion.” 
Even  humanitarian  reasons  for  such  action  may  now  be  judged  suspect.  Because  of 
the  lack  of  legal  backing,  many  hospital  administrators  and  physicians  have  been 
forced  to  adopt  very  conservative  policies  toward  the  prolongation  of  life  for  ter- 
minally ill  patients,  even  though  the  doctors  and  loved  ones  alike  may  feel  that  a 
hopelessly  ill  patient  should  be  allowed  to  die  with  dignity  rather  than  be  subjected  to 
many  tubes  and  invasive  procedures  when  there  is  no  evidence  that  a return  to  contact 
with  the  environment  is  possible.  Costs  are  high,  results  are  negative,  and  the  mental 
anguish  to  the  family  is  intolerable.  Nevertheless,  some  courts  have  seen  fit  to  reserve  the  decision  to  disconnect 
life  support  systems  in  such  cases  to  themselves. 

There  is  a recognized  distinction  between  such  decisions  to  “disconnect,”  and  the  decision  as  to  whether  car- 
diopulmonary resuscitative  efforts  should  be  initiated  in  the  first  place.  The  American  Heart  Association  has 
stated  that  cardiopulmonary  resuscitation  is  not  “indicated  in  certain  situations  such  as  cases  of  terminal  irrevers- 
ible illness  where  death  is  not  unexpected.”  But  can  the  physician  make  the  decision  without  fear  of  legal 
entanglement? 

In  an  effort  to  clarify  the  ethical  issues  relating  to  “Do  Not  Resuscitate”  orders,  the  Medical  Society  of  New 
York  has  mailed  a set  of  guidelines  to  its  affiliates  and  to  the  hospital  associations.  Minnesota,  North  C arolina,  and 
Alabama  medical  societies  have  also  published  guidelines,  and  many  individual  hospitals  have  established  their 
own  criteria.  (Our  CSMS  Committee  on  Hospitals  is  presently  studying  this  matter.)  The  New  York  Medical 
Society  Guidelines  for  hospitals  and  physicians  are  as  follows: 

Definition: 

DNR(Do  Not  Resuscitate)  means  that,  in  the  event  of  a cardiac  or  respiratory  arrest,  cardiopulmonary  resus- 
citative measures  will  not  be  initiated  or  carried  out. 

The  Decision: 

1 . An  appropriate  knowledge  of  the  serious  nature  of  the  patient’s  medical  condition  is  necessary. 

2.  The  attending  physician  should  determine  the  appropriateness  of  a DNR  order  for  any  given  patient. 

3.  DNR  orders  are  compatible  with  maximal  therapeutic  care.  A patient  may  receive  vigorous  support  in  all 
other  therapeutic  modalities  and  yet  a DNR  order  may  be  justified. 

4.  When  a patient  is  capable  of  making  his  own  judgments,  the  DNR  decision  should  be  reached  consensually 
by  the  patient  and  physician.  When  the  patient  is  not  capable  of  making  his  own  decision,  the  decision  should 
be  reached  after  consultation  between  the  appropriate  family  member(s)  and  the  physician.  If  a patient  dis- 
agrees, or,  in  the  case  of  a patient  incapable  of  making  an  appropriate  decision,  the  family  members)  dis- 
agree, a DNR  order  should  not  be  written. 

Implementation: 

1.  Once  the  DNR  decision  has  been  made,  this  directive  shall  be  written  as  a formal  order  by  the  attending 
physician.  A verbal  or  telephone  order  for  DNR  cannot  be  justified  as  a sound  medical  or  legal  practice. 

2.  It  is  the  responsibility  of  the  attending  physician  to  insure  that  this  order  and  its  meaning  are  discussed  with 
appropriate  members  of  the  hospital  staff. 

3.  The  facts  and  considerations  relevant  to  this  decision  shall  be  recorded  by  the  attending  physician  in  the  pro- 
gress notes. 

4.  The  DNR  order  shall  be  subject  to  review  at  any  time  by  all  concerned  parties  on  a regular  basis  and  may  be 
rescinded  at  any  time. 

Even  if  such  guidelines  are  rigidly  followed,  there  is  no  strong  legal  opinion  written  to  back  up  the  DNR  order. 
Many  state  legislators  have  long  struggled  with  the  legal  definition  of  death,  but  no  one  has  yet  had  the  temerity  to 
define  under  what  circumstances  the  doctor  is  no  longer  bound  to  order  extraordinary  measures  to  prolong  life  in  a 
patient  whose  illness  will  be  fatal.  The  attempts  of  the  Catholic  Church  to  define  such  issues  is  at  best  vague. 
Perhaps  it  is  time  for  state  legislators  to  again  address  themselves  to  solving  this  vexing  and  painful  problem 
as  well. 

Gioacchino  S.  Parrella,  M.D. 

President 
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A summary  of  AMA,  medical 

A 1983  fiscal  year  budget  based  on  expected 
revenue  of  $102,871,000  and  expected  operating  ex- 
penses of  $98,223,000  was  approved  by  the  AMA 
Board  of  Trustees.  These  figures  compare  with  fiscal 
1982  projections  of  $92,908,000  in  revenues  and 
$82,620,000  in  operating  revenues.  Revenue  is  ex- 
pected to  come  largely  from  membership  dues, 
$48,403,000,  and  advertising,  $21.9  million.  Member- 
ship figures  are  based  on  an  estimated  214,700  dues- 
paying  members.  The  advertising  revenue  projection,  is 
up  from  $20.5  million  in  the  1982  fiscal  year.  Other 
anticipated  revenues  are  interest  and  investment  in- 
come, $11.4  million;  accreditation  and  educational  pro- 
grams, $4.8  million;  list  house  royalties,  $4.3  million; 
book  and  pamphlet  sales,  $3.7  million;  subscriptions, 
$3.2  million;  and  other,  $4.8  million. 

More  than  60%  of  the  AMA’s  expenditures  in  the 
next  fiscal  year  will  go  toward  fulfilling  two  of  the  Associ- 
ation’s major  missions.  The  budget  calls  for  spending 
$30.2  million  (30.8%  of  the  budget)  for  representation  of 
the  profession,  and  $28.9  million  (29.5%)  for  the  provid- 
ing of  scientific  information.  Other  allocations  by  mis- 
sion are  $8.2  million  for  the  provision  of  socioeconomic 
information;  $4.3  million  for  provision  of  data  on  the 
profession;  $8.4  million  for  maintaining  educational 
standards;  $6.3  million  for  maintaining  organizational 
and  Federation  strength;  $10.5  million  for  AMA  organi- 
zational activities.  An  additional  $1.1  million  is  ear- 
marked for  the  contingency  fund. 

The  AMA’s  fiscal  1983  budget  calls  for  the  com- 
mitment of  $11.6  million  to  increase  the  emphasis  on 
existing  programs  and  to  develop  new  ones.  Included 
are  projected  spending  increases  on  publications,  $4.6 
million  (to  be  offset  by  increased  advertising  revenue); 
the  Patient  Medication  Instruction  Program,  $2  million; 
real  estate,  $1  million;  drug  policy  and  information,  $1 
million;  personal  and  public  health  policy,  $828,000; 
development  of  a Health  Policy  Agenda,  $598,000;  and 
various  other  areas,  $1 .5  million. 

The  AMA  Education  and  Research  Foundation 
will  fund  and  cosponsor  four  student  research  forums  in 
1983.  The  AMA-ERF  Board  of  Directors  granted 
$53,000  to  the  U.  of  Texas  Medical  Branch  in  Galveston 
to  finance  three  regional  forums  and  a national  forum 
designed  to  encourage  medical  research  by  students. 
The  national  forum  will  be  in  Galveston  in  April.  The 
regional  forums  will  be  at  Carmel,  Calif.,  Feb.  9-11;  U.  of 
Miami  School  of  Medicine,  March  2-4;  and  Michigan 
State  U.,  March  31-April  1. 
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& health  news 

A program  to  help  physicians  adjust  to  compet 
tion  has  been  established  by  the  AMA.  “Physicians  wh 
respond  to  market  incentives  to  meet  a variety  of  patier 
needs  will  be  successful.  Those  failing  to  adjust,  hov 
ever,  will  suffer  setbacks,”  the  Board  of  Trustees  said  i 
a report  on  the  program.  The  new  activity  will  inforr 
physicians  on  what  kind  of  practice  opportunities  ar 
available,  how  to  organize  practice  resources,  an 
where  to  obtain  medical  practice  finance.  Data  will  cor 
sist  of  market  area  profiles,  type  of  practice  profile: 
medical  specialty  profiles,  and  reports  on  legal  consic 
erations  in  establishing  a practice.  Being  developed  ar 
models  of  efficient  practice  techniques,  model  advertis 
ing  samples,  computer-based  managerial  informatio 
through  the  GTE  Corp.  program,  articles  on  how  t 
computerize  an  office,  patient  information  booklets,  an 
reports  on  office  efficiency  and  negotiating  compensc 
tion  contracts.  Financial  institutions  will  be  surveyed  t 
discover  funding  and  investment  opportunities,  and 
directory  on  funding  sources  will  be  provided. 

Twenty-Six  states  will  have  additional  delegate 
in  the  AMA  House  next  year,  according  to  preliminar 
figures.  Several  other  state  associations  are  close  ti 
membership  gains  that  would  result  in  additional  dele 
gates  before  the  final  allocation  on  Dec.  31.  As  of  Ocl  j 
18,  the  number  of  new  delegates  was  36.  California 
Maryland,  and  Pennsylvania  increased  their  delegati 
count  by  three  each.  Florida,  Louisiana,  Michigan,  an* 
Texas  gained  two  each.  Increasing  their  delegati 
counts  by  one  were  Connecticut,  District  of  Columbia 
Georgia,  Hawaii,  Illinois,  Kansas,  Kentucky,  Massachu  I 
setts,  Minnesota,  Missouri,  New  Jersey,  New  Mexico  1 
North  Carolina,  Puerto  Rico,  South  Carolina,  Tennes 
see,  Virginia,  Washington,  and  Wisconsin. 

The  public  has  strong  pro-physician  attitudes  or 
professional  liability  issues,  according  to  a survey  con 
ducted  by  the  AMA  Group  on  Public  and  Federatior 
Relations.  Most  people  do  not  think  that  malpractice 
suits  usually  are  justified,  although  47%  hold  the  oppo 
site  view.  A majority  (61%)  of  the  public  respondents  ir 
1,504  telephone  interviews  favored  limits  on  malprac 
tice  awards.  Forty-seven  percent  of  the  public  respon 
dents  think  current  malpractice  awards  are  too  high  j 
while  7%  think  awards  are  not  high  enough.  Of  the  1,00( 
physician  respondents  in  the  survey,  92%  rated  bette 
physician-patient  rapport  as  a very  effective  method  o 
reducing  professional  liability  risk.  On  average,  physi 
cians  in  the  survey  estimated  that  22%  of  malpractice  1 
claims  are  the  result  of  actual  negligence. 
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Reflections  From  the  Dean’s  Office 

“De  Gustibus — ” 

ROBERT  U.  MASSEY,  M.  D. 


“ ‘When  I use  a word,’  Humpty-Dumpty  said,  ‘it 
means  just  what  I choose  it  to  mean — neither  more  nor 
less.’  ” 1 

In  the  old  days,  almost  before  living  memory,  the 
typist  had  to  cut  a stencil  when  a department  head, 
dean,  or  some  other  university  functionary  needed 
more  than  four  copies  of  a memorandum  or  letter.  Care 
was  taken  not  to  run  to  more  than  one  page.  The 
Dictaphone  with  its  waxed  cylinders,  the  mechanical 
Underwood  typewriter,  and  the  school’s  one  Mimeo- 
graph machine  all  conspired  to  enforce  the  virtue  of 
brevity. 

Now  tape-recorders,  word- processors,  and  the  Xerox 
machine  have  reduced  the  time  and  effort  needed  to 
move  a thought,  rarely  completely  formed,  from  some- 
where in  the  cerebral  cortex  to  150  single-spaced  five 
page  copies.  When  all  of  the  more  backward  depart- 
ments have  their  word  processors,  those  copies  can  be 
distributed  with  the  speed  of  light  All  need  for  econ- 
omy of  words  will  be  gone,  and  their  numbers  will  rise 
like  hospital  costs  in  a world  of  third  party  payers. 

Technology  is  not  the  only  culprit  to  be  blamed  for 
this  glut  of  printed  words:  the  new  words  themselves, 
stemming  often  from  the  same  technology,  are  impre- 
cise— or  at  least  seem  to  be  so— and  three  or  four 
sentences  may  be  needed  to  express  the  same  notion' 
which  could  have  been  compressed  into  one  before  the 
days  of  computer  and  bureaucratic  jargon. 

Those  of  us  who  are  called  upon  to  review  memos 
and  letters  before  they  are  distributed  are  often  moved 
against  charity  to  delete  adjectives,  rescue  split  infini- 
tives, replace  jargon  with  common  English,  and  even 
eliminate  entire  sentences  and  paragraphs;  we  must 
resist,  however,  for  if  we  admit  to  incomprehension  of 
even  one- quarter  of  the  writer’s  nouns,  how  can  we 
know  precisely  what  he  meant?  Best  leave  it  alone  and 
worry  only  about  typographical  errors. 

But  if  the  letter  requires  our  signature,  or  if  the 
instructions  are  that  the  memorandum  go  forth  “from 
your  office,”  then  I deem  we  may  consider  ourselves  to 
be  released.  The  blue  pencil  (now  a felt-tipped  pen) 
comes  out,  a comma  is  inserted  before  and  between  the 


ROBERT  U.  MASSEY,  M.  D.,  Professor  and  Dean,  School  of 
Medicine,  University  of  Connecticut  Health  Center,  Farmington. 


last  two  members  of  a series,  curving  arrows  lift  out  the 
adverbs  which  have  been  dropped  into  all  the  infini- 
tives, and  finally,  without  a second  thought,  a delta 
with  a tail  goes  through  two  out  of  every  three 
adjectives.  The  work  has  only  begun,  but  already  the 
bulk  has  been  reduced  by  a third.  Adverbs  like  very, 
highly,  importantly,  essentially,  significantly,  and 
meaningfully  go  along  with  the  adjectives  without  our 
even  considering  the  two- out- of- three  rule. 

Up  until  now  the  work  has  been  fast  and  easy.  The 
next  step  requires  judgment.  Who  is  to  say  that  my  taste 
in  these  matters  is  better  than  the  writer’s?  For  some, 
bottom  line  is  a colorful  expression;  for  others  it  is  an 
overworked  phrase  often  carrying  the  wrong  idea. 
Some  words  may  be  killed  outright,  executed  without 
mercy;  like  the  executioner,  KoKo,  in  the  Mikado, 
“I’ve  got  a little  list — I’ve  got  a little  list.”2  I would 
begin  with  thrust,  focus,  healthcare,  and  feedback,  and 
then  go  onto  input,  arena,  implement,  taskforce,  work- 
shop, and/or,  he/she,  communicate,  activate,  ongoing, 
wholistic,  and  research  as  a verb. 

By  now  the  writer’s  intent  seems  to  emerge,  and  you 
find  that  his  ideas  may  be  reduced  to  two  paragraphs, 
each  with  three  simple  sentences  without  a trace  of  the 
passive  voice.  But  is  that  what  the  writer  had  in  mind? 
These  tasteless  words  do  convey  something,  although  it 
may  not  be  the  writer’s  meaning;  a dialogue  seems  to 
some  to  be  different  from  a discussion,  and  thrust 
means  something  different  from  purpose,  but  has  the 
writer  that  distinction  in  mind?  Very  well  then,  if  you 
are  not  to  sign,  undo  your  work,  delete  the  deletions; 
but  if  your  signature  is  required,  “I  conceive  you  may 
use  any  language  you  choose.  ” 3 Otherwise  we  must 
forever  hold  our  peace,  seeking  no  upcoming,  ongoing 
meaningful  dialogue;  we  shall  expect  no  feedback,  and 
the  thrust  of  the  work  to  be  meaningfully  done  will  focus 
upon  no  significant  arena.  That  is  the  bottom  line, 
providing  we  can  get  it  all  onto  one  page.  If  we  cannot 
redeem,  at  least  we  might  confine  the  disorder:  one 
page  per  functionary  per  month. 

REFERENCES 

1 . Dodgson  CL,  Lewis  Carrol:  Alice’s  Adventures  in  Wonderland, 
Chapter  6. 

2.  Gilbert  WS:  The  Mikado,  Act  I. 

3.  Gilbert  WS:  Iolanthe,  Act  II. 
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Wherever  B-Complex  with  C Vitamins  are  indicated. 


With  B-C-BID  there  is  maximum  utilization  and  no  “peaks  and 
valleys”  of  absorption,  as  is  common  with  ordinary  capsules  or 
tablets.  No  regurgitation.  No  after-taste. 

For  the  patient  who  is  debilitated,  chronically  ill,  postoperative,  on 
an  inadequate  diet  for  any  reason— and  wherever  B-Complex  with  C 
will  help  speed  the  healing  process,  consider  B-C-BID  capsules. 

EACH  B-C-BID  CAPSULE  CONTAINS 
Vitamin  B-1  (Thiamine  Mononitrate)  15  mg 
Vitamin  B-2  (Riboflavin)  . . . 10  mg 

Vitamin  B-6  (Pyridoxine)  5 mg 

Niacinamide  50  mg 

Calcium  Pantothenate  10  mg 

Vitamin  C (Absorbic  Acid)  300  mg 

Vitamin  B-1  2 (Cyanocobalamin)  5 meg 

DOSAGE:  For  continuous  24  hour  therapy, 
one  capsule  after  breakfast  and  one  after 


supper 


Samples  on  request. 

GERIATRIC  PHARMACEUTICAL  CORP. 

397  Jericho  Turnpike,  Floral  Park,  N.Y.  1 1001 
PIONEERS  IN  GERIATRIC  RESEARCH  SPECIALTIES. 
ADVERTISED  ONLY  TO  THE  MEDICAL  PROFESSION. 
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LAW,  MEDICINE  AND  PUBLIC  POLICY 


The  Contractual  Dimension 
of  the  Doctor- Patient  Relationship 

JOSEPH  M.  HEALEY,  J.  D. 


Legal  cases  such  as  Payton  v.  Weaver  discussed  in 
last  month’s  column  serve  as  a reminder  that  the  doctor- 
patient  relationship  has  a contractual  dimension  which 
is  important  in  identifying  the  legal  rights  and  duties  of 
physicians  and  patients.  In  the  Payton  case,  the  pri- 
mary issue  was  the  extent  to  which  a physician  was 
legally  justified  in  terminating  his  relationship  with  a 
non-compliant,  uncooperative  patient  who  engaged  in 
anti-social  behavior.  Complicating  resolution  of  this 
case  was  the  fact  that  the  patient  was  suffering  from 
chronic  end-stage  renal  disease,  was  apparently  unable 
to  obtain  hemodialysis  from  any  other  source,  and  was 
likely  to  die  if  treatment  was  not  continued.  The  Cali- 
fornia court  refused  to  order  the  physician  or  any  of  the 
health  care  facilities  to  provide  care  for  Ms.  Payton. 
The  court  did  suggest  that  one  strategy  to  assure  con- 
tinuation of  treatment  would  be  for  Ms.  Payton  to  seek  a 
voluntary  conservator  who  would  obtain  in-patient 
treatment  for  her  multiple  problems. 

The  contractual  dimension  of  the  doctor-patient  re- 
lationship has  two  fundamental  aspects.  First,  the  rela- 
tionship involves  the  provision  of  services  in  return  for  a 
fee  and,  as  such,  may  be  subject  to  general  principles  of 
contract  law.  Second,  the  relationship  is  essentially  a 
voluntary  one  with  both  parties  free  to  choose  to  enter 
into  the  relationship.  The  voluntary  aspect  stems  in  part 
from  the  absence  of  a general  right  to  health  care  in  the 
United  States  and  in  part  from  the  absence  of  a general 
legal  duty  of  physicians  to  provide  medical  care  to  those 
in  need.  Though  there  are  strong  moral  arguments  sup- 
porting the  notion  of  a right  to  health  care  and  the  notion 
of  a physician’s  duty  to  provide  medical  care  to  those 
who  need  it,  the  American  legal  system  has  been  reluc- 
tant to  establish  any  general  right  or  general  duty  of  this 
nature.  There  is  some  wisdom  in  this  reluctance  based 
on  the  questionable  benefit  of  mandating  that  medical 
care  be  provided  by  an  unwilling  doctor.  However,  this 
recognition  does  not  eliminate  entirely  concern  that 
people  who  genuinely  need  health  care  may  be  unable 
to  obtain  it. 


JOSEPH  M.  HEALEY,  J.D.,  Associate  Professor,  Department 
of  Community  Medicine  and  Health  Care,  University  of  Connecticut 
School  of  Medicine,  Farmington,  CT. 


Some  exceptions  to  the  general  rule  have  been  recog- 
nized. In  1977,  the  Massachusetts  Board  of  Registra- 
tion in  Medicine  became  the  first  licensing  board  in  the 
country  to  institute  a legal  requirement  that  all  physi- 
cians as  a condition  of  licensure  render  emergency  ser- 
vices. The  regulation  states  in  part: 

“A  licensee  shall  render  medical  services  to  a person 
experiencing  a medical  emergency.  A medical  emer- 
gency is  a set  of  circumstances  which  immediately 
threatens  a person’s  life  or  is  likely  to  cause  serious 
injury  absent  the  provision  of  immediate  pro- 
fessional assistance.  A licensee  shall  presume  that  a 
person  who  is  referred  to  him  by  another  licensee  for 
the  purpose  of  securing  medical  services  of  an  emer- 
gency nature  is  experiencing  a medical  emer- 
gency.”2 

The  legal  duties  established  in  this  regulation  are  con- 
sistent with  the  professional  ethical  obligations  of 
physicians: 

‘A  physician  shall,  in  the  provision  of  appropriate 
patient  care,  except  in  emergencies,  be  free  to  choose 
whom  to  serve,  with  whom  to  associate,  and  the  en- 
vironment in  which  to  provide  medical  services.”3 
In  the  Payton  case,  both  the  trial  court  and  the  ap- 
pellate court  refused  to  impose  upon  the  physician  a 
legal  duty  to  continue  to  provide  care  for  Ms.  Payton. 
The  primary  focus  of  attention  shifted  from  the  physi- 
cian to  the  local  hospitals  and  the  extent  to  which  they 
had  an  obligation  to  provide  her  care  for  her  “emer- 
gency condition.”  Both  courts  refused  to  identify  Ms. 
Payton’s  situation  as  one  falling  within  the  hospital’s 
responsibility  under  state  law.  In  an  interesting  section 
of  the  opinion,  the  appellate  court  speculated  on  the 
possibility  that  there  may  exist  a collective  responsibil- 
ity shared  by  all  the  health  care  providers  in  the  com- 
munity to  assure  that  difficult  patients  receive  care. 
Though  not  implemented  by  the  court,  this  concept  will 
undoubtedly  be  the  source  of  some  interesting  discus- 
sions among  hospital  administrators  in  California. 
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Letters  to  the  Editor 


Letters  to  the  Editor  are  considered  for  publication  (subject  to 
editing  and  abridgment),  provided  that  they  are  submitted  in 
duplicate,  signed  by  all  authors,  typewritten  in  double  spacing, 
and  do  not  exceed  IV2  pages  of  text  (excluding  references).  They 
should  not  duplicate  similar  material  being  submitted  or  pub- 
lished elsewhere.  Letters  referring  to  a recent  Journal  article 
should  be  received  within  six  weeks  of  the  article’s  publication. 


CRISIS  IN  OUR  STATE  HOSPITALS 

To  the  Editor:  Connecticut  is  approaching  a desperate  state  in  terms 
of  the  availability  of  state  hospital  beds  for  acute  psychotic  patients. 
The  number  of  available  state  hospital  beds  had  been  steadily  and 
drastically  reduced  over  the  past  few  years,  but  the  need  for  the  beds 
has  not  At  the  Connecticut  Valley  Hospital  the  number  of  beds  has 
decreased  from  3000  in  1957  to  700  today.  Patients  are  often  refused 
admission  especially  if  they  are  not  considered  dangerous  to 
themselves  or  others.  Many  patients  who  are  considered  dangerous 
are  released  prematurely  because  of  court  pressures  or  simply  a 
desperate  need  for  the  beds.  A recent  survey  conducted  by  the 
Connecticut  Hospital  Association  revealed  that  346  patients  were 
refused  admission  from  general  hospital  and  private  psychiatric 
hospital  emergency  rooms  in  the  two- month  period  of  November  and 
December,  1981 . During  the  summer  it  was  virtually  impossible  to 
get  patients  admitted  to  the  state  hospitals  because  of  a threatened 
strike,  but  now  that  the  pressure  is  off,  it  is  still  difficult  on  a day-to- 
day  basis  to  get  a troubled  patient  admitted. 

The  State  Department  of  Mental  Health  has  been  steadily 
decreasing  the  number  of  state  hospital  beds  on  a pre-planned  basis, 
on  the  theory  that  the  steady  increase  in  general  hospital  and  other 
community-based  beds  would  relieve  the  pressure  on,  and  the  need 
for,  the  state  hospital  beds.  They  reasoned  that  for  every  community 
bed  opened,  two  state  hospital  beds  could  be  shut  down.  Although 
this  may  be  correct  on  a theoretical  level  a number  of  practical 
considerations  have  mitigated  against  it: 

1.  The  number  of  community  psychiatric  beds  has  not  grown  as 
rapidly  as  had  been  predicted,  partly  as  a direct  result  of  deli- 
berate counter  pressure  from  another  state  agency,  The  Com- 
mission of  Hospitals  and  Health  Care. 

2.  There  is  no  provision  for  indigent  psychotic  patients  to  be  cared 
for  in  the  community.  The  towns  cannot  afford  to  hospitalize 
them,  and  the  state  will  not  reimburse  the  towns. 

3.  All  community  mental  health  facilities,  such  as  clinics  and 
community  mental  health  centers,  require  some  state  hospital 
beds  as  a back-up  system. 

4.  Some  patients  are  too  sick,  too  violent,  or  too  intractable  to  be 
cared  for  in  community  mental  health  facilities.  They  require  the 
security  of  the  state  hospital,  and  sometimes  the  community 
requires  that  security  as  a protection  to  itself. 

In  summary,  we  need  to  continue  to  improve  and  expand 
community  mental  health  facilities  with  such  services  as  community 
clinics,  court-connected  mental  health  clinics,  general  hospital 
psychiatric  beds,  and  half-way  houses.  This  is  admittedly  a slow 
process,  and  we  will  continue  to  need  state  hospital  beds  as  a back-up 
system.  Money  needs  to  be  made  available  to  improve  the  staffing 
level  of  the  state  hospital,  to  expand  their  total  number  of  beds,  and  to 
reimburse  community  hospitals  for  caring  for  the  increasing  popula- 
tion of  indigent  psychotic  patients  who  in  addition  to  psychiatric  care 
need  food  shelter,  social  support  services  and  general  medical  care. 

We  will  be  doing  both  the  patients  and  the  communities  a grave 
disservice  if  we  do  not  face  up  to  this,  our  greatest  present  public 
health  problem. 
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Our  immediate  need  is  for  a 25%  increase  in  the  number  of 
available  state  hospital  beds.  Community  development,  research, 
and  prevention  all  need  to  be  improved  but  those  are  long-term 
projects.  The  need  for  more  beds  is  immediate. 

Anselm  Schurgast,  M.D. 

Chief  of  Psychiatry 

World  War  II  Veterans’  Memorial  Hospital 
Meriden,  CT 


OCCUPATIONAL  MEDICINE  AND  US 

To  the  Editor:  As  a Connecticut  delegate  to  the  recent  Chicago 
meeting  of  the  American  Occupational  Medical  Association 
(AOMA),  I showed  the  delegates  the  September  1982  issue  of 
Connecticut  Medicine  which  was  devoted  to  occupational  medicine. 

This  edition  was  greeted  with  much  enthusiasm,  interest  and  | 
discussion. 

Due  to  a multiplicity  of  factors,  the  specialty  of  occupational 
medicine  has  recently  rapidly  increased  in  both  numbers  and  scope. 

Yet  many  physicians  in  the  private  sector,  understandibly  extremely 
busy  attempting  to  keep  abreast  of  the  advances  in  their  own 
specialties,  are  unaware  of  the  particular  medical  problems  faced  by 
their  colleagues  in  occupational  medicine.  The  September  1982 
issue  of  Connecticut  Medicine  has  certainly  helped  to  bridge  that 
gap- 

AOMA  has  at  present  over  4300  members,  reflecting  the  interest 
of  physicians  and  industry  for  our  citizens  in  the  work  place.  It  was 
my  impression  at  the  Chicago  meeting  that  Connecticut  Medicine 
has  been  the  first  journal  of  a state  medical  society  to  deal  specifically 
with  occupational  medicine. 

I can  appreciate  the  time  and  effort  expended  by  yourself  and  Dr. 
Lewinsohn  in  the  production  of  this  particular  issue;  therefore,  I felt 
that  you  should  be  made  aware  of  its  excellent  reception,  not  only  at  . 
the  state  level,  but  also  at  the  national.  Hopefully,  further  issues  of 
Connecticut  Medicine  will  have  articles  dealing  with  occupational 
medicine. 

Joseph  P.  Wierzbinski,  M.D. 

Medical  Director 

Fafnir  Bearing  Division  of  Textron,  Inc. 

New  Britain,  CT 


NOTICE  TO  CONTRIBUTORS 

Members  of  the  Connecticut  State  Medical  Society  read- 
ing papers  before  other  organizations  are  requested  to  submit 
their  papers  to  the  JOURNAL  for  consideration  by  the 
Board  of  Editors  for  publication.  Authors  preparing  manu- 
scripts for  submission  to  Connecticut  Medicine  should 
consult  INFORMATION  FOR  AUTHORS.  This  mater- 
ial may  be  obtained  from  the  Journal  office.  Adherence  to  the 
instructions  will  prevent  delays  both  in  acceptance  and  in 
publication. 

Please  send  them  to: 

J.  Alfred  Fabro,  M.D.,  Editor 
Connecticut  Medicine 
160  St.  Ronan  Street 
New  Haven,  Connecticut  0651 1 
(203)  865-0587 
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SUMMARY  OF  PROCEEDINGS 
HOUSE  OF  DELEGATES— SEMI-ANNUAL  MEETING 
Yale  Inn,  Meriden — November  18,  1982 


Reports  and  Resolutions 

The  House  of  Delegates  received  reports  from  the 
President,  the  Council,  the  AMA  Delegation,  Jerome 
K.  Freedman,  M.D.,  Chairman  of  the  C SMS  Commit- 
tee on  Statewide  Medical  Planning,  John  Barrasso, 
M.D.,  member  of  the  AMA  Study  Committee  on  Hos- 
pital Medical  Staffs,  Patrick  R.  Concannon,  M.D., 
Chairman  of  COMP  AC,  and  Tim  Norbeck,  Executive 
Director.  Resolutions  were  also  received  from  the 
Council  and  an  individual  member. 

Principal  Actions  Taken 

(a)  Report  of  the  President,  Gioacchino  S.  Parrella, 
M.D.,  Milford:  The  House  VOTED  to  accept  the 
report  of  the  President  which  highlighted  a series  of 
meetings  held  recently  with  the  Department  of  De- 
fense about  plans  for  the  Civilian- Military  Con- 
tingency Hospital  System,  the  Commissioner  of 
Health  about  block  grants.  Dean  Massey  of  the 
UConn  Medical  School  about  encouraging  mem- 
bers of  the  UConn  staff  to  join  CSMS,  and  the 
meeting  of  the  Council  of  New  England  State 
Medical  Societies  held  in  Providence,  R.I.  Dr. 
Parrella  also  apprised  the  House  of  Delegates  of 
his  meeting  in  W ashington  with  AMA  officials  and 
the  Connecticut  congressional  delegation  pertain- 
ing to  the  F ederal  T rade  Commission  and  its  efforts 
to  regulate  the  medical  profession. 

(b)  Report  of  the  Council,  Guy  W.  Van  Syckle, 
M.D.,  Danbury,  Chairman  of  the  Council:  The 
House  VOTED  to  accept  the  report  of  the  Chair- 
man of  the  Council,  which  reviewed  the  activities  of 
the  Council  since  the  last  House  of  Delegates  meet- 
ing. Special  emphasis  was  placed  on  the  Pro- 
fessional Liability  Program,  activities  of  the 
Committee  on  Statewide  Medical  Planning  and  the 
FTC  situation.  (The  complete  report  is  published 
elsewhere  in  this  issue  of  Connecticut  Medicine.) 
Actions  of  the  Council  recommendations  are  re- 
ported on  later  in  this  summary. 

(c)  Report  of  AMA  Delegation:  The  House  VOTED 
to  accept  and  approve  the  report  of  the  AMA  Dele- 
gation which  was  prepared  by  Orvan  W.  Hess, 


M.D.,  North  Haven.  The  comprehensive  report 
contained  all  of  the  principal  actions  taken  at  the 
1982  meeting  of  the  AMA  House  of  Delegates. 

(d)  Other  Reports: 

Jerome  K.  Freedman,  M.D.,  New  Haven,  Chair- 
man of  the  CSMS  Committee  on  Statewide  Medi- 
cal Planning,  reported  on  the  committee’s  progress 
in  developing  a statewide  utilization  review  pro- 
gram. The  committee  has  been  meeting  with  the 
Connecticut  Hospital  Association  to  discuss  its 
proposal  for  a statewide  utilization  review  program 
and  also  has  considered  an  alternative  proposal 
based  upon  the  PSRO  model  with  CSMS  as  the 
sponsoring  agency. 

John  Barrasso,  M.D.,  Wallingford,  member  of  the 
AMA  Study  Committee  on  Hospital  Medical 
Staffs,  reported  on  the  committee’s  recommenda- 
tion to  the  AMA  House  of  Delegates  for  a special 
section  on  hospital  medical  staffs. 

Patrick  R.  Concannon,  M.D.,  Hamden,  Chairman 
of  COMPAC,  reported  that  membership  in  that 
organization  has  increased  from  238  in  1980  to 
435  in  1982.  Membership  statistics  by  county  were 
reported  as  follows:  Fairfield- 1 17,  Hartford-12, 
Litchfield- 12,  Middlesex-37,  New  Haven-208, 
New  London-23,  Tolland-7,  and  Windham- 17. 
Timothy  B.  Norbeck,  Executive  Director,  who 
serves  on  an  Advisory  Committee  to  the  AMA  Ex- 
ecutive Vice  President,  reported  on  the  recent 
meeting  which  he  attended  on  November  8-10, 
1982.  His  report  included  a discussion  of  mem- 
bership figures,  the  results  of  an  AMA  physician 
and  public  opinion  survey  taken  in  1982  on  key 
health  care  issues,  status  of  FTC  legislation  in 
Washington,  an  update  on  professional  liability 
programs  of  the  physician  owned  captive  insurance 
companies,  and  other  miscellaneous  items. 

(e)  Budget  for  1983:  The  House  VOTED  to  approve 
the  budget  for  1 983,  as  prepared  and  recommended 
by  the  Council,  and  to  continue  membership  dues 
at  $150.00  in  1983. 
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The  House  VOTED  to  adopt  the  following  re- 
solutions: 

Resolution  on  Continuing  Education  of  Nurses 
RESOLVED:  That  the  Board  of  Trustees  of  the  Ameri- 
can Medical  Association  confer  with  appropriate 
accrediting  bodies  in  Nursing  to  create  a mechan- 
ism so  that  nurses  who  attend  continuing  medical 
education  courses  approved  for  physicians  may 
obtain  continuing  nursing  education  credits. 

Resolution  on  Non-Prescription  Drug  Use 
RESOLVED:  The  CSMS  urges  the  American  Medi- 
cal Association  to  join  with  the  American  Phar- 
maceutical Association  and  the  U.S.  Department 
of  Health  and  Human  Services  to  educate  the 
American  public  in  the  safe  and  appropriate  use  of 
non-prescription  drugs. 

Recognition  of  Service  to  the  Society 
OFFICERS 

Louis  C.  Backhus,  M.D.,  Waterbury 

Secretary  1971-1982 

W.  Raymond  James,  M.D.,  Essex 
Councilor- at- Large  1981-1982 

William  A.  Whalen,  Jr.,  M.D.,  Willimantic 
Alternate  Delegate  to  AMA  1979-1 982 


COUNTY  COUNCILORS 

Fairfield 

T.  Peter  C.  Jameson,  M.D.,  Danbury 
Associate  Councilor  1977 

Councilor  1980 

Hartford 

Morris  J.  Seide,  M.D.,  Hartford 
Associate  Councilor  1979 

Litchfield 

Todd  E.  Anderson,  M.D.,  Torrington 
Associate  Councilor  1977 

Councilor  1978 

Middlesex 

Benjamin  M.  Shenker,  M.D.,  Middletown 
Associate  Councilor  1978 

New  Haven 

Jerome  K.  Freedman,  M.D.,  New  Haven 
Councilor  1980 

Tolland 

Victor  G.  Sonnen,  M.D.,  Enfield 
Councilor  1975 

Associate  Councilor  1978 

Norman  A.  Zlotsky,  M.D.,  Rockville 

Associate  Councilor  1976 

Councilor  1978 

Windham 

William  A.  Whalen,  Jr.,  M.D.,  Willimantic 
Councilor  1976 
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1982 
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IN  MEMORIAM 


BUCK,  BURDETTE  J.,  Harvard  Medical  School, 
1926.  Dr.  Buck  was  an  internist  in  the  Hartford  area 
since  1928.  He  was  a Lieutenant  Colonel  in  the  U.  S. 
Army  Medical  Corps  from  1942-1946,  and  practiced 
internal  medicine  in  Hartford  for  44  years  prior  to 
retiring  in  1976.  He  was  a member  of  the  Hartford 
County  Medical  Association,  the  Connecticut  State 
Medical  Society  and  the  American  Medical  Associa- 
tion. Dr.  Buck  died  October  24, 1 982,  at  the  age  of  84. 

CENCI,  VINCENT  P„  Tufts  University  School  of 
Medicine,  1929.  Dr.  Cenci  was  an  allergist  in  the 
Hartford  area  since  1929,  retiring  in  1978.  He  was  a 
Navy  commander  serving  with  the  Marine  Corps  in  the 
Pacific  Theater  in  World  War  II,  and  was  a member  of 
the  Hartford  County  Medical  Association,  the  Con- 
necticut State  Medical  Society  and  the  American 
Medical  Association.  Dr.  Cenci  died  October  7, 1 982, 
at  the  age  of  79. 

GRANT,  RICHARD  F.,  Albany  Medical  School, 
1 938.  Dr.  Grant  was  a anesthesiologist  in  the  Hartford 
area  since  1938  and  had  been  in  active  practice  for  44 
years  before  his  retirement.  He  was  also  a retired 
captain  of  the  Connecticut  National  Guard,  and  was  a 
member  of  the  Middlesex  County  Medical  Associa- 
tion, the  Connecticut  State  Medical  Society,  the  Amer- 
ican Medical  Association,  and  the  Vice-Chairman  of 
the  CSMS  Judicial  Committee.  Dr.  Grant  died  Oc- 
tober 25,  1982,  at  the  age  of  73. 

LaCAVA,  JOHN  J.,  Georgetown  Medical  School, 
1934.  Dr.  LaCava  was  an  obstetrician/ gynecologist 
in  the  Hartford  area  since  1 935 . He  was  a Major  in  the 
U.  S.  Army  during  World  War  II,  serving  in  Europe, 
and  was  on  the  teaching  staff  of  the  University  of 
Connecticut  Medical  School,  and  was  a member  of  the 
Hartford  County  Medical  Association  and  the  Con- 
necticut State  Medical  Society.  Dr.  LaCava  died 
October  7,  1982,  at  the  age  of  74. 

MENDELSOHN,  WILLIAM,  John  Hopkins  Medi- 
cal School,  1 9 3 3 . Dr.  Mendelsohn  was  a surgeon  in  the 
New  Haven  area  since  1939  until  his  retirement  in 
1976.  He  was  associate  staff  surgeon  at  Yale-New 
Haven  and  St.  Raphael’s  hospitals,  chief  of  staff  at 
Southington  Hospital,  chairman  of  the  tumor  clinic  at 
Grace  Hospital  in  New  Haven  from  1939  to  1952  and 
assistant  clinical  professor  emeritus  of  surgery  at  Yale. 
He  was  a member  of  the  New  Haven  County  Medical 
Association,  the  Connecticut  State  Medical  Society 
and  the  American  Medical  Association.  Dr.  Mendel- 
sohn died  October  10,  1982,  at  the  age  of  79. 
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SEMI-ANNUAL  REPORTS 
TO  THE  HOUSE  OF  DELEGATES  OF 
THE  CONNECTICUT  STATE  MEDICAL  SOCIETY 

November  18,  1982 


Report  of  the  Council 

GUY  W.  VAN  SYCKLE,  M.D.,  CHAIRMAN 


The  Council  met  three  times  since  the  Annual  ses- 
sion of  the  House  of  Delegates  on  May  26,  1982.  Since 
all  members  of  the  House  have  received  detailed  copies 
of  the  minutes  of  each  meeting,  this  report  is  limited  to 
those  matters  which  are  felt  to  merit  special  emphasis. 
At  the  conclusion  of  the  reports,  as  Appendixes,  there 
are  published  items  of  business  which  are  transmitted 
by  the  Council  to  the  House,  accompanied  by  recom- 
mendations of  the  Council.  The  number  given  to  each  of 
the  Appendixes  is  identical  with  the  number  of  the 
related  section  of  this  report. 

1.  Professional  Liability  Program 

The  CNA  Insurance  Program  has  entered  its 
second  year  with  continuing  evidence  of  both  credi- 
bility and  viability.  In  addition  to  the  CNA  and 
Aetna  programs,  other  companies  continue  to  show 
interest  in  providing  liability  coverage  in  Connect- 
icut of  varying  types.  As  a result,  a primary  goal  of 
CSMS  has  been  accomplished,  namely,  the  provi- 
sion of  credible  choices  for  liability  insurance  for 
Connecticut  physicians. 

Expected  increases  in  premiums  have  occurred 
in  all  programs  with  minor  variations  in  selected 
sections  from  program  to  program.  Detailed  com- 
parisons of  the  different  programs  were  made  avail- 
able to  the  membership  via  first  class  letters  prior  to 
renewal  date  of  October  1st.  In  the  CNA  program, 
duringthe  period  10/1/81  through  6/1/82,  atotal  of 
96  cases  were  registered.  Twenty-nine  were  closed 
without  payment  and  two  closed  with  payment  of 
$2,000.  Sixty-five  cases  remain  open  of  which  15 
are  likely  to  result  in  payment  of  liability.  Atotal  of 
$1,139,  983  is  presently  reserved  for  these  cases. 

2.  Reports  from  Physicians  and  Staff  Regarding 
Activities  of  State  and  Federal  Agencies 

In  early  October,  the  Madigan  and  Waxman  bill 
was  easily  passed  by  the  House  of  Representatives 
indicating  that  a Health  Planning  Program  will  be 
protected  despite  the  fact  that  Congress  has  not 
reauthorized  the  program  for  1983.  This  also  tends 
to  confuse  the  expected  national  debate  on  a certi- 


ficate-of-need program.  PSRO  II,  which  had  been 
defunded  by  the  Regional  Department  of  Health 
and  Human  Services,  has  been  refunded  to  October 
1983  due  to  the  passage  of  the  Durenberger  Bill. 

The  Ambulatory  Procedures  Technical  Advisory 
Group  of  the  Statewide  Health  Coordinating  Coun- 
cil (SHCC)  had  its  first  meeting  in  October.  The 
group  discussed  existing  ambulatory  procedures, 
definitions  and  ambulatory  guideline  listings  with 
appropriate  qualifiers  for  medical  staff  and  facility 
options.  Cost  and  charge  data  for  hospitals  and  free 
standing  facilities  was  presented  together  with  fu- 
ture issues  of  diagnostic  testing  and  the  impact  of 
ambulatory  procedures  on  inpatient  care. 

3.  Ad  Hoc  Committee  on  Nursing  Study 

The  committee  report,  chaired  by  Frank  K. 
Abbot,  M.D.,  was  well  received  by  the  AMA  and 
received  national  recognition  at  the  subsequent 
Washington  meeting.  The  committee  has  been  dis- 
charged with  commendation.  Dr.  Abbot  has  sub- 
mitted a resolution  creating  a mechanism  so  that 
nurses  may  attend  continuing  medical  education 
courses  approved  for  physicians  and  obtain  nursing 
CME  credits.  The  Council  approved  this  resolution 
and  submits  it  to  the  House  of  Delegates  for 
approval.  (Appendix  Item  No.  3) 

4.  Federal  Trade  Commission 

Legislation  impacting  on  the  decisions  of  the 
FTC  in  its  dispute  with  the  AMA  has  been  deferred, 
but  is  on  the  agenda  for  the  upcoming  “lame  duck” 
session.  Because  the  split  4-4  vote  of  the  Supreme 
Court  left  standing  the  lower  court  ruling  upholding 
the  Federal  Trade  Commission,  Congress  is  the 
logical  place  to  resolve  the  issues. 

5.  Connecticut  Medicine 

At  the  last  meeting  of  the  House,  the  delegates 
voted  to  refer  the  report  of  the  Ad  Hoc  Committee  to 
evaluate  Connecticut  Medicine  to  the  Editorial 
Board  of  Connecticut  Medicine  and  to  the  Execu- 
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tive  Staff  for  investigation,  evaluation  and  appro- 
priate recommendation  to  the  Council  for  action.  In 
keeping  with  the  House  action  reports  were  sub- 
mitted by  the  Editorial  Board  and  the  Executive 
Staff.  The  Council  approved  the  report  of  the  execu- 
tive staff  with  the  concurrence  of  the  Editorial 
Board.  This  report  is  referred  to  the  House  for  infor- 
mation. (Appendix  Item  No.  5) 

6.  CSMS  Student  and  Postgraduate  Physician 
Sections 

The  newly  founded  CSMS  Postgraduate  Physi- 
cian and  Student  Sections  have  elected  their  first 
officers,  and  are  as  follows: 

Postgraduate  Physicians  Section 
President  & Alternate  Delegate: 

Richard  Rohr,  M.D.,  Danbury 
Secretary  & Delegate: 

John  Barrasso,  M.D.,  Wallingford 
Delegate: 

Phillip  M.  Kurzner,  M.D.,  New  Haven 
Alternate  Delegate: 

Andrew  Weinberg,  M.D.,  Branford 
Postgraduate  members  of  CSMS/AMA  number 
117. 

CSMS  Student  Section 
Chairman  & Alternate  Delegate: 

Richard  Marotolli,  New  Haven 
Vice  Chairman  & Alternate  Delegate: 

Patricia  Cronin,  Avcxi 
Secretary,  Treasurer  & Delegate: 

Alan  Reznik,  New  Haven 
Delegate: 

Karen  Slater,  West  Hartford 
Student  members  of  CSMS/AMA  number  122. 

Delegates  from  the  new  sections  participated  in 
our  annual  meeting  and  we  look  forward  to  their 
further  participation  and  contributions. 

7.  Medical  Staffs 

The  AMA  has  developed  a plan  to  develop  a spe- 
cial section  of  the  House  of  Delegates  for  represen- 
tation of  hospital  medical  staffs  such  as  exist  for 
students,  residents  and  medical  schools.  The  Coun- 
cil recommends  that  the  House  of  Delegates  sup- 
ports this  concept.  (Appendix  Item  No.  7) 

8.  Committee  on  Statewide  Medical  Planning 

At  the  September  2 Council  meeting.  Dr.  Jerome 
Freedman,  Chairman  of  the  SWMP,  joined  the 
Council  to  supplement  the  progress  report  on  Peer 
Review  in  Connecticut  and  the  pertinent  reports  of 
the  AMA  Council  on  Medical  Services.  Dr.  Freed- 
man outlined  the  Connecticut  Hospital  Association 
proposal  for  a statewide  utilization  review  program. 
The  Council  accepted  the  report  and  recommended 


that  the  committee  continue  negotiations  with  the 
CHA  to  construct  a final  proposal.  At  the  Council  ! 
meeting  in  October,  Dr.  Freedman  presented  the 
revised  draft  of  “A  Proposal  For  A Statewide  Util- 
ization Review  Program.”  The  Council  authorized 
the  committee  to  proceed  with  the  initial  stages  of 
implementation  and  appointed  two  physicians, 
Drs.  Andrew  Canzonetti  and  William  Whalen,  to 
represent  CSMS  on  the  interim  steering 
committee. 

The  Council  also  charged  the  committee  on 
Statewide  Medical  Planning  to  consider  and  devel- 
op an  alternative  proposal  based  upon  the  PSRO 
model  with  CSMS  as  the  sponsoring  agency. 

9,  1983  Budget 

Attached  to  this  report  as  Appendix  Item  No.  9 
is  the  Budget  for  1983  as  prepared  by  the  Fiscal 
Subcommittee  and  approved  by  the  Council.  After 
analyses,  the  Council  approved  the  budget  as  sub- 
mitted together  with  the  annual  dues  of  $150.  The 
Council  recommends  to  the  House  that  the  budget 
for  1983  be  approved  as  submitted  and  that  the 
membership  dues  be  continued  at  $ 1 50.  ( Appendix 
Item  No.  9) 

10.  Joint  Commission  on  the  Accreditation  of 
Hospitals  (JCAH) 

At  the  Council  meeting  on  September  2,  the 
Council  approved  of  the  following  statement  and 
voted  to  direct  it  to  the  JCAH  and  also  that  this 
action  be  reported  to  the  CSMS  HOD  by  the 
Chairman.  Following  is  the  approved  statement: 
“Many  non- physician  groups  are  eager  to  practice 
medicine  without  a medical  degree.  Psychologists, 
pharmacists,  social  workers,  midwives  and  nurses 
are  important  and  do  important  work.  However, 
the  primary  responsibility  for  care  for  patients  in 
hospitals  is  a medical  responsibility  that  should  be 
fulfilled  only  by  medical  doctors.  Therefore,  only 
medical  doctors  should  be  members  of  hospital 
medical  staffs.” 

11.  Conclusion 

As  indicated  in  the  opening  paragraph,  only  mat- 
ters that  are  thought  to  be  of  major  importance  have 
been  included  in  this  report.  The  members  of  the 
House  are  urged  to  review  the  minutes  of  the  meet- 
ing held  since  the  Annual  Meeting  of  the  House  of 
Delegates  and  the  Chairman  of  the  Council  will  be 
very  happy  to  answer  questions  about  any  items  in 
this  report,  or  about  any  items  recorded  in  the 
minutes  of  the  last  three  meetings  of  the  Council. 

At  this  time  the  Chairman  would  like  to  express 
his  sincere  appreciation  and  thanks  to  all  members 
of  the  Council  and  Staff  whose  cooperation  and 
assistance  have  been  invaluable. 
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CSMS  Award  Presentations  House  of  Delegates 

Semi-Annual  Meeting 

November  18,  1982 


Gioacchino  S.  Parrella,  M.  D.,  Milford, 
President  of  CSMS,  (left-right),  presents 
a silver  bowl  to  Louis  C.  Backhus,  M. 
D.,  Waterbury,  for  his  many  years  of 
distinguished  service  as  a CSMS  officer. 
Also  receiving  awards  for  their  service  to 
the  Society  and  to  their  counties  as 
CSMS  Councilors  are  Victor  G.  Sonnen, 
M.  D.,  Enfield,  Tolland  County  Medi- 
cal Association,  T.  Peter  Jameson,  M. 
D.,  Danbury,  Fairfield  County  Medical 
Association. 


Yale  Inn,  Meriden 


Gioacchino  S.  Parrella,  M.  D.,  Milford, 
President  of  CSMS,  (left-right),  pre- 
sents a silver  bowl  to  W.  Raymond 
James,  M.  D.,  Essex,  for  distinguished 
service  to  the  CSMS  as  a Councilor  for 
the  Middlesex  County  Medical  Associ- 
ation. Receiving  both  a silver  bowl  and 
a certificate  for  service  as  an  officer  is 
William  A.  Whalen,  Jr.,  M.  D.,  of 
Willimantic.  Dr.  Whalen  represents 
Windham  County  Medical  Association 
and  is  the  Vice-President  of  the  Society. 


Gioacchino  S.  Parrella,  M.  D.,  Milford, 
President  of  CSMS,  (left- right),  pre- 
sents certificates  of  distinguished  service 
as  CSMS  Councilors  to  Morris  J.  Seide, 
M.  D.,  Hartford,  Hartford  County  Med- 
ical Association;  Norman  A.  Zlotsky, 
M.  D.,  Rockville,  Tolland  County  Med- 
ical Association;  and  to  Jerome  K.  Freed- 
man, M.  D.,  of  New  Haven,  New  Haven 
County  Medical  Association. 
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Connecticut  State  Medical  Society 


1983  BUDGET 

The  House  of  Delegates  approved  the  1983  Budget,  as  submitted, 
and  that  the  membership  dues  for  1983  be  continued  at  $150.00. 


Income: 

Estimated  Income  from  Dues  (@  $150.00)  $615,000 
Estimate  Income  from  Journal  58,500 

Building  Income  7,600 

Interest  & Dividends  50,000 

Reimbursement,  Collection  of  AMA  Dues  3,500 
Miscellaneous  Income  1,000 

$735,600 

Budget  Allotments: 

General 

President  of  the  Society  ( Honorarium)  1 ,750 

Chairman  of  the  Council  ( Honorarium)  1 ,250 

Council  Expense  4,000 

Delegates  to  AMA  (6  Del.,  Pres.,  Pres-Elect)  23,100 
Travel  $ 8,800 

Lodging  7,300 

Per  Diem  3,000 

N.E.  Hospitality  Suite  (AMA  Mtgs)  4,000 
(Mtgs.  Chicago  & Los  Angeles)  $23,100 
Legal  Counseling  5,000 

Legislative  Counseling  15,500 

FTC  Complaint,  CSMS-NHCMA  Defense  500 
Employees’  Pension  Fund  42,000 

Trustees’  Administrators’  Fees-Pension  Fund  2,500 
Premiums  for  Employees’  Health 


Insurance  Plans 

15,500 

Reserve  for  Contingencies 

25,000 

Annual  & Semi-Annual  Meetings 
David  A.  Grendon  Memorial  Financial 

13,000 

Aid  Fund  of  CSMS 

8,000 

General  Insurance 

1,400 

Public  Information  Program 

20,000 

Committee  Allotments,  Dues,  Etc. 

17,250 

Public  Relations  450 

Council  N.E.  State 

Med.  Soc.  (Dues)  175 

Comm.  Program  Scientific 
Assembly  200 

Judicial  Committee  150 

Liaison  Comm. -Dept. 

Income  Maint.  150 

Forum  for  Medical  Affairs  (Dues)  150 
Professional  Liability  500 

Peer  Review  Systems  100 

Statewide  Medical  Planning  1,000 
Drug  Abuse  Educational 
Program  100 

Maternal  Morbidity  & Mortality  25 
Allied  Medical  Services  300 

Medical  Aspects  of  Sports  200 

Auxiliary  to  C SMS  2,500 

Miscellaneous  Committees  100 

Conn.  Adv.  Comm.  Foods,  Drugs 
Continuing  Medical  Care  & Rehab.  — 

$17,250 


$195,750 

Treasurer’s  Budget: 

Printing  & Postage 

(Coll,  of  Society  Dues)  $ 1,000 

Printing  & Postage  (Coll,  of  AMA  Dues)  800 

Certified  Accountants  (Annual  Audit)  1,500 

Computer  Services  (Financial  Reports)  675 

Investment  Counseling  (Colonial  Bank) 

Commission  Expense  (Hartford-New  Haven)  2,300 
Miscellaneous  50 


Public  Health 

200 

3)  0,JZJ 

Legislation 

8,000 

Liaison  Comm.  Pharm.  Assoc. 

250 

Executive  Office  Budget: 

Cancer  Coordinating  Committee 

300 

Personnel 

$255,797 

Mental  Health 

200 

Pension  for  Mrs.  Creighton  Barker 

(6/23/60)  3,000 

Hospital  Committee 

100 

Office  Operation: 

43,350 

Third  Party  Payments 

200 

Staff  Travel  & Misc. 

AMA-ERF  Campaign 

300 

Expenses 

$11,000 

Perinatal  Morbidity  & Mortality 

250 

Office  Supplies 

1,000 

Emergency  Medical  Services 

150 

Maintenance  of  Office 

Insurance-CSMS  Programs 

100 

Equipment 

500 

CME  Comm.  & Accreditation 

Printing  & Postage 

6,500 

Programs 

1,000 

Telephone  Tolls  & Telegrams 

1,500 

Coop.  Comm.  Med. 

CSMS  Newsletters 

10,000 

Schools  of  Conn. 

100 

Sportsmed  Publication 

4,500 
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Subscriptions 

300 

News  Clipping  Service 

450 

Addressograph  Service 

450 

Xerox  Rental 

2,800 

Automobile  Lease 

4,200 

Miscellaneous 

150 

$43,350 

Provision  for  Social  Security  Taxes 

15,182 

Provision  for  Unemployment  Taxes 

2,610 

$319,939 

Journal  Budget: 

Personnel 

$ 

43,907 

Manufacturing  Cost  & Distribution 

117,800 

Printing  $107,000 

$99,000  Journal  $107,000 

7,700  Roster  — 

Postage  & Handling 

7,800 

$7,100  Journal  $7,800 

700  Roster  — 

Reprints 

3,000 

$117,800 

Office  Operation: 

6,775 

Printing  & Postage 

3,000 

Office  Supplies 

600 

Telephone  Tolls  & Telegrams 

600 

Sales  Tax 

100 

Editorial  Board  Meetings 

200 

Editor’s  Travel  (250  mi.  radius) 

400 

Maintenance  of  Office  Equipment  350 
Subscriptions  300 

Copyrights  100 

Libel/Slander  Insurance  500 

Miscellaneous  125 

Advertising  Agency  500 

$6,775 


Provision  for  Social  Security  Taxes 

2,942 

Provision  for  Unemployment  Taxes 

905 

Building  Operation: 

Municipal  Taxes  on  Building 

$172,329 

& Equipment 

$ 

11,200 

Comprehensive  Insurance 

1,100 

Custodial  Services 

2,900 

Building  Supplies 

700 

Electricity,  Gas,  Water 

4,100 

Fuel 

3,000 

Maintenance  of  Grounds  & Snow  Removal 

1,000 

Reserve  for  Depreciation 

2,200 

Basic  Telephone  Service — All  Departments 

4,325 

Repairs  & Replacements 

1,000 

Alarm  System 

500 

$ 

32,025 

$726,368 

Anticipated  Income  over  Expense — $9,232 


NOTICE  TO  CONTRIBUTORS 

Members  of  The  Connecticut  State  Medical  Society  reading  papers  before  other 
organizations  are  requested  to  submit  their  papers  to  the  JOURNAL  for 
consideration  by  the  Board  of  Editors  for  publication.  Authors  preparing 
manuscripts  for  submission  to  Connecticut  Medicine  should  consult  INFORMA- 
TION FOR  AUTHORS.  This  material  may  be  obtained  from  the  Journal  office. 
Adherence  to  the  instructions  will  prevent  delays  both  in  acceptance  and  in 
publication. 

Please  send  them  to:  J.  Alfred  Fabro,  M.D.,  Editor 

Connecticut  Medicine 
160  St.  Ronan  Street 
New  Haven,  Connecticut  06511 
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PHYSICIAN  PLACEMENT  SERVICE 

The  Society  maintains  the  Physician  Placement  Service  as  a service  to  the  medical  profession  in  Connecticut. 
Opportunities  for  physicians  to  locate  in  Connecticut  will  be  published  as  space  permits  and  will  be  distributed 
to  physicians  making  inquiries  of  such  opportunities.  Information  should  be  sent  to  160  St  Ronan  St.,  New 
Haven,  CT  06511  (203-865-0587). 

Physicians  wishing  to  establish  practice  in  Connecticut  are  invited  to  submit  a resume  to  be  kept  on  file  with 
the  Society.  An  announcement  of  a physician’s  availability  will  be  published  in  two  issues  of  Connecticut 
Medicine  as  space  permits. 


OPPORTUNITIES  FOR  PRACTICE 

(If  no  name  is  listed,  contact  the  Physician  Placement  Service  for 
more  details.) 

Pediatrics  and  Family  Practice  openings  in  multi-specialty  group  in 
beautiful  rural  Connecticut.  Outstanding  living  and  recreational 
area.  Salary  followed  by  partnership.  Send  CV  toCSMS.  MISC/SC. 

INSTITUTIONAL  MEDICINE 

Wanted:  Physicians  to  work  part  time  in  clinic  in  New  Haven  area 
(evenings  or  weekends).  Send  c.v.  and  availability  to  CSMS, 
IN  ST/C  RR. 

INTERNAL  MEDICINE 

INTERNIST.  Immediate  opportunity.  Primary  care.  Solo  practice 
in  central  Connecticut  suburban  setting.  Rapidly  expanding  com- 
munity. UConn  and  Yale  medical  centers  easily  accessible.  Excel- 
lent community  hospital  with  a wide  range  of  ancillary  services. 
Medical  Staff  of  F amily/General  Practitioners  and  most  specialties. 
Financial  assistance  available.  Write  Director,  Bradley  Memorial 
Hospital.  Meriden  Avenue,  Southington,  CT  06489. 

OPHTHALMOLOGY 

Seeking  ophthalmologist  to  practice  within  an  independent  solo 
practioner  multi-specialty  group.  Excellent  practice  opportunity  in 
suburban  Hartford.  Potential  for  providing  equipment  as  part  of 
rental  agreement.  Please  write:  CSMS,  OPHTH/CSP. 

ORTHOPEDIC  SURGERY 

Well  established  Board-certified  Orthopedic  Surgeon  in  Waterbury, 
Connecticut,  seeking  associate.  Attractive  practice.  Excellent  oppor- 
tunity. Send  resume  to  CSMS,  ORTHO/VT. 

WANTED  ORTHOPEDIC  SURGEON.  Young  board-qualified 
orthopedic  surgeon  to  share  office  with  senior  orthopedic  surgeon 
who  no  longer  operates.  Will  get  all  surgical  referrals  along  with 
prospect  of  taking  over  thriving  office  practice,  pending  future 
retirement.  New  Haven  area.  Reply  CSMS,  NS/ORTHO. 

OTOLARYNGOLOGY 

Seeking  qualified  ENT  specialist  to  share  expenses  in  my  well 
established  and  furnished  office  in  central  Connecticut.  Surgery  will 
be  referred.  A later  opportunity  for  a buy  out  of  this  office  in  a highly 
desirable  and  progressive  area.  Reply  CSMS.  OTO/LC. 

PSYCHIATRY 

Urban  State  Hospital  in  Hartford,  Connecticut  has  need  for  part  and 
full  time  Psychiatrists.  35  hour  work  week.  JCAH  Accredited 
Institution.  Civil  Service  Benefits.  Excellent  school  and  cultural 
activities  located  nearby.  Salary  to  $52,452.00.  additional  income 
available.  Contact,  Stephen  A.  Glass,  Administrative  Director,  Blue 
Hills  Hospital,  5 1 Coventry  Street,  Hartford,  CT  061  1 2.  (203)  566- 
4405. 

Mental  Health  Chief  of  Professional  Services.  JCAH  Accredited 
Mental  Health  Institution  has  need  for  full-time  Clinician  trained  in 
Psychiatry  with  knowledge  and  experience  in  Substance  Abuse. 
Board  Certification  necessary.  Responsible  for  directing  all  Clinical 
Services  and  training.  Publication  assistance  available;  excellent 
benefits;  salary  to  $61,000.  Contact:  Stephen  A.  Glass,  Adminis- 
trative Director,  Blue  Hills  Hospital,  51  Coventry  Street,  Hartford, 
CT  06112.  (203)  566-4405. 


PHYSICIANS  WISHING  TO  LOCA  TE  IN  CONNECTICUT 
ANESTHESIOLOGY 

90  day  notice.  Presently  in  practice.  Age:  39.  AB  elig.  MD, 
University  of  San  Simon;  Int.,  Indiana  University  Hospital;  Res., 
Conemaugh  Valley  Hospital,  PA;  Fellowship,  Hospital  de  Clinicas, 
Uraquay.  Prefers  solo  type  practice  in  small  to  medium  size 
community.  Write:  Alvaro  N.  Paz,  M.D.,  51 1 West  Ave.,  Emporia, 

VA  23847. 

Presently.  Age  29.  FLEX.  AB  elig.  MD,  Creighton,  Omaha,  NE; 

Int.,  Medical  College  of  Georgia,  Augusta;  Res.,  Baylor  College  of 
Medicine,  Houston,  TX.  Prefers  solo,  group  or  assoc,  type  practice 
in  medium  to  large  size  community.  Write:  Bert  Guajardo,  M.D., 
7907  Belle  Park  Dr..  Houston,  TX  77072. 

EMERGENCY  MEDICINE 

June  '82.  Age  35.  Nat'l  bds.  AB  cert.  MD.,  University  of  Virginia; 

Int.  and  Res.,  University  of  Kentucky  and  full-time  ER  physician, 
Lynchburg  General  Hospital.  Currently  Medical  Director  of  a 
regional  EMS  system.  Now  interested  in  ER  practice  in  New 
England.  Write:  Robert  E.  Kenyon,  Jr.,  M.D.,  Rt.  5,  Sunset  Drive, 
Amherst,  VA  24521 . 

July  '83.  Age:  30.  FLEX.  AB  elig.  MD,  Rush  Medical  College, 
Chicago;  Int..  Northwestern  University,  Chicago;  Res..  Johns 
Hopkins  Hospital.  Baltimore.  Would  like  to  work  as  an  attending 
physician  in  an  active  Emergency  Room.  Has  a Masters  of  Public 
Health  from  University  of  Illinois.  Write:  Janne  Noel  Breadon, 
M.D.,  807,  550  N.  Broadway,  Baltimore.  MD  21205. 

FAMILY  PRACTICE 

Variable.  Age  36.  Presently  in  Practice.  Nat'l  bds.  AB  cert.  MD, 
Kansas  City  College  of  Osteopathic  Medicine;  Int.,  Doctors’ 
Hospital,  Columbus,  OH.  Desires  to  relocate  and  buy  a viable 
general  practice.  Would  not  completely  rule  out  a partnership. 
Contact,  Ralph  W.  Newman,  D.O.,  3121  Griggsview  Court, 
Columbus,  OH  43220. 

INSTITUTIONAL  MEDICINE 

MEDICAL  MICROBIOLOGY.  Jan.  '83.  Licensed  in  Connecticut. 

AB  cert.  MD,  Saigon  University,  Saigon,  Vietnam;  Int.,  Saskatoon 
City  Hospital,  Canada;  Res.,  Montreal  General  Hospital,  Royal 
Victoria  Hospital,  Canada  and  Johns  Hopkins  University  (Doctor  of 
Public  Health).  Would  like  to  work  in  a Hospital  full  or  part  time. 
Also  available  as  staff  physician  for  veneral  diseases  clinic  or 
consultant  in  tropical  medicine.  Write:  CSMS,  GTT/INST. 

INTERNAL  MEDICINE 

GASTROENTEROLOGY.  June  '83.  Age:  3 1 . Nat’l  bds.  AB  cert. 
MD,  University  of  Miami;  Int.,  Res.  and  Fellowship,  University  of 
Utah  Medical  Center.  Prefers  solo,  group  or  associate  type  practice 
in  a medium  size  community.  Training  in  esophageal  sclerotherapy, 
laser  phototherapy  and  endoscopic  papillomoy.  Write:  Louis  D.  ' 
May,  M.D.,  2122  Kensington  Ave..  Salt  Lake  City,  UT  84108. 

July  '83.  Age:  28.  Nat’l  bds.  MD,  University  of  Connecticut;  Int. 
and  Res.,  Coney  Island  Jewish  Hillside  Medical  Center,  NY.  Prefers 
group  or  associate  type  practice.  Is  especially  interested  in  the 
greater  Hartford  area  but  will  consider  other  areas.  Write:  Jonathan 
Mohrer,  M.D.,  104-60  Queens  Blvd.,  Apt.  1 1 A,  Forest  Hills,  NY 
11375. 

Negotiable.  Presently  in  practice.  Age:  33.  Licensed  in  Connecticut. 
Nat'l  bds.  AB  cert.  MD,  Albert  Einstein;  Int.,  Montefiore  Hospital, 
Pittsburgh.  Prefers  solo,  group  or  associate  type  practice  in  a medium 
size  community.  Write:  CSMS,  RWS/IM. 
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INTERNAL  MEDICINE— Continued 

Dec.  ’82.  Age:  33.  Presently  in  practice.  Nat’l  bds.  AB  cert.  MD, 
Medical  College  of  Pennsylvania;  Int.  and  Res.,  University  of 
Oregon  Health  Science  Center.  Interested  in  group  practice  in  HMO 
type  of  organization.  Valerie  A.  I’Anson,  M.D.,  414  E.  28th  St., 
Vancouver,  WA  98663.  Phone:  (206)  696-4061  (work)  or 694- 1406 
(home). 

HEMATOLOGY.  July  '83.  Licensed  in  Connecticut.  Age:  29. 
Nat’l  bds.  AB  cert.  MD,  University  of  Kansas;  Int.  and  Res., 
Bridgeport  Hospital;  Fellowship,  Bronx,  VA  Hospital  and  Mount 
Sinai  Hospital,  NY.  Prefers  group  practice.  Write:  Robert  J. 
Bemasek,  M.D.,  4 Newtown  Tpk.,  Westport,  CT  06880. 

PULMONARY  MEDICINE.  July  '83.  Licensed  in  Connecticut. 
Age:  33.  AB  cert.  MD,  Chonnam  University  Medical  School;  Int., 
Brookdale  Hospital,  Brooklyn,  NY;  Res.,  Lutheran  Medical  Center 
and  Wayne  State  University  Hospital,  Detroit,  MI.  Interested  in 
solo,  group,  associate  or  institutional  type  practice  in  a medium  to 
large  size  community.  Write:  Young  J.  Ko,  M.D.,  2927  Dorchester, 
Apt.  206,  Troy,  MI  48084. 

GASTROENTEROLOGY.  July  ’83.  Age:  29.  Nat’l  bds.  AB  elig. 
MD,  McGill  University;  Int.,  Jewish  General  Hospital,  Montreal; 
Res.,  Albert  Einstein,  Philadelphia  and  Montreal  General  Hospital; 
Fellowship,  McGill  University  Hospitals.  Prefers  group,  associate 
or  institutional  type  practice  in  medium  to  large  size  community. 
Write:  Leonard  Luterman,  M.D.,  5740  Cavendish  Blvd.,  #1308, 
Montreal,  Quebec,  Canada  H4W2T8. 

July  ’83.  Age:  28.  Nat’l  bds.  AB  elig.  MD,  Columbia  University;  Int. 
and  Res.,  Rhode  Island  Hospital.  Interested  in  a general  adult 
Internal  Medicine  practice  preferably  joining  a group  of  physicians 
with  similar  interest  in  the  greater  Hartford  area.  Write:  Paul  A. 
Dolinshy,  M.D.,  22  Sargent  Ave.,  Providence,  RI  02906. 
CARDIOLOGY.  July  '83.  Age:  29.  Nat'l  bds.  AB  cert.  MD, 
Georgetown  University,  Washington,  DC;  Int.  and  Res.,  Albany 
Medical  Center,  NY;  Fellowship,  Strong  Memorial  Hospital,  NY 
and  New  England  Deaconess  Hospital,  Boston.  Prefers  group, 
associate  or  institutional  type  practice  in  medium  to  large  size 
community.  Write:  Andrij  Ostap  Baran,  M.D.,  6211  Stearns  Hill 
Rd..  Waltham,  MA  02154. 

CARDIOLOGY.  July  '83.  Age:  31.  Nat’l  bds.  AB  cert.  MD,  NYU 
School  of  Medicine;  Int.,  Res.  and  Fellowship,  State  University  of 
NY,  Upstate  Medical  Center.  Prefers  solo,  group,  associate  and 
institutional  type  practice.  HMO  will  be  considered.  Write:  Jared  M. 
Insel,  M.D.,  414  Fellows  Ave.,  Syracuse,  NY  13210. 

Nov.  ’82.  Age  30.  FLEX.  AB  elig.  MD.  Smt.  N.H.L.  Municipal 
Medical  College,  India;  Int.  and  Res.,  Charity  Hospital,  L.S.U. 
Medical  Center  and  Brigham/Brockton  V. A./ Waltham  Hospitals. 
Prefers  group  or  institutional  type  practice.  Write:  P.O.  Box  236, 
Waterford,  CT  06389. 

NEPHROLOGY.  July  '83.  Age  29.  Nat’l  bds.  AB  cert.  MD, 
Washington  University,  St.  Louis;  Int.  and  Res.,  University  of 
Minnesota  Hospitals;  Fellowship,  University  of  Pennsylvania.  Pre- 
fers group,  assoc,  or  institutional  type  practice.  Write:  Carl  S. 
Goldstein,  M.D.,  860  Gates  Pavilion/3400  Spruce  St.,  Philadelphia, 
PA  19104. 

RHEUMATOLOGY.  July  ’83.  Age  30.  Nat’l  bds.  AB  cert.  MD, 
Harvard  University;  Int.,  Res.  and  Fellowship,  Brigham  and 
Women’s  Hospital.  Prefers  group  practice.  Write:  David  L.  George, 
M.D.,  76  Saint  Paul  St.,  #6,  Brookline,  MA  02146. 

Jan.  ’83.  Age  33.  Nat’l  bds.  AB  cert.  MD,  University  of  Virginia;  Int. 
and  Res.,  St.  Luke’s  Hospital  Center,  NY.  Seeking  part-time 
employment  for  16-20  hrs/wk.  in  a salaried  position,  preferably  an 
out-patient  or  industrial  clinic.  Must  be  within  Vi  hr.  commuting 
distance  of  West  Hartford.  Write:  CSMS,  IM/MBK. 

Immediately  available.  Presently  in  practice.  Age  30.  Nat’l  bds.  AB 
elig.  MD,  University  of  Minnesota  Medical  School;  Int.  and  Res., 
St.  Paul-Ramsey  Medical  Center,  University  of  Minnesota  affiliated 
Hospitals.  Prefers  group,  assoc.,  institutional  and  industrial  type  of 
practice.  Write:  Jeffrey  E.  Sudeith,  M.D.,  545  W.  Sandhurst  Dr., 
#302,  St.  Paul,  MN  55113. 


OBSTETRICS  & GYNECOLOGY 
July  ’83.  Age  28.  Nat’l  bds.  AB  elig.  MD,  Avt.  Univ.,  Guadalajara; 
Int.,  NY  medical  college;  Res.,  Mt.  Zion  Hospital,  San  Francisco 
and  Downstate  Medical  Center.  Prefers  group,  assoc,  or  institu- 
tional type  practice  in  a medium  to  large  size  community.  Write: 
Arthur  Brantz,  M.D.,  1828  Broadway,  San  Francisco,  CA  94109. 

July  ’83.  Age  29.  Nat’l  bds.  AB  elig.  MD,  New  York  Medical 
College;  Int.  and  Res.,  Nassau  County  Medical  Center.  Desires 
group  or  institutional  type  practice  within  traveling  distance  to  Man- 
hattan, Westchester  and/or  Queens.  Write  Francine  A.  Guzman, 
M.D.,  132-17  58th  Rd.,  Flushing,  NY  1 1355. 

July  ’83.  Age  29.  Nat'l  bds.  AB  elig.  MD,  Boston  University;  Int. 
and  Res.,  Long  Island  Jewish  Hospital;  Fellowship,  Thomas  Jeffer- 
son Medical  College.  Interested  primarily  in  Reproductive  Endo- 
crinology with  solo,  group  or  institutional  type  practice  in  a large 
community.  Write,  CSMS,  PRL/OB-GYN. 

ORTHOPEDICS 

HAND  SURGERY.  April  '83.  Age  31.  Nat’l  bds.  AB  elig.  MD, 
Albany  Medical  College;  Int.  and  Res.,  Albany  Medical  Center; 
Fellowship,  Johns  Hopkins  Hospital  and  University  of  California, 
San  Francisco,  CA.  Desires  solo  practice  of  100,000  population  or 
more.  Write,  D.  Dennis  Faludi,  M.D.,  6947-A  Greary  Blvd.,  San 
Francisco,  CA  94121. 

PATHOLOGY 

Immediately  available.  Age  33.  FLEX.  AB  elig.  MD,  DR.S.N. 
Medical  College,  India;  Int.,  Mahatma  Gandhi  Hospital,  India; 
Res.,  Miami  Valley  Hospital,  Dayton,  OH.  Desires  full  time 
position  as  soon  as  possible.  Location  and  salary  are  no  consider- 
ation. Write:  Pushpa  Gupta,  M.D.,  1005  Thorndale  Dr.,  Dayton, 
OH  45429. 

PSYCHIATRY 

Negotiable.  Age  41.  Licensed  in  Connecticut.  Presently  in  practice. 
FLEX.  AB  elig.  MD,  Kakatiya  Medical  College,  Warangal,  A.P., 
India;  Int.,  Rotatory-India  and  Internal  Medicine-England;  Res., 
Internal  Medicine-India  and  Psychiatry-England;  Fellowship,  Nor- 
wich Hospital.  Prefers  group,  assoc.,  institutional,  industrial  or 
consultation  (part-time).  Write:  Ahmed  N.  Syed,  M.D.,  P-7  Village 
Green,  3930  Broad  River  Rd.,  Columbia,  SC  29210. 

RADIOLOGY 

Presently.  Age  46.  Presently  in  practice.  AB  cert.  MD,  University  of 
Texas  Southwestern;  Int.,  University  of  Colorado  Medical  Center; 
Res.,  Baylor  University  Medical  Center.  Will  consider  any  size 
community  and  any  type  or  practice.  Write:  Arthur  Mitchell  Gay, 
M.D.,  1515  Nuuanu  Ave.,  #10,  Honolulu,  HI  96817. 

REHABILITATION  MEDICINE 

March  ’83.  Licensed  in  Connecticut.  Presently  in  practice.  Age:  48. 
AB  elig.  MD,  Medical  School  of  Saigon,  University  of  South 
Vietnam;  Int.  and  Res.,  Lutheran  Hospital  of  Maryland,  Baltimore, 
MD  and  University  Hospital  of  Saskatchewan,  Canada.  Prefers 
group,  associate,  institutional  or  industrial  type  practice.  Special 
interest  in  Sports  Medicine.  Write:  CSMS.  OTN/PHYS.M. 

SURGERY 

GENERAL.  July  '83.  Age:  32.  AB  elig.  MD,  University  of 
Pennsylvania;  Int.  and  Res.,  Hospital  of  University  of  Pennsylvania. 
Philadelphia.  Would  prefer  a group  practice  doing  general  and 
vascular  surgery.  Also  has  some  thoracic  training.  Write:  James  P. 
Gadzik,  M.D.,  414  Country  Lane,  Narberth,  PA  19072. 

GENERAL.  Aug.  '83.  Age  3 1 . AB  cert.  MD.  Alexandria  School  of 
Medicine,  Egypt;  Int.  and  Res.,  Hurley  Medical  Center,  Flint  MI; 
Fellowship,  University  of  Texas  (Surgical  Oncology).  Prefers  solo, 
group,  assoc,  or  institutional  type  practice  in  a medium  to  large  size 
community.  Write:  Raouf  A.  Mikhail.  M.D..  7202  Selma  St.,  #2. 
Houston,  TX  77030. 
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NEW  YORK  FERTILITY 
RESEARCH  FOUNDATION,  INC. 

For  the  Investigation  of  Problems  of 
Human  Infertility 

The  Foundation  provides  a complete  diag- 
nostic and  consultation  service  for  infertile 
couples.  Investigations  are  conducted  bv  well- 
known  specialists  in  conjunction  with  consul- 
tants in  the  various  fields  of  medicine  related 
to  infertility. 

The  Foundation  is  supported  by  an  in-house 
modern  laboratory  equipped  to  do  most  tests 
required  for  diagnosis  and  treatment.  Litera- 
ture on  request. 

1430  Second  Avenue,  New  York,  N.Y.  10021 
Phone:  744-5500 


CLASSIFIED 


GROW  WITH  US  IN  THE  SUNBELT- The  INA  Healthplan 
needs  physicians  in  family  practice  and  most  specialties  in  Miami, 
Tampa,  Dallas.  Houston,  Phoenix,  Tucson  and  Los  Angeles. 
Attractive  salaries  and  comprehensive  benefits  including  profes- 
sional development,  retirement  and  profit  sharing  programs  are 
provided.  If  team  interaction  and  casual  living  interest  you,  send  a 
brief  CV  to  Medical  Administration,  INA  Healthplan,  Inc.,  7616 
LBJ  Freeway,  Suite  303,  Dallas,  Texas  75251. 


FOR  SALE:  Hamilton  examining  table.  Mint  condition.  $600.00. 
Please  contact:  Dr.  Norman  A.  Freeman,  (Avon  Professional 
Center,  20  West  Avon  Rd.,  Avon,  CT  06001).  Telephone:  673- 
5771. 


OFFICE  SPACE:  One  block  east  of  Hartford  Hospital  and  on  major 
bus  lines — 1,450  square  feet  overlooking  a treed  courtyard  with 
fountain — at  $10.50  per  square  foot  with  free  air,  heat  and  janitorial 
service — parking  available.  Call  (203)  278-6092. 


GENERAL  PRACTITIONER  wants  to  relocate  and  buy  a viable 
general  practice  in  western  Connecticut.  Reply,  Box  RWN,  Connect- 
icut Medicine. 


NEW 

MEMBERS 

FAIRFIELD  COUNTY 


Louis  J.  Cuzzone,  Norwalk 

Thomas  J.  Danyliw,  Brookfield 

Ronald  Dee,  Stamford 

Eric  B.  Einstein,  Georgetown 

Cosmo  Filiberto,  Bridgeport 

Ahmad  Fotovat,  Bridgeport 

Harold  S.  Gewirtz,  Stamford 

Ronald  I.  Gross,  Norwalk 

Claudia  B.  Gruss,  Georgetown 

John  H.  Gundy,  Danbury 

Judith  K.  Hochstadt,  Bridgeport 

Craig  L.  Hensle,  Darien 

Edward  M.  Hughes,  Ridgefield 

Maryellen  Humes,  Norwalk 

Alexander  E.  Isgut,  Newtown 

Robert  M.  Jarrett,  Danbury 

Joel  Kabak,  Norwalk 

Frederick  I.  Kalishman,  Norwalk 

Marilyn  J.  Kessler,  Stamford 

Madeline  Klein,  Danbury 

Susan  A.  Kline,  Fairfield 

Robert  A.  Kloss,  Danbury 

Amarjit  Lamba,  Weston 

Joel  I.  Levine,  Greenwich 

Laszlo  J.  Lorincz,  Fairfield 

Nina  Mazur,  Bridgeport 

John  J.  McGrade,  Brookfield 

Adil  D.  Mulla,  Danbury 

Kenneth  L.  Osnoss,  Danbury 

Jose  R.  Pacheco,  Bridgeport 

Alfred  J.  Padilla,  Greenwich 

Kenneth  J.  Pellegrino,  Brookfield 

Jane  V.  Petroff,  Danbury 

Alan  M.  Radin,  Wilton 

Gustavo  Reynoso,  Norwalk 

Stuart  L.  Roberts,  Danbury 

Rolando  G.  Ruiz,  Danbury 

Azzam  M.  Salem,  Danbury 

Seth  B.  Sherman,  Westport 

Igal  Staw,  Norwalk 

Wolfgang  D.  Steinmann,  Stamford 

Herbert  C.  Stoloff,  Brookfield 

Rose  M.  Tamura,  Danbury 

Lawrence  Wah-Chan  Tom,  Danbury 

Jeffrey  H.  Weinberger,  Old  Greenwich 

Jaemes  M.  Wilkens,  Danbury 

LITCHFIELD  COUNTY 


Laurie  J.  Franklin,  Goshen 
Jock  D.  Lawrason,  Woodbury 
Evan  P.  Provisor,  Sharon 
P.  Brian  Stewart,  Ridgefield 

MIDDLESEX  COUNTY 

William  A.  Longo  Middletown 
Matthew  J.  Raider,  Middletown 
David  Renison,  Rocky  Hill 
Kenneth  Spiegelman,  Middletown 
Ronni  G.  Stein,  Portland 
Elaine  E.  Yordan,  Cromwell 
Matthew  Zukowski  Middletown 

NEW  LONDON  COUNTY 


Michael  E.  Blefeld,  Mystic 
Jesus  A.  Datu,  Ledyarci 
William  O.  Gulley,  Norwich 
David  L.  Schoon,  Norwich 
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Excision  of  Pheochromocytoma  Under 
Isoflurane  Anesthesia 

A Case  Report 

IRA  A.  L.  MICHAELS,  M.  D.,  PH.  D.,  MASAYUKI  SUZUKAWA,  M.  D., 
LUKE  M.  KITAHATA,  M.  D.,  PH.  D.  AND  CHARLES  J.  KOPRIVA,  M.  D. 


ABSTRACT — We  recently  anesthetized  a pa- 
tient for  excision  of  pheochromocytoma  with  Iso- 
flurane. Hemodynamic  measurements  and  cate- 
cholamine levels  were  measured.  The  patient  exhib- 
ited a stable  operative  and  postoperative  course. 
Based  upon  this  case  and  other  cases  we  have 
observed,  we  believe  isoflurane  is  a desirable  anes- 
thetic for  patients  with  pheochromocytoma. 

A 38-year-old,  60  kg  white  female  was  admitted  for 
excision  of  a left  pheochromocytoma,  exploration  of 
right  adrenal,  cholecystectomy,  and  excision  of  a neck 
mass.  At  age  22,  she  had  a subtotal  thyroidectomy  for 
papillary  carcinoma.  After  medullary  thyroid  carcin- 
oma was  diagnosed  in  a sibling,  the  slides  were  reread 
as  medullary  carcinoma.  Subsequent  work-up  revealed 
elevated  metanephrines  and  vanilmandelic  acid.  An 
intravenous  pyelogram  showed  a 6 cm  suprarenal 
mass.  She  was  otherwise  asymptomatic. 

Admission  BP  was  120/75,  pulse  70.  Physical 
examination  was  remarkable  for  a 1/2  cm  nodule 
above  her  thyroidectomy  scar.  Her  hematocrit  was  4 1 . 
All  admission  laboratory  results  were  normal. 

She  was  premedicated  with  6 mg  morphine  sulfate 
and  0.4  mg  scopolamine  IM  90  minutes  prior  to 
operation.  On  arrival  in  the  operating  room  a right 
radial  arterial  line  was  placed.  200  mg  of  thiopental 
was  given,  and  the  patient  was  ventilated  by  mask  with 
nitrous  oxide,  oxygen  and  isoflurane  1 % for  1 0 minutes. 
5 mg  Pancuronium  was  given  to  facilitate  orotracheal 
intubation.  Anesthesia  was  maintained  with  60%  ni- 
trous oxide  in  oxygen  and  isoflurane  between  .7  and 


IRA  A.  L.  MICHAELS,  M.D.,  PH.  D.,  Assistant  Professor; 
MASAYUKI  SUZUKAWA.  M.D.,  Resident;  LUKE  M.  KITA- 
HATA, M.D.,  PH.D.;  Professor,  CHARLES  J.  KOPRIVA,  M.D., 
Professor,  all  the  department  of  Anesthesiology,  Yale  University 
School  Of  Medicine. 


2%.  Additional  pancuronium  was  given  to  maintain 
relaxation  during  the  procedure,  and  ventilation  was 
controlled.  A Swan-Ganz  catheter  was  passed  via  the 
right  internal  jugular  vein.  Blood  pressure  varied  be- 
tween 100  and  200;  pulse  between  80  and  130  and 
PAD  between  5 and  15.  Hemodynamic  profiles  and 
catecholamine  levels  were  drawn  prior  to  induction, 
during  tumor  manipulation,  after  tumor  removal,  prior 
to  extubation,  and  postoperatively.  Data  are  in  Table 
1.  The  patient  had  unifocal  PVC's  during  induction 
that  resolved  after  IV  lidocaine  and  increased  pul- 
monary ventilation.  She  had  a recurrence  of  unifocal 
PVC’s  during  the  first  episode  of  left  tumor  manipula- 
tion. At  that  time  her  systolic  BP  was  200.  These 
resolved  with  70  mg  lidocaine  and  a sodium  nitroprus- 
side  infusion.  During  further  manipulations,  there  was 
no  ectopy.  During  manipulation  of  the  right  adrenal 
tumor,  systolic  BP  again  rose  to  200,  but  there  was  no 
ectopy.  The  patient  underwent  excision  of  left  and  right 
pheochromocytoma,  cholecystectomy  and  excision  of 
neck  mass.  She  tolerated  the  procedure  well  and  was 
extubated  in  the  operating  room.  She  was  transferred  to 
the  Surgical  Intensive  Care  Unit.  Her  postoperative 
blood  pressure  remained  100-140  torr  without  anti- 
hypertensives. Arterial  blood  gases  were  good  on  40% 
cold  steam  mask.  She  developed  unifocal  PVC’s  with 
one  episode  of  ventricular  tachycardia  10  hours  post- 
operatively. She  had  no  hemodynamic  compromise 
and  was  started  on  lidocaine  and  then  bretylium. 
Despite  medical  therapy  and  good  position  of  the 
Swan-Ganz  catheter  on  chest  roentgenogram,  ectopy 
continued.  After  the  Swan-Ganz  catheter  was  removed, 
ectopy  ceased.  Her  recovery  was  otherwise  uneventful. 

Discussion 

The  anesthetic  management  of  patients  with  pheo- 
chromocytoma is  always  challenging.  The  patient  may 
exhibit  large  changes  in  blood  pressure  and  a signi- 
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Table  1 

HEMODYNAMIC  VARIABLES  AND  CATECHOLAMINE  LEVELS 


SBP  HR  PCWP  Cl  LVSWI  SVR  NE E 


Baseline 

140 

69 

9 

Post-intubation 

160 

110 

6 

Post-incision 

118 

101 

8 

Manipulation  left 

187 

90 

6 

Manipulation  left 

188 

100 

6 

15'post  removal  left 

128 

88 

12 

Manipulation  right 

203 

97 

15 

15’  post  removal  right 

97 

80 

9 

Pre-extubation 

116 

103 

9 

Post-operative 

150 

130 

10 

SBP  = Systolic  Blood  Pressure 

HR  = Heart  Rate 

PCWP  = Mean  Pulmonary  Capillary  Wedge  Pressure 

Cl  = Cardiac  Index  (N1  =3  ±.5  L/min/m2) 


2.7 
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LVSWI  = Left  Ventricular  Stroke  Work  Index 
(N1  = 35-85  gm-m/beat/m2) 

SVR  = Systemic  Vascular  Resistance  (N1  = 22  ±4ru) 

NE  = Norepinephrine  ( N 1 273  ± 24  pgm/ml) 

E = Epinephrine  (N1  25  ± 3 pgm/ml) 


ficant  amount  of  ventricular  ectopy,  especially  during 
tumor  manipulation  and  its  associated  release  of  endo- 
genous catecholamines.  If  nitrous-narcotic  anesthesia 
is  used,  intraoperative  hypertension  is  common.  Halo- 
thane  sensitizes  the  myocardium  to  catecholamines,1 
and  ethrane  has  been  implicated  in  possible  renal 
damage  when  associated  with  many  MAC  hours.2 
Isoflurane  is  a new  inhalation  anesthetic  that  shows 
little  arrhythmogenic  potential.  Our  patient  had  only 
two  episodes  of  unifocal  PVC's  of  short  duration 
intraoperatively  while  anesthetized  with  isoflurane. 
Both  resolved  with  small  doses  of  lidocaine(50  and  70 
mg)  despite  the  fact  that  her  epinephrine  levels  during 
this  time  were  8 and  40  times  normal,  and  her  blood 
pressure  rose  to  between  180  and  200  torr  systolic.  In 


contrast  the  postoperative  ectopy  required  extensive 
antiarrhythmic  therapy.  Little  or  no  isoflurane  anes- 
thesia was  present  at  that  time.  It  is  probable  that 
isoflurane  helped  suppress  ventricular  ectopy  during 
the  operation.  We  believe  that  isoflurane  is  a safe  and 
effective  anesthetic  agent  for  use  in  patients  with 
pheochromocytoma. 
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Health  Team  Approach  to  Blood  Pressure  Control: 

Connecticut  Prototypes 

JOAN  BASLOW-TEMPLE,  B.S.,  LINDA  LANDWIRTH,  B.A. 

AND  ADRIAN  M.  OSTFELD,  M.D. 


ABSTRACT— This  article  suggests  the  health 
team  approach  for  continued  progress  toward  effect- 
ive blood  pressure  control.  Screening  and  referral 
activities  of  the  Connecticut  High  Blood  Pressure 
Program  have  helped  reduce  the  consequences  of 
hypertensive  disease;  however,  lack  of  patient  ad- 
herence to  treatment  regimens  remains  a major 
barrier  to  optimal  outcome.  Although  treatment 
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M.  OSTFELD,  M .D.,  Anna  M R.  Lauder  Professor  of  Epidemiol- 
ogy and  Public  Health,  Yale  University  School  of  Medicine. 
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advances  have  provided  the  tools  for  controlling 
hypertension,  it  is  estimated  that  only  20-30%  of 
individuals  who  are  aware  of  their  condition  are 
under  control.* 1 

Examples  of  pilot  programs  in  Connecticut  and 
non-physician  practices  that  can  supplement  pri- 
mary physician  care  are  presented  in  order  to 
encourage  interprofessional  cooperation,  a strategy 
proposed  in  the  1 980  Report  of  the  Interdisciplinary 
Task  Force  on  Providers  Roles2  and  the  1982 
NHLBI  report  on  “Management  of  Patient  Com- 
pliance in  Treatment  of  Hypertension.”3 

*Using  140/90  criteria  for  hypertension 
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Clearly,  progress  in  control  of  high  blood  pressure 
has  been  made  in  Connecticut.  Through  the  efforts  of 
the  CHBP  program,  over  700,000  individuals  or 
approximately  1 6%  of  the  state’s  population  have  been 
screened  as  of  December  1981,  out  of  which  approxi- 
mately 98,000  had  elevated  blood  pressures.  Evidence 
of  the  success  of  the  program  can  be  seen  in  the 
dramatic  reduction  of  age-specific  mortality  rates  due 
to  hypertension- related  cardiovascular  disease  in  Con- 
necticut compared  to  national  statistics.4 

The  challenge  now  is  to  motivate  hypertensives  with 
a non-compliant  orientation  to  change  their  behaviors 
through  intervention  requiring  interprofessional  rein- 
forcement and  monitoring.  The  literature  is  inconclu- 
sive in  regard  to  the  effectiveness  of  education  or 
indeed  any  single  method  by  itself  for  improving 
compliance.  However,  there  is  evidence  that  combina- 
tions of  approaches  have  positive  cumulative  results.* 
Study  comparisons  show  success  rates  of  only  60 
percent  for  educational  strategies,  but  85  percent  for 
behavioral  strategies,  and  88  percent  for  the  combined.5 

Physician  as  ‘Team’  Leader 

Without  substantially  increasing  the  time  physicians 
normally  spend  with  each  patient,  compliance  mea- 
sures can  be  incorporated  into  office  routine.  The  use  of 
a compartmentalized  calendar  prescription  container 
can  simplify  regimens  and  alleviate  confusion  and 
misinterpretation.  Studies  also  show  that  compliance 
to  treatment  is  improved  when  patients  are  encouraged 
to  discuss  concerns  and  assume  greater  responsibility 
for  self-management.  Patients  respond  positively  when 
allowed  access  to  records,  are  trained  to  monitor  their 
own  blood  pressure  (as  an  aid  to  medication  adjust- 
ments), and  in  some  cases  given  an  opportunity  to 
witness  the  effects  of  discontinued  medication. 5 9 

As  an  alternative  to  increased  physician  inter- 
vention, several  sources  recommend  the  expanded 
involvement  of  non-physician  health  professionals  to 
reinforce,  counsel  and  monitor  hypertensive  clients. 
The  physician  then  becomes  the  leader  or  director  of  a 
health  team.  Sandra  Dougherty,  M.D.,Ph.D.,  reported 
lessons  learned  from  a Hypertension  Detection  and 
Follow-up  Program  (HDFP)  conducted  in  Michigan. 

“We  learned  how  to  utilize  the  skills  of  non- 
physician health  professionals  as  “therapists”  for 
the  stepped  care  patients.  The  therapists  were 
usually  nurses,  occasionally  physician  assistants. 
They  provided  personalized  and  yet  efficient  care 
to  each  patient.  Very  few  patients  dropped  out  of 
therapy  over  the  five-year  course  of  the  study. 
Without  doubt,  the  HDFP  therapist  system  was 
part  of  the  reason  for  the  low  drop-out  rate.” 10 


Hospital-Based  Programs 
St.  Francis  Hospital  Compliance  Study 

The  desired  results  are  being  obtained  thus  far  in  the 
St  Francis  Hospital  Hypertension  Compliance  Program 
in  Hartford.  Although  this  pilot  project  is  not  complet- 
ed, a six-month  analysis  revealed  not  only  that  90%  of 
their  clients  remained  in  the  program  and  85%  achiev- 
ed normalization,  but  private  physician  contact  increas- 
ed. Treatment  regimens  are  prescribed  by  private 
physicians,  and  patients  are  referred  back  to  them  with 
questions  concerning  side-effects  and  alternative  treat- 
ment after  being  helped  to  express  those  concerns. 

In  this  study,  participants  in  all  five  groups  receive 
counseling,  educational  material,  regular  monitoring  in 
the  hospital  and  are  offered  participation  in  support 
group  sessions.  The  control  group  receives  only  the 
stated  treatment.  A second  group  is  trained  to  take  its 
own  blood  pressure  and  graph  measurements  obtained 
by  monitoring  at  home  in  addition  to  basic  universal 
treatment.  A third  group  signs  a contract  to  comply, 
and  a fourth  is  given  dated  pill-packs.  The  fifth  group 
experiences  a combination  of  all  treatment  and  methods. 
Clients  are  randomly  assigned  to  groups. 

Dr.  Martin  Binstock,  Director  of  Educational  Pro- 
grams at  St.  F rancis  Hospital,  pointed  out  the  excellent 
resources  available  in  a hospital  setting  for  this  kind  of 
program.  Exercise  physiologists,  dietitians,  and  phar- 
macists have  conducted  discussions  with  participants. 
The  elderly  have  expressed  appreciation  for  the  pill- 
pack  which  serves  as  an  instant  reminder,  and  a high 
attendance  record  indicates  the  popularity  of  self-help 
group  intervention.  Small  groups  of  30  meet  in  a self- 
help  format  to  share  solutions  for  problems  resulting 
from  treatment,  difficulties  complying,  or  the  condition 
itself.  Long  term  results  of  this  project  are  expected  to 
indicate  the  most  effective  combination  of  measures. 
Already  demonstrated  is  that  a hospital  clinic  can 
support  the  efforts  of  the  private  physician. 

UCONN  Hypertension  Clinic 

Carl  Riotte,  Pharm.  D.,  a staff  member  in  the 
University  of  Connecticut  Health  Center's  Hyper- 
tension Clinic,  stresses  that  communication  with  prim- 
ary care  physicians  is  the  key  to  success  in  a clinical 
program.  Referrals  to  the  health  center  are  made  by 
area  physicians  who  have  been  informed  of  the  clinic’s 
individual  approach  to  patient  education.  Persons  most 
often  referred  are  those  who  have  consistently  been 
non-compliant. 

Initially,  a registered  nurse  sees  the  patient,  meas- 
ures his/her  blood  pressure,  and  takes  a five-minute 
medical  history.  The  pharmacist  then  obtains  a more 
detailed  health  profile  and  discusses  with  the  patient 
his/her  reasons  for  non-compliance  to  therapy.  Side 
effects  are  reviewed,  and  another  blood  pressure  read- 
ing is  taken.  The  clinic  physician  and  pharmacist  later 
review  the  case  together  and  jointly  decide  if  referral  to 


*A  list  of  articles  supporting  this  statement  is  available. 
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the  dietitian  is  necessary.  The  therapeutic  regimen  is 
simplified  as  much  as  possible,  and  self-monitoring  of 
blood  pressure  is  encouraged.  Attempts  are  also  made 
to  involve  family  members  in  followup.  The  goal  of  this 
cooperative  effort  is  to  thoroughly  educate  each  patient 
and  to  make  him  or  her  an  active  member  of  the 
treatment  team. 

The  Role  of  the  Community  Pharmacists 

The  community  pharmacist  has  always  been  an  ally 
of  the  prescribing  physician,  often  responding  to  clients' 
questions  about  their  medication.  The  public  tradition- 
ally turns  to  the  pharmacist  for  this  advice.  It  is  a 
natural  extension  of  that  role  to  include  blood  pressure 
monitoring,  patient  education  and  follow-up.  In  a study 
conducted  by  Henry  A.  Palmer,  Ph.D.,  Assistant 
Dean  for  Clinical  Affairs  at  the  University  of  Connec- 
ticut, a “tickler”  reminder  system  was  piloted  in  four 
pharmacies  serving  high  risk  populations  (Blacks, 
Hispanics,  and  elderly).  Twenty  patients  at  each  site, 
ten  who  had  been  on  medication  for  a year  or  more  and 
ten  newly  diagnosed  hypertensives,  had  their  blood 
pressures  measured  and  were  counseled  each  time  their 
prescriptions  were  filled.  The  prescribing  physicians 
were  informed  in  advance,  and  when  necessary,  patients 
were  encouraged  to  return  to  their  physicians  for 
medical  check-ups.  Evaluation  of  the  six-month  pro- 
ject revealed  an  average  15%  increase  in  compliance 
among  hypertensives  in  the  study  group  with  one  of  the 
four  pharmacies  reporting  a 40%  increase  in  compliance. 

The  Role  of  Dentists 

Dentists  are  in  a unique  position  to  assist  in  maxi- 
mizing compliance  rates  among  hypertensive  patients. 
While  physicians  generally  see  individuals  at  times  of 
medical  crises  or  illness,  dentists  most  often  interact 
with  persons  who  are  well  and  responsive  to  their 
concern.  In  addition,  special  education  of  dentists  on 
monitoring  techniques  is  not  required  as  patient  track- 
ing has  long  been  necessary  in  the  treatment  of  dental 
problems.  “Recall”  systems  are  firmly  in  place  and 
need  only  be  adapted  for  the  following  of  hypertensives. 

John  Shepherd,  DDS,  of  West  Hartford,  has  suc- 
cessfully integrated  high  blood  pressure  patient  educa- 
tion and  counseling  in  his  periodontal  practice.  He  and 
his  auxiliary  staff  are  trained  as  blood  pressure  moni- 
tors. Posters  and  erasable  boards  are  utilized  to  explain 
the  physiology  of  blood  pressure  and  the  effects  that 
various  factors,  such  as  high  sodium  intake,  exercise, 
and  stress  have  on  the  body.  Blood  pressure  screening 
is  routinely  performed  in  conjunction  with  the  taking  of 
a patient’s  medical  history.  If  a reading  is  recorded 
above  the  American  Heart  Association's  recommend- 
ed guidelines,  the  client  is  informed  that  the  reading 
does  not  constitute  a medical  diagnosis  but  does 
indicate  a need  for  further  evaluation  by  his/her 
physician.  A notation  of  the  blood  pressure  reading  and 
advice  given  is  then  entered  on  the  patient's  chart,  and  a 
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sticker  is  placed  in  the  upper  right  hand  corner  of  the 
folder  to  indicate  the  need  for  follow-up. 

An  increasing  number  of  Connecticut  dentists  are 
participating  in  hypertension  detection  and  referral 
programs  in  much  the  same  manner  as  is  Dr.  Shepherd. 
The  National  High  Blood  Pressure  Education  program 
predicts  that  1 0- 1 5%  of  dentists  in  a community  will  be 
willing  to  participate  in  an  organized  program,  and  the 
remainder  will  do  so  after  being  informed  of  the 
importance  of  the  project. 11  Physicians,  therefore, 
must  lead  the  way  by  contacting  dentists  in  their 
communities  and  by  providing  necessary  information 
on  the  role  that  members  of  the  dental  profession  can 
play  in  achieving  compliance  among  their  hypertensive 
clients.  A communication  network  should  be  develop- 
ed to  insure  that  the  physician  is  adequately  informed 
of  any  action  taken  by  a cooperating  dentist,  and  the 
physician  should  always  be  notified  if  any  patient  is 
found  to  be  non-compliant. 

Occupational  Health  Personnel  in  Worksite 

In  terms  of  patient  accessibility,  few  situations  offer 
the  potential  opportunity  for  medical  intervention  that 
exists  in  the  workplace.  At  Massachusetts  General 
Life  Insurance  Company,  a program  to  control  high 
blood  pressure  among  employees  was  initiated  in 
1 977.  Charles  McManus,  Director  of  Special  Projects 
at  the  firm,  says  that  in  a three-year  period,  “adherence 
to  prescribed  treatment  by  those  employees  with  high 
blood  pressure  has  risen  from  40%  to  77%.  . . . Of  that 
77%,  82%  have  their  hypertension  under  control.”12 
Followup,  referring  workers  to  physicians  or  clinics, 
monitoring  adherence  to  treatment  and  rechecking 
blood  pressures,  results  in  long  term  benefits  for  both 
the  employer  and  employee  while  the  prescribing 
physician  is  assured  that  his  or  her  hypertensive 
patients  are  receiving  continued  education  and  coun- 
seling in  a setting  which  is  convenient  and 
supportive  in  nature. 

Conclusion 

The  interprofessional  involvement  described  exempli- 
fies the  hoped  for  direction  of  Connecticut  blood 
pressure  activities.  The  majority  of  hypertensives  re- 
main non-compliant.  Achieving  behavioral  change  is  a 
difficult  process  requiring  constant  reinforcement.  Ob- 
viously, coordinating  this  health  team  approach  may 
necessitate  some  changes  in  strategy.  The  hypertensive 
client  may  be  given  more  responsibility,  particularly  as 
transmitter  of  information  given  by  several  sources  to 
the  physician  in  charge  of  his  or  her  treatment.  Systems 
of  communication  will  need  to  be  developed  between 
cooperating  professionals.  These  innovations  are  pos- 
sible in  a climate  of  trust  and  are  not  burdensome 
compared  to  dealing  with  the  consequences  of  non- 
compliance. 
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Tetracycline  Treatment  of  Dientamoeba  Fragilis 

KENNETH  R.  DARDICK,  M.  D. 


ABSTRACT — Dientamoeba  fragilis  is  a com- 
mon intestinal  parasite  which  is  occasionally  patho- 
genic. A number  of  drugs  has  been  used  to  success- 
fully treat  this  infection  including  diiodohydroxy- 
quin,  metronidazole,  tetracycline  and  carbarsone. 
Of  these  drugs  tetracycline  is  the  safest.  Although 

Dientamoeba  fragilis  is  found  worldwide.  A recent 
article  by  Spencer 1 reviews  the  literature  on  this  subject 
and  cites  numerous  studies  which  have  shown  a preva- 
lence of  1.4  to  19  percent  of  stools  positive  for  D. 
fragilis  worldwide.  One  study  documented  4.3  percent 
of  college  freshman  as  carriers  for  this  parasite.  An- 
other recent  study  from  Israel : documented  a 5 percent 
incidence  of  D.  fragilis  in  stools  examined  in  a gastro- 
enterologic  out-patient  clinic.  Another  study  which 
examined  appendices  removed  at  surgery  demonstrated 
a 1.3  percent  incidence  ofD.  fragilis. 

This  protozoan  was  first  seen  in  1 909  and  first  clearly 
described  in  191 8. 3 Its  role  as  a pathogen  has  been 
doubted.  However,  the  1979  paper  by  Spencer  and  a 
1 966  paper  by  Kean  and  Malloch 4 have  clearly  demon- 
strated the  role  of  D.  fragilis  in  intestinal  infections. 
These  authors  have  demonstrated  as  have  others  that 
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most  authoritative  sources  list  tetracycline  as  the 
second  or  third  drug  of  choice  it  should  be  the  drug 
of  first  choice  because  of  its  safety  and  efficacy.  This 
case  report  describes  a patient  in  whom  tetracycline 
was  successfully  used  to  treat  a Dientamoeba  frag- 
ilis infection. 

appropriate  therapy  will  clear  the  stool  of  D.  fragilis  and 
relieve  symptoms  as  well. 

Symptoms  associated  with  D.  fragilis  infection  in- 
clude anorexia,  fatique,  eosinophilia  and  recurrent  in- 
testional  symptoms  (lower  abdominal  pain,  flatulence, 
diarrhea,  and  constipation).  Treatment  with  a number 
of  drugs  has  been  suggested  by  the  above  authors  and 
others. 5 A list  of  these  drugs  usually  includes  diiodohy- 
droxyquin,  metronidazole,  tetracycline  and  carbarsone. 
However,  the  toxicities  of  the  first  two  drugs  may  be 
great.  Tetracycline  is  usually  listed  as  a second  or  third 
line  drug,  yet  it  is  widely  used  with  minimal  toxicity. 
The  only  substantial  contraindications  for  its  use  are  in 
children  under  the  age  of  eight,  in  whom  dental  staining 
may  occur,  and  in  pregnancy  after  the  fourth  month. 
This  paper  describes  a patient  with  a well  documented 
D.  fragilis  infection  who  was  successfully  treated  with 
tetracycline. 

Case  Report 

A thirty-five-year-old  white  male  suddenly  developed  watery  stools 
five  to  ten  times  a day.  No  blood  was  present.  There  were  no  upper 
intestinal  symptoms  and  no  fever.  He  endured  the  symptoms  for  two 
months  before  seeking  medical  care.  At  the  initial  examination  sig- 
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moidoscopy  to  20  centimeters  was  normal.  Much  watery  stool  was 
noted,  however.  Samples  were  sent  for  parasite  examination  but  were 
unsatisfactory  as  not  enough  material  was  sent.  He  was  placed  on  a 
milk-free  diet.  Symptoms  persisted  through  the  next  month  and  addi- 
tional stool  samples  were  sent  to  the  State  Health  Department  Lab- 
oratory for  parasitic  examination;  however  the  report  was  not  com- 
pleted for  four  weeks.  While  awaiting  this  report  a barium  enema  was 
done  which  was  normal.  The  stool  samples  were  then  reported  posi- 
tive for  Dientamoeba  fragilis.  Bacterial  cultures  were  negative.  The 
patient  was  seen  by  a gastroenterologist  who  treated  him  with  metro- 
nidazole for  10  days. 

Symptoms  continued  and  a lactose  tolerance  test  was  done  which 
showed  moderate  lactose  intolerance.  He  was  again  placed  on  a milk- 
free  diet.  The  symptoms  did  not  change  much  and  the  patient  simply 
endured  numerous  episodes  of  diarrhea.  He  was  next  seen  five  months 
later  at  which  time  he  had  lost  a total  of  9 kg.  Repeat  stool  samples 
were  again  positive  on  three  occasions  for  D.  fragilis.  The  patient  was 
given  another  course  of  metronidazole  for  1 0 days  with  only  minimal 
improvement.  There  was  some  weight  gain  of  about  4 kg.,  but  he 
continued  to  have  abdominal  cramping  and  from  three  to  eight  bowel 
movements  a day.  At  this  point  he  had  been  ill  for  nearly  one  year  and 
stools  were  still  positive  for  D.  fragilis.  He  was  treated  with  tetra- 
cycline 500  mg.  four  times  a day  for  10  days.  Relief  was  immediate 
and  gratifying.  He  immediately  became  constipated  and  began  to  gain 
weight.  Three  subsequent  stool  samples  over  a six  week  period  were 
negative  for  D.  fragilis,  the  first  time  in  one  year  none  was  found.  Six 
months  later  the  patient  continued  to  be  in  excellent  health  with  good 
weight  gain  and  no  further  symptoms.  No  secondary  cases  were  noted 
in  family  or  close  friends. 

Discussion 

This  case  illustrates  the  chronic  nature  of  D.  fragilis 
infections.  However,  simply  findingD.  fragilis  in  a stool 
sample  does  not  prove  pathogenicity.  Since  as  many  as 
20  percent  of  stools  may  be  positive  for  D.  fragilis  it  is 
necessary  to  perform  additional  studies  to  exclude 
other  possible  etiologies  or  intestinal  symptoms.  In 


particular,  dietary  modification,  (lactose  or  gluten  intol- 
erance) bacterial  cultures  and  upper  and  lower  intes- 
tinal x-rays  may  be  needed. 

However,  when  multiple  samples  over  a period  of 
time  are  positive  for  D.  fragilis  and  the  patient  remains 
symptomatic  it  is  reasonable  to  conclude  that  D.  fragilis 
may  be  pathogenic.  In  this  setting  a therapeutic  trial  of 
tetracycline  makes  a great  deal  of  sense.  Tetracycline  is 
inexpensive,  safe  and  familiar  to  most  physicians.  The 
other  drugs  recommended  for  D.  fragilis  infection  in- 
clude diiodohydroxyquin,  metronidazole  and  carbar- 
sone.  However,  these  drugs  have  substantial  toxicities 
and  most  physicians  are  unfamiliar  with  their  use.  They 
may  be  considered  for  refractory  cases  or  in  other 
settings  when  tetracycline  is  inappropriate.  Diiodohy- 
droxyquin may  be  the  preferred  drug  in  pregnancy  as 
carbarsone,  an  arsenical,  tetracycline  and  metroni- 
dazole may  all  be  too  toxic. 
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The  literature  in  recent  years  has  documented  the 
prevalence  of  malnutrition  among  hospitalized  pa- 
tients. 12  3 4 5 This  malnutrition  is  not  confined  to  those 
patients  who  are  admitted  to  the  hospital  with  a diag- 
nosis of  malignancy.  It  is  found  among  cardiac  con- 
ditions. morbid  obesity,  anorexia  nervosa,  serious 
medical  illnesses  as  diabetes,  chronic  renal  failure, 
cirrhosis,  patients  who  attempt  diet  fads,  and  in  other 
areas.  Many  patients  entering  the  hospital  for  an  elec- 
tive surgical  procedure  have  a degree  of  malnutrition 
sufficient  to  contribute  significantly  to  an  increased 
morbidity  and  mortality6  and  enough  to  warrant,  when 
feasible,  delay  of  the  procedure  until  some  type  of  nut- 
ritional repletion  can  take  place. 

A method  of  accurately  diagnosing  protein-calorie 
malnutrition  in  these  patients  is  necessary.  Objective 
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measurements  need  to  be  utilized,  which  can  be 
verified  under  repeated  determinations,  leading  to  a 
rational  selection  of  patients  to  receive  nutritional 
support.  These  patients  must  be  identified  on  a nutri- 
tional basis,  to  be  at  an  increased  risk  and  the  degree  of 
that  risk  before  nutritional  repletion  can  be  undertaken, 
which,  in  some  situations,  carries  a significant  risk  of  its 
own.  Also,  nutritional  repletion  leads  to  an  increase  in 
hospital  stay  and  cost. 

The  Nutritional  Assessment  has  been  designed  for 
this  purpose7  and  consists  of  a series  of  parameters 
which  reflect  somatic  and  visceral  protein  stores. 
These  parameters  have  been  shown  to  identify  the 
patient  with  protein-calorie  malnutrition,  the  level  of 
malnutrition,  and  predict  the  possible  morbidity  and 
mortality  to  which  a patient  may  be  subject.6  These 
parameters  may  be  followed  throughout  the  patients’ 
hospital  course  and,  through  repeated  determinations, 
afford  evaluation  of  the  nutritional  repletion  regimen. 

The  purpose  of  this  paper  is  to  review  the  nutritional 
status  of  a specific  group  of  patients  entering  the 
hospital  of  St.  Raphael  and  compare  them  with  other 
series.  No  attempt  is  made  at  this  time  to  correlate  the 
initial  nutritional  condition  of  these  patients  and  its 
relation  to  morbidity  or  mortality  of  their  hospital 
course,  although  the  implications,  in  other  well  docu- 
mented studies,  will  be  reviewed. 

Materials  and  Methods 

This  was  a six-month  prospective  study  which 
involved  all  patients  65  years  of  age  and  older  admitted 
to  the  private  and  ward  General  Surgical  Service  at  the 
Hospital  of  St.  Raphael  from  July  1, 1980  to  December 
31,1980. 

At  the  time  of  admission,  all  patients  underwent  a 
nutritional  assessment  which  included  the  following:  1 . 
General  studies  included  admission  diagnosis,  admis- 
sion weight,  usual  weight,  ideal  weight  and  history  of 
recent  weight  loss  or  gain,  2.  The  somatic  proteins  were 
calculated  from  the  weight/height  ratio,  triceps  skin 
fold,  mid-arm  circumference,  and  mid-arm  muscle 
circumference  figures,  3.  The  visceral  proteins  were£- 
determined  from  the  serum  albumin,  transferrin,  and 
total  lymphocyte  count,  4.  A hemoglobin  and  hema- 
tocrit were  also  determined  at  the  time  of  admission. 
Tests  of  anergy  and  nitrogen  balance  studies  were  not 
performed  in  the  study  although  it  is  well  known  that 
they  are  significant  indicators  of  morbidity  and  mortality. 

The  ideal  weight  and  weight/height  ratio  for  males 
and  females  were  taken  from  tables  which  correct  the 
1959  Metropolitan  Life  Standards  to  nude  weight  and 
height.8 

The  Triceps  Skin  Fold  (TSF)  and  Mid-Arm  Cir- 
cumference (MAC)  were  measured  in  the  manner 
recommended  by  Blackburn.9  The  Mid- Arm  Muscle 
Circumference  (MAMC)  was  calculated  in  centi- 
meters from  the  following  formula: 


MAMC  9cm)  =MAC  (cm)  - 0.314  x TSF  (mm)9’10 
They  were  compared  to  charts  provided  by  the  WHO 
from  Geneva  in  1966. 11 

The  serum  albumin  was  determined  directly  in  the 
laboratory  and  a level  of  3.5  gm/  100ml  or  greater  was 
considered  normal.  The  serum  transferrin  was  not 
determined  directly  because  the  only  means  available 
was  by  radio-immune  assay.  This  represented  a con- 
siderable cost  to  the  patient  and  was  not  felt  to  be  cost- 
effective.  The  serum  transferrin  was  therefore  calcu- 
lated using  the  total  iron-binding  capacity  (TIBC)  from 
the  following  formula: 

serum  transferrin  = (0.8  X TIBC)  - 43  10 
A level  of  200  mg/ 100  ml  or  greater  was  considered  to 
be  normal. 

The  total  lymphocyte  count  (TLC)  was  calculated 
by  multiplying  the  % of  lymphyocytes  by  the  white 
blood  count  (WBC)  and  dividing  by  100: 

TLC=  percent  lymphocytes  x WBC 
100 

and  a level  of  1500/mm3  or  greater  was  considered  to 
be  normal. 10  The  state  of  depletion  for  all  parameters, 
i.e.,  % standard,  was  calculated  by  a standard  method 
of  percentages. 

The  range  of  normals  for  hemoglobin/hematocrit 
values  were  14-17  gm  per  ml/40-50%  for  males  and 
12-14  gm  per  ml/37-47%  for  females,  respectively. 

The  anthropometric  measurements  were  performed 
by  a registered  dietician  of  the  Hospital  of  St.  Raphael’s 
Dietary  Department,  who  also  obtained  and  calculated 
the  other  parameters. 

Results 

This  study  includes  a total  of  1 2 1 nutritional  assess- 
ments. There  were  48  males  and  70  females.  Three 
were  performed  for  readmission  of  patients  who  had 
already  been  included  in  the  study  on  their  initial 
admission.  The  average  length  of  time  from  discharge 
for  the  initial  admission  to  the  time  of  readmission  was 
ten  days.  Although  the  data  from  the  readmissions  will 
be  used  in  this  study,  no  comparisons  can  be  made 
between  the  initial  assessment  and  the  re-assessment 
because  the  total  number  of  patients  in  this  group  was 
considered  insufficient.  The  diagnoses  of  the  patients  in 
the  study  are  listed  in  Table  1. 

The  first  set  of  parameters  measured  were  the  ideal 
body  weight,  usual  body  weight  and  admission  body 
weight.  Comparisons  of  these  measurements  were 
made  and  are  given  in  Table  2.  Fifteen  percent 
sustained  a weight  loss  prior  to  admission,  as  shown  in 
Table  2.  While  these  norms  were  taken  from  charts 
prepared  in  1959,  the  data  is  presented  as  a relative 
comparison. 

Somatic  protein  stores  were  examined  using  the 
following  four  parameters:  weight/height  ratio,  triceps 
skin  fold  representing  fat  storage,  mid- arm  circumfer- 
ence and  mid- arm  muscle  circumference  representing 
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somatic  protein  storage.  The  parameters  were  classi- 
fied as  normal  or  as  indicative  of  varying  degrees  of 
depletion.  Ninety  percent  of  normal  is  considered 
mildly  depleted,  60-90%  moderately  depleted  and  less 
than  60%  is  considered  severely  depleted. 

The  majority  of  patients  in  this  study  were  either 
normal  or  mildly  depleted,  as  shown  in  Table  4. 

Table  5 classifies  the  patients  into  groups  with 
varying  numbers  of  somatic  protein  deficiencies  and 
correlates  this  with  the  eighteen  patients  who  sustained 
a weight  loss  prior  to  entrance  into  this  study.  Only 
seven  percent  of  the  patients  were  deficient  in  all  four 
protein  measurements,  but  87%  of  this  group  were 
patients  with  a weight  loss.  This  is  significant  because  it 
is  the  number  of  deficiencies  present  that  aid  in 
determining  the  level  of  malnutrition  present.  Only  one 
or  two  abnormal  nutritional  parameters  are  generally 
inconclusive. 

Table  1 

diagnoses 

No.  of  Patients Diagnosis 

31  Inguinal  Hernia 

6 Other  Hernias 

16  Gallbladder  Disease 

15  Breast  Cancer 

5 Benign  Breast  Disease 

5 Colon  Cancer 

3 Benign  Colon  Disease 

5 Rectal  Tumors  (Benign  & Malignant) 

3 Diverticulosis  (-itis) 

9 Hemorrhoids  and  Anal  Problems 

3 Varicose  Veins 

4 Ulcer  of  leg 

5 Skin  Lesions 

2 Parotid  Tumor 

1 Thyroid  Adenoma 

1 Neck  Mass 

1 Lymph  Node  Biopsy 

1 Enterocele 

1 Stenotic  Colostomy 

1 Gastric  Cancer 


Table  2 

ADMISSION  WEIGHT  STATUS 


Admission  Weight  Status 

Number  of  Patients 

Admission  Weight 

Ideal  Weight 

90  (74%) 

Admission  Weight 

Ideal  Weight 

24  (20%) 

Admission  Weight 

= Ideal  Weight 

4 ( 3.3%) 

Data  Incomplete 

Table  3 

3 ( 2.5%) 

WEIGHT  TREND  PRIOR  TO  ADMISSION 

Weight  Trend 

Number  of 

Prior  to  Admission 

Patients 

Admission  Weight 

= Usual  Weight 

102  (84.3%) 

Weight  Gain 

1 ( 0.8%) 

Weight  Loss 

18  (14.9%) 

Table  5 

COMPARISON  OF  SOMATIC  DEFICIENCIES 


No.  of  Somatic 
Deficiencies 

No.  of 
Patients 

% Sustaining 
Weight  Loss 

0 

60(49.6%) 

6(10.0%) 

1 

8 ( 6.6%) 

1 (12.5%) 

2 

7 ( 5.8%) 

3(43.0%) 

3 

7 ( 5.8%) 

1 (14.0%) 

4 

8 ( 6.6%) 

7(87.5%) 

incomplete 

31  (25.6%) 

0 

The  next  category  reviewed  is  that  of  visceral  protein 
stores.  The  parameters  were  serum  albumin,  serum 
transferrin  and  total  lymphocyte  count.  The  classifica- 
tions were  the  same  as  for  the  somatic  protein  stores 
and  are  shown  in  Table  6. 

The  serum  albumin  and  total  lymphocyte  count  were 
normal  or  only  mildly  depleted  in  the  majority  of  the 
patients.  The  serum  transferrin  was  normal  in  only 
29%  and  27%  were  moderately  depleted.  This  may  be 
a reflection  of  the  level  that  was  considered  to  be 
normal,  200  mg/ 100ml. 

As  in  the  somatic  protein  category,  the  individual 
values  are  only  relative.  They  gain  significance  as 
predicators  when  viewed  in  relation  to  the  groups  of 
patients  with  varying  numbers  of  visceral  protein 
deficiencies.  This  and  the  correlation  to  weight  loss  are 
shown  in  Table  7. 

In  the  area  of  visceral  protein  deficiencies,  there  was 
only  one  patient  who  was  deficient  in  all  three  para- 
meters and  sustained  a weight  loss.  Forty-five  percent 
of  the  patients  were  only  deficient  in  one  parameter  of 
which  1 3%  had  sustained  a weight  loss.  This  is  a rela- 
tive indicator  and  must  be  looked  at  in  the  total  picture 
of  a patient's  entire  nutritional  assessment. 

The  final  parameter  evaluated  was  the  hemoglobin 
and  hematocrit  values  as  shown  in  Table  8.  Protein 
makes  up  the  majority  of  the  hemoglobin  molecule  and, 
therefore,  may  not  be  produced  at  a maximum  rate  in 
protein-calorie  malnutrition.  The  hematocrit  is  influ- 
enced by  many  factors  as  the  state  of  fluid  balance, 
chronic  renal  disease,  chronic  illness,  chronic  blood 
loss  and  in  other  states  of  malnutrition,  but  hemoglobin 
is  one  of  the  last  proteins  to  suffer.  In  our  study,  these 
values  were  low  in  three  of  the  18  patients  with  weight 
loss. 

Of  the  eighteen  patients  who  experienced  a weight 
loss  prior  to  admission,  the  important  factors  relating  to 
the  weight  loss  are  the  diagnosis,  the  reasons  for  the 
weight  loss,  the  time  period  over  which  the  weight  loss 
occurred,  and  the  percentage  of  total  body  weight 
which  was  actually  lost.  This  is  summarized  in  Table  9. 


Table  4 

SOMATIC  PROTEINS 


Parameter 

WNL 

90% 

60-90% 

60% 

Not  Obtained 

Weight/Height 
Triceps  Skin  Fold 
MAC 
MAMC 

96  (79.3%) 
66  (54.5%) 
62  (51.2%) 
77  (63.6%) 

7 ( 5.8%) 
12  ( 9.9%) 
19  (15.7%) 

8 ( 6.6%) 

18  (14.9%) 
12  ( 9.9%) 
1 1 ( 9.1%) 
7 ( 5.8%) 

0 

3 ( 2.5%) 
0 
0 

0 

28  (23.1%) 
29(24%) 
29(24%) 
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Table  6 

VISCERAL  PROTEIN 


Parameter WNL 90% 60  - 90% 60%  Not  Obtained 

Albumin  110(90.9%)  1(  0.8%)  0 1(  0.8%)  9(  7.4%) 

Transferrin  35  (28.9%)  17(14.0%)  33  (27.2%)  15(12.4%)  21(17.4%) 

Total  Lymphocyte  count  90(74.4%)  8(  6.6%)  17(14.0%)  4(  3.3%)  2(  1.7%) 


Table  7 


COMPARISON  OF  VISCERAL  DEFICIENCIES 


No.  of  Visceral  No.  of 

Deficiencies  Patients 

% Sustaining 
Weight  Loss 

0 

37  (30.6% 

4 ( 

1 1.0%) 

1 

54(44.6%) 

7 ( 

13.0%) 

2 

23  (19.0%) 

5( 

22.0%) 

3 

1 ( 0.8%) 

1 (100.0%) 

incomplete 

6 ( 5.0%) 

1 ( 

16.7%) 

Table  8 

• 

HEMOGLOBIN  AND  HEMATOCRIT 

Parameter 

WNL 

Low 

Incomplete 

Hemaglobin 

Hematocrit 

90(74.4%) 
83  (68.6%) 

29  (24.0%) 
36(29.8%) 

2(1.7%) 

2(1.7%) 

The  significance  of  these  factors  will  be  explained  in 
subsequent  areas  of  this  paper. 

Table  9 documents  that  most  patients  who  lost 
weight  from  a weight  reducing  diet,  had  little  depletion 
of  their  nutritional  parameters.  These  patients  also  had 
a tendency  to  lose  this  weight  over  a longer  period  than 
when  the  loss  was  due  to  illness  and  they  were  not 
subjected  to  a significant  amount  of  stress.  Therefore, 
they  did  not  sustain  a significant  loss  of  lean  body 
mass. 

Those  patients  with  pre-existing  disease  such  as 
chronic  obstructive  pulmonary  disease,  chronic  lymph- 
ocytic leukemia,  tuberculosis,  cerebral  vascular  acci- 


Table  9 


Pt.  * 

Age 

Sex 

Weight 

Loss 

% Body 
Weight 

Dx: 

Reason  for 
weight  loss 

Period  of  time 
weight  loss 

Other  Parameters 
depressed 

1 

69 

M 

40  lb. 

30% 

L.  Inguinal 
Hernia 

Stroke  2 yrs.  ago 

2yrs. 

TSF.W/H.  MAC, 
MAMC,  Tr. 

2 

72 

F 

10  lb. 

7% 

Ulcer  left  leg 

- 

2 mo. 

Tr,  TLC 

3 

66 

F 

13  lb. 

6% 

Ca  sigmoid  with 
cirrhosis 

Wght.  reducing  diet 
per  M.D. 

2 mo. 

Alb.  TLC 

4 

77 

M 

90  lb. 

42% 

Villous  adenoma 
of  rectum 

Severe  COPD 

2 yrs. 

W/H,  TSF,  MAC, 
MAMC 

5 

85 

M 

10  lb. 

7% 

Bil.  Inguinal 
Herniae 

- 

TSF,  MAC,  MAMC. 
Tr. 

6 

M 

17  lb. 

11% 

CLL,  TB 

CLL,  TB 

7 mo. 

TSF,  MAC,  Tr, 
Hgb,  Hct 

7 

65 

M 

8 lb. 

6% 

L.  Inguinal  Hernia 

Wght.  reducing  diet 

1 mo. 

Not  depleted 

8 

84 

F 

15  lb. 

10% 

Tubular  adenoma 
of  rectum 

Decreased  appetite 

1 yr. 

Not  depleted 

9 

65 

F 

15  lb. 

10% 

Fibrocystic  disease 

Decreased  intake,  ? diet 

6 mo. 

Not  depleted 

10 

68 

F 

50  lb. 

20% 

Chronic 

cholecystitis 

Wght.  reducing  diet 
per  M.D. 

1 yr. 

TLC.  Hgb,  Hct 

1 1 

77 

M 

13  lb. 

8% 

L.  Inguinal  Hernia 

- 

- 

W/H 

12 

71 

M 

19  lb. 

10% 

Fistula  in  ano, 
2 surgeries 

Present  disease 

8 mo. 

Not  depleted 

13 

67 

M 

25  lb. 

10% 

R.  Scrotal  Hernia, 
Ca  prostate 

S/P,  MI  - diet 

6 mo. 

TLC 

14 

75 

F 

30  lb. 

18% 

Cholelithiasis 

Wght.  reducing  diet 
Per  M.D. 

2 yrs. 

Not  depleted 

15 

67 

F 

7 lb. 

6% 

Ca  of  Cecum 

Present  disease 

- 

W/H,  MAC.  TLC 

16 

77 

M 

30  lb. 

18% 

L.  Inguinal  Hernia 

2°  depression  and 
decreased  appetite 

1 yr. 

W/H,  TSF 

17 

72 

F 

30  lb. 

22% 

Metastatic  lung  Ca 

Present  disease 

W/H.  TSF, MAC,  Tr, 
TLC,  Hgb,  Hct. 

18 

84 

F 

33  lb. 

20% 

Breast  Ca 

Present  Disease 

1 yr. 

Tr 

Where: 
W/H  = 

Weight/Height  Ratio 

TSF 

Triceps  Skin  Fold 

MAC  = 

Mid- Arm  Circumference 

MAMC  = 

Mid-Arm  Muscle  Circumference 

Alb 

Albumin 

Tr 

Tranferrin 

TLC  = 

Total  Lymphocyte  Count 

Hgb  = 

Hemoglobin 

Hct 

Hematocrit 
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dent,  and  those  with  a malignancy  or  other  serious 
illness  were  found  to  be  significantly  depleted  in  both 
visceral  and  somatic  protein  stores.  These  are  the 
patients  at  risk  to  experience  increased  morbidity  and 
mortality  in  their  hospital  course.  Though  this  aspect  is 
not  addressed  in  this  study,  a subsequent  presentation 
will  afford  evidence  indicating  the  validity  of  this 
expectation. 

These  are  only  some  of  the  parameters  used  in  a 
nutritional  assessment.  Their  individual  prognostic 
value  is  relative, 12  but  as  a group  they  are  an  indication 
of  a patient's  nutritional  state.  Delayed  hypersensitiv- 
ity is  a parameter  not  obtained  in  this  study  but  its 
importance  will  be  noted  in  the  subsequent  discussion. 
A nutritional  assessment  aids  in  us  defining  level  of 
protein  calorie  malnutrition  and  thus  afford  a basis  for 
treatment. 

Discussion 

There  are  essentially  four  compartments  which 
make  up  the  composition  of  the  human  body:  1 . 
carbohydrate  2.  protein  3.  fat  4.  vitamins  and  trace 
elements.  All  are  important  to  daily  body  metabolism 
and  each  of  the  compartments  with  the  exception  of 
vitamins  and  trace  elements,  are  somewhat  interchange- 
able metabolically  and  as  a source  of  energy.  Carbohy- 
drate and  fat  are  capable  of  being  stored  for  utilization 
at  a later  date  but  not  protein.  All  protein  in  the  body 
serves  a purpose:  being  either  structural  or  functional. 
Therefore,  loss  of  protein  results  in  a loss  of  function 
and  of  lean  body  mass.  A significant  loss  of  lean  body 
mass  leads  to  severe  protein-calorie  malnutrition. 

Recent  research  has  shown  that  malnutrition  among 
hospitalized  patients  is  far  more  common  than  ever 
realized.  It  is  also  evident  that  many  people  in  the 
general  population  are  malnourished  including  many 
overweight  people.  From  this,  a case  may  be  made  that 
nutritional  assessment  should  become  an  integral  part 
of  medical  care.4  These  assessments  would  be  helpful 
in  determining  which  patients  require  specialized  nutri- 
tional support  and  for  what  length  of  time. 

A discussion  of  nutritional  assessment  requires  an 
understanding  of  the  types  of  malnutrition  that  exist. 
The  first  is  marasmus,  secondary  to  semi-starvation 
and  primarily  characterized  by  a decrease  in  weight/ 
height  ratio  and  mid-arm  muscle  circumference,  but 
with  unimpaired  serum  albumin  and  immune  compe- 
tence. The  second  is  hypoalbuminemic  malnutrition 
secondary  to  a severe  metabolic  response  to  injury 
including  major  surgery  and  is  characterized  by  normal 
weight/height  ratio  and  triceps  skin  fold,  but  with 
depression  of  serum  albumin  and  often,  but  not  neces- 
sarily, immunocompetency.  The  third,  kwashiorkor,  is 
secondary  to  the  metabolic  response  to  injury  in  an 
already  malnourished  host.  It  is  characterized  by  a 
decreased  weight/height  ratio,  mid-arm  muscle  cir- 
cumference, serum  albumin  and  usually  impaired  cell- 


ular immune  function. 13 

A nutritional  assessment  attempts  to  define  a pa- 
tient's body  composition  and  requires  a profile  that 
includes  a dietary  history,  anthropometric  measure- 
ments, biochemical  determinations  and  immunological 
testing.  These  parameters  will  aid  in  the  determination 
and  extent  of  loss  of  lean  body  mass  and  subsequent 
development  of  protein-calorie  malnutrition.  A clue 
towards  impending  protein-calorie  malnutrition  is  a 
recent  weight  loss  of  10%,  or  more  of  their  usual  body 
weight;  in  our  study,  eighteen  patients  experienced 
weight  loss,  but  only  twelve  had  a loss  of  10%  or 
greater.  The  rate  of  the  loss  is  important,  because  a 
10%  weight  loss  in  less  than  two  weeks,  without  an 
accompanying  infection,  for  the  majority,  is  a fluid 
balance  problem  in  contradistinction  to  a loss  of 
adipose  tissue  or  lean  body  mass.  A 10%  weight  loss 
over  a 1 -3  month  period  is  due  to  a loss  of  adipose  tissue 
and  lean  body  mass,  suggestive  of  developing  protein- 
calorie  malnutrition.  9 This  assumes  no  weight  reduc- 
ing diet  as  occurred  in  four  of  our  patients. 

The  physiochemical  composition  of  the  weight  loss 
is  significant:  A loss  of  lean  body  mass  being  of  greater 
concern  than  an  equal  loss  of  adipose  tissue.  Weight 
reduction  diets  generally  result  in  a loss  of  adipose 
tissue  and  minimal  loss  of  lean  body  mass.  Illness, 
stress,  or  surgery  catabolize  protein  resulting  in  a loss 
of  adipose  tissue  plus  lean  body  mass.  Starvation  alone 
does  not  cause  high  mortality  rates  until  a 40%  weight 
loss  has  occurred. 14 15  However,  starvation  associated 
with  stress  will  result  in  a high  death  rate  after  only  a 
25%  weight  loss.16  Studley, 17  in  1936,  found  a 33% 
mortality  in  peptic  ulcer  patients  undergoing  surgery, 
who  had  lost  more  than  20%  of  their  usual  body  weight 
in  the  preoperative  period.  This  is  in  sharp  contrast  to  a 
3.5%  operative  mortality  in  patients  with  no  weight 
loss.  Hickman  et  al18  demonstrated  in  their  study  that 
the  greatest  incidence  of  postoperative  complications 
and  mortality  occurred  in  patients  with  body  low  body 
weight  and  low  serum  albumin. 

The  anthropometric  parameters  are  a good  measure- 
ment of  body  stores,  the  triceps  skin  fold  representing 
fat  resources  and  the  mid-arm  muscle  circumference 
are  measured  at  a midpoint  between  the  acromial 
process  of  the  scapula  and  the  olecranon  process  of  the 
ulna  at  the  same  time.  An  average  of  the  two  closest 
results  for  each  parameter  is  then  compared  to  the 
norm.  4 The  mid-arm  muscle  circumference  is  a calcu- 
lated figure  derived  from  the  formula  that  has  been 
presented  above. 

While  the  significance  of  these  anthropometric  meas- 
urements are  subject  to  debate,  there  is  research 
evidence  indicating  their  reliability.  In  a study  involv- 
ing 22,000  people,  the  triceps  skin  fold  was  found  to  be 
the  most  predictive  when  compared  to  other  body  sites 
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tested.  14  This  correlated  well  with  radiologic  evidence2" 
and  direct  measurements  made  at  surgical  proce- 
dures.21 

The  assumption  that  the  arm  muscle  circumference 
is  circular  and  the  bone  is  relatively  constant  in  size  has 
lead  to  considerable  criticism  of  the  value  of  these 
parameters.  In  reality,  the  arm  is  elliptical  and  the  bone 
diameter  does  vary  among  populations  but  these  para- 
meters maintain  significance  only  as  relative  indicators. 
Also  favoring  the  mid-arm  as  the  area  for  circum- 
ference measurements  is  its  accessibility  and  usual 
freedom  of  edema. 4 These  limitations  must  be  kept  in 
mind  when  reviewing  any  nutritional  assessment. 

Albumin  and  transferrin  are  two  proteins  that  have 
been  extensively  reviewed  in  recent  years  as  reflections 
of  visceral  protein  status,  albumin  being  the  more 
important.  These  plasma  proteins  are  generally  re- 
duced as  the  body  loses  protein  stores.  Albumin  has  a 
half  life  of  16-18  days  and  transferrin  of  6-8  days.  Since 
they  correlate,  either  one  or  both  can  be  used  in  a 
nutritional  assessment.  Each,  however,  have  distinct 
advantages;  transferrin  having  a shorter  1/2  life  than 
albumin  equilibrates  more  rapidly  and  is  a more 
sensitive  indicator  of  the  visceral  secretory  protein 
status,  while  albumin  values  correlate  with  changes  in 
arm  muscle  circumference,  and  is  an  easily  performed, 
inexpensive  measure  of  chronic  protein  malnutrition. 4 
These  values  may  be  altered  by  organ  failure,  notably, 
severe  liver  disease,  severe  or  acute  renal  disease,  and 
congestive  heart  failure  and  must  be  interpreted  in  light 
of  dietary  and  medical  histories. 

Albumin  should  not  be  administered  in  an  attempt  to 
elevate  the  serum  level.  Albumin  is  not  directly  involv- 
ed in  the  pathogenesis  of  protein-calorie  malnutrition 
and  hypoalbuminemia  merely  indicates  that  dietary 
intake  and/or  nutrient  use  via  body  metabolism  is 
inadequate  for  optimal  protein  synthesis.  Further, 
albumin  infusions  used  to  preserve  oncotic  pressure 
and  volume  expansion  of  the  intravascular  fluid  com- 
partment may  invalidate  albumin  as  an  indicator  of 
protein-calorie  malnutrition.  If  given,  transferrin  be- 
comes the  more  reliable  indicator.4 

Mullen  and  associates  noted  serum  albumin  abnor- 
malities in  16%  of  the  surgical  admissions  to  a VA 
hospital  and  found  significant  correlation  between  the 
incidence  of  surgical  complications  and  a serum  albu- 
min level  of  less  than  3mg%.4  They  also  showed  that 
critically  ill  patients  who  had  their  serum  albumin 
levels  raised  to  above  3.5mg%,  had  increased  survival 
compared  to  those  who  did  not.  This  was  confirmed  by 
Ching  and  Nealow  who  demonstrated  that  those  pa- 
tients within  whom  the  albumin  level  failed  to  improve 
with  nutritional  support,  proved  to  be  poor  surgical 
candidates. 32  Only  2%  of  the  patients  in  our  series  had 
an  albumin  level  less  than  3.5 mg%. 

Hickman,  Frey,  et  al  found  a low  preoperative  serum 
albumin  in  22%  of  their  patients  and  this  group. 


postoperatively,  accounted  for  35%  of  the  compli- 
cations and  60%  of  the  deaths. 18  Reinhardt  et  al 
studied  2060  hospitalized  veterans  and  found  24.7%  to 
be  hypoalbuminemic  who  had  a 24.6%  hospital  mortal- 
ity rate.  The  highest  mortality  rate  was  62%  in  the 
group  whose  albumin  was  less  than  2.0mg%.23 

Kaminski  et  al  studied  55  patients  who  were  to  be 
placed  on  hyperalimentation.  Of  those  whose  trans- 
ferrin was  greater  than  1 70,  33%  were  immunologically 
impaired  and  the  mortality  was  13%,  and  when  this 
value  was  less  than  170,  71%  were  immunologically 
impaired  and  the  mortality  was  32%. 24 

Immunity  is  usually  measured  by  skin  testing,  which 
was  not  done  in  this  study  but  will  be  briefly  reviewed. 
There  is  substantial  evidence  that  skin  test  anergy  is 
closely  correlated  with  an  erosion  of  lean  body  mass  as 
demonstrated  by  Shizgal,25  Spanier26  and  their  co- 
workers. Reconstitution  of  the  lean  body  mass  by 
hyperalimentation  is  frequently  followed  by  restora- 
tion of  skin  test  reactivity  and  a better  prognosis. 
Failure  to  restore  the  lean  body  mass,  despite  adequate 
nutrition,  is  associated  with  persistant  skin-test  anergy 
and  a poor  prognosis.  Total  lymphocyte  counts  also 
evaluate  immunity  and  a level  of  less  than  1 500mm 3 is 
compatible  with  anergy.  In  our  study,  approximately 
25%  of  the  patients  had  a level  less  than  1500mm.  ' 
Earlier  work 2 indicated  that  lymphocytes  were  the  key 
cells  involved  in  forming  an  induration  at  the  injection 
site  of  recall  antigens.  Very  recently,  sequential  lym- 
phocyte counts  showed  increases  with  improved  nutri- 
tional status  in  surviving  patients  but  decreased  in  the 
nonsurviving  group  given  similar  nutritional  treat- 
ment. 28 

Experimental  evidence  has  shown  that  the  relative 
nutritional  state  has  a direct  influence  on  the  opera- 
tional level  of  the  immune  system  and  other  organ 
functions  related  to  survival. 24 

Protein  deficiency  can  cause  neutrophil  function 
abnormalities,  including  impaired  oxidative  metab- 
olism, chemotaxis,  and  the  ability  to  kill  bacteria; 
lymphocyte  function  abnormalities  including  the  abil- 
ity to  respond  to  specific  antigens,  to  express  hyper- 
sensitivity responses  and  depletion  of  both  T-cells  and 
B-cells  in  tissues;  abnormal  macrophage  function;  and 
decreases  in  specific  components  of  the  complement 
pathways  which  participate  in  opsonization. Other 
factors  influencing  delayed  hypersensitivity  are  sepsis, 
stress  of  illness  and  therapy  as  chemotherapy,  radio- 
therapy, and  major  surgery. 

In  conclusion,  the  literature  documents  many  studies 
which  demonstrates  that  these  parameters  are  prognos- 
tic indicators  of  morbidity  and  mortality  in  hospitalized 
patients.  This  study  was  presented  as  a review  of  the 
nutritional  status  of  a selected  group  of  patients  at  the 
Hospital  of  St.  Raphael  and  are  compared  with  these 
other  studies  which  attempt  to  correlate  malnutrition 
with  prognosis. 
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Summary 

The  literature  in  recent  years  has  documented  the 
prevalence  of  malnutrition  among  hospitalized  patients. 
The  nutritional  assessment  has  been  designed  to  accu- 
rately diagnose  this  protein-calorie  malnutrition  and  is 
composed  of  objective  measurements  which  can  be 
verified  under  repeated  determinations,  leading  to  a 
rational  selection  of  patients  to  receive  nutritional 
support.  These  parameters  reflect  somatic  and  visceral 
protein  stores  and  have  been  shown  to  be  prognostic 
indicators  of  morbidity  and  mortalities  in  these  hospital- 
ized patients.  This  study  was  presented  as  a review  of 
the  nutritional  status  of  a selected  group  of  patients  at 
the  Hospital  of  St.  Raphael’s  and  is  compared  with 
other  studies  which  attempt  to  correlate  malnutrition 
with  prognosis. 
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Important  Advances  in  Clinical  Medicine 


Epitomes  of  Progress — Allergy 


Aspirin  Desensitization  in 
Rhinosinusitis  Asthma 

Approximately  10  percent  of  all  asthmatic  patients 
(30  percent  to  40  percent  of  asthmatic  patients  with 
rhinosinusitis  with  or  without  nasal  polyps)  are  sensitive 
(intolerant)  to  aspirin.  This  form  of  asthma  is  char- 
acterized by  persistent  eosinophilic  inflammation  of 
respiratory  tract  mucous  membranes,  which  is  inde- 
pendent of  aspirin  exposure.  The  severity  of  aspirin- 
induced  reactions  is  dose-dependent.  The  reactions  are 
characterized  by  rhinorrhea,  conjunctivitis,  periorbital 
swelling,  bronchospasm  and,  occasionally,  flushing, 
abdominal  pain  and  hypotension.  Cross- reactivity  to 
indomethacin  is  virtually  100  percent,  whereas  cross- 
reactivity to  other  nonsteroidal,  antiinflammatory  drugs 
is  variable.  For  this  class  of  drugs  there  is  a rough 
correlation  between  effectiveness  of  prostaglandin  cy- 
clooxygenase inhibition  and  the  degree  of  cross-sensi- 
tivity. Tartrazine,  which  does  not  inhibit  prostaglan- 
din synthesis,  nevertheless  is  reported  to  cross-react 
in  approximately  10  percent  of  aspirin-sensitive 
patients. 

Treatment  of  aspirin-sensitive  rhinosinusitis  asthma 
is  pharmacologic,  as  avoidance  of  aspirin  does  not 
change  the  course  of  the  disease.  Corticosteroids 
administered  either  systemically  or  topically,  or  both, 
are  frequently  necessary  to  control  upper  and  lower 
airway  pathology.  Sinus  roentgenograms  are  abnormal 
in  75  percent  to  95  percent  of  aspirin-sensitive  patients, 
frequently  showing  pansinusitis.  In  most  instances, 
however,  the  radiologic  abnormalities  are  the  conse- 
quence of  the  underlying  disease  and  do  not  represent 
bacterial  sinus  infection.  Sinus  drainage  surgical  pro- 
cedures and  polypectomies  are  often  unrewarding  due 
to  rapid  recurrence  of  hypertrophic  rhinosinusitis  and 
polyp  formation. 

A relatively  new  procedure  of  aspirin  desensitization 
may  be  of  help  both  in  identifying  basic  biomolecular 
mechanisms  and  as  a therapeutic  manipulation.  In 
aspirin-sensitive  patients  who  might  benefit  from  treat- 
ment with  aspirin  or  nonsteroidal  antiinflammatory 


drugs  for  another  condition  (headache,  arthritis, 
thromboembolic  prophylaxis),  aspirin  desensitization 
and  continued  daily  treatment  with  aspirin  is  now 
feasible.  The  use  of  aspirin  for  treatment  of  rhino- 
sinusitis and  asthma  is  currently  undergoing  further 
evaluation. 

Donald  D.  Stevenson,  M.D. 
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Exercise- Induced  Anaphylaxis 

Anaphylaxis  is  an  acute,  potentially  fatal,  multi- 
system reaction  characterized  by  urticaria,  angio- 
edema,  bronchospasm,  hypotension  and  abdominal 
cramps.  In  most  cases  the  reaction  is  caused  by  IgE 
antibody-mediated  release  of  histamine  and  SRS-A 
(slow-reacting  substance  of  anaphylaxis),  which  in- 
crease vascular  permeability  and  cause  contraction  of 
smooth  muscle  in  the  target  organs.  The  allergen  is 
most  often  a food,  drug  or  insect  venom.  Non-IgE 
antibody-mediated  activation  of  vasoactive  peptides, 
kinins  or  complement-derived  anaphylatoxins  C5a  or 
C3  a might  play  a role  in  some  instances  of  anaphylaxis. 
Anaphylactoid  reactions  refer  to  nonimmunologic  re- 
lease or  activation  of  mediators  such  as  occurs  in  the 
systemic  reactions  to  aspirin  or  iodinated  radiographic 
contrast  media. 

The  allergen  causing  anaphylaxis  is  usually  readily 
apparent  from  the  rapid  onset  of  symptoms  following 
exposure.  If  the  cause  is  not  obvious  from  the  initial 
evaluation,  careful  follow-up  with  appropriate  tests 
will  reveal  the  responsible  allergen  in  most  cases. 
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Nevertheless,  some  patients  have  recurrent  episodes  of 
anaphylaxis  that  are  idiopathic. 

Anaphylaxis  in  athletes,  induced  by  physical  exer- 
cise, was  recently  described.  The  symptoms  and  signs 
of  the  reaction  are  identical  to  those  in  allergen-induced 
anaphylaxis  and  are  severe  enough  in  some  cases  to  be 
considered  life-threatening.  Most  of  these  persons  are 
in  their  late  teens  or  early  20’s,  and  in  some  cases 
frequent  attacks  had  occurred  over  a number  of  years. 
A personal  or  family  history  of  atopic  disease  is 
common  but  not  universal  in  this  group  of  patients. 

The  mechanism  of  exercise-induced  anaphylaxis 
and  its  relationship  to  cholinergic  urticaria  are  un- 
known. The  latter  condition  is  characterized  by  the 
appearance  of  small  cutaneous  wheals  with  itching 
following  exercise,  overheating  or  emotional  stress. 
Two  patients  with  exercise-induced  anaphylaxis  had 
skin  lesions  typical  of  cholinergic  urticaria,  hypoten- 
sion, angioedema  and  elevation  of  plasma  histamine 
levels  during  an  attack.  In  patients  with  exercise- 
induced  anaphylaxis,  however,  symptoms  are  not 
precipitated  by  heat  or  stress. 

Exercise-induced  anaphylaxis  does  not  appear  to  be 
related  to  exercise-induced  asthma,  a characteristic 
feature  in  nearly  all  asthmatic  patients.  Most  patients 
with  exercise-induced  anaphylaxis  have  no  history  of 
asthma. 

Treatment  with  epinephrine,  antihistamines  and 
fluid  replacement  appears  to  be  as  effective  in  this 
condition  as  in  the  allergic  form  of  anaphylaxis. 
Pharmacologic  preventive  measures  have  not  yet  been 
evaluated.  Regular,  repeated  exercise  by  one  patient 
resulted  in  progressive  diminution  of  symptoms  and  in 
vivo  histamine  release,  although  similar  attempts  at 
exercise  “desensitization”  in  other  patients  have  been 
unsuccessful.  Until  the  cause  of  exercise-induced  ana- 
phylaxis is  clarified,  patients  should  modify  their 
exercise  program  to  minimize  the  recurrence  of  these 
reactions. 

Abba  I.  Terr,  M.D. 
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Standardization  of  Allergens 

Standardized  extracts  of  allergens  should  have  lot- 
to-lot consistency  and  contain  the  allergens  responsible 
for  eliciting  an  allergic  response.  In  general,  such 
extracts  will  have  a labeled  potency  and  will  be 


equivalent  to  a reference  preparation.  The  expiration 
date  for  standardized  extracts  is  established  by  stability 
studies  and  varies  with  the  concentration. 

The  need  for  standardization  has  been  amply  shown 
by  published  studies  describing  as  much  as  a thousand- 
fold variation  in  skin  test  reactivity  among  commercial 
extracts.  Extracts  of  low  potency  are  not  necessarily 
low  in  allergen  content  but  may  be  lacking  one  or  more 
important  allergens  or  may  contain  badly  degraded 
allergens.  Consequently,  using  nonstandardized  ex- 
tracts can  result  in  misdiagnosis  and  almost  certainly 
will  result  in  reduced  immunotherapeutic  efficacy. 

Although  a number  of  methods  are  potentially 
useful,  those  with  the  most  promise  for  standardization 
include  specific  antigen  analysis  and  radioallergosor- 
bent  test  (RAST)  inhibition.  Isoelectric  focusing,  al- 
though not  quantitative,  is  a simple  physicochemical 
procedure  that  provides  a graphic  demonstration  of  the 
quality  and  identity  of  an  extract  and  is  especially 
valuable  with  pollen  extracts.  The  in  vitro  methods 
derived  from  quantitative  skin  testing  have  been  shown 
to  correlate  with  a relative  potency. 

Currently,  extracts  of  venoms  of  stinging  insects  are 
standardized  as  well  as  extracts  of  short-ragweed 
pollen.  Before  1983  a number  of  other  standardized 
extracts  should  become  available,  including  extracts 
for  use  in  pollen  and  cat  allergy.  The  standardized 
extracts  will  not  only  improve  the  practice  of  allergy 
but  will  aid  investigations  into  fundamental  aspects  of 
allergic  disease. 

Standardized  extracts  should  permit  interchange- 
ability  of  extracts  from  one  manufacturer  to  another.  In 
some  instances,  these  extracts  may  be  more  potent  or 
reactive  than  currently  available  extracts  and  may  have 
an  earlier  expiration  date,  especially  for  high 
dilutions. 

Harold  Baer,  Ph.D. 

REFERENCES 

Adolphson  CR,  Gleich  GJ,  Yunginger  JW:  Standardization  of 
allergens.  In  Rose  NR,  Friedman  H (Eds):  Manual  of  Clinical 
Immunology,  2nd  Ed  Washington  DC,  American  Society  for 
Microbiology,  pp  778-788,  1980. 

Anderson  MC,  Baer  H:  Antigenic  and  allergenic  changes  during 
storage  of  a pollen  extract.  J Allergy  Clin  Immunol  69(  1 ):3- 1 0,  Jan 
1982. 

Baer  H:  Allergenic  extracts,  chap  14,  In  Middleton  E Jr,  Reed 
CE,  Ellis  EF  (Eds):  Allergy:  Principles  and  Practice — Vol  1.  St 
Louis,  CV  Mosby,  pp  217-230,  1978. 

Baer  H:  Standardization  of  allergenic  extracts.  Clin  Immunol 
Newsl  12(2):94-96,  Jun  21,  1981 . 

Immunologic  Benefits  of 
Breast  Feeding 

Results  of  numerous  clinical  and  laboratory  studies 
leave  little  doubt  that  human  milk  is  best  for  infants  and 
especially  so  in  families  with  allergies.  Colostrum 
provides  a neonate  with  a concentrated  dose  of  anti- 
bodies, stimulates  the  passage  of  meconium  and  thereby 
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the  excretion  of  bilirubin,  and  helps  establish  non- 
pathogenic  Lactobacillus  bijidus  as  a predominant 
organism  of  the  gastrointestinal  flora. 

Mature  breast  milk  is  the  ideal  nutrient  during 
infancy.  A predominance  of  whey  protein  results  in  a 
soft,  digestible  curd.  The  amino  acid  content  is  espe- 
cially appropriate  for  rapid  growth.  Lipid  digestion  and 
absorption,  facilitated  by  the  presence  of  lipases,  is 
nearly  complete.  Minerals  such  as  iron  are  more 
bioavailable.  The  renal  solute  load  is  low,  providing  a 
substantial  margin  of  safety  while  kidney  function  is 
maturing. 

The  continuing  presence  of  immunoglobulins,  a 
number  of  nonspecific  antiinfective  factors  including 
lysozyme,  lactoferrin,  interferon,  complement  and  the 
bifidus  factor,  as  well  as  viable  cellular  components, 
offer  an  important  passive  protection  against  enteric 
and  respiratory  pathogens.  Additionally,  penetration 
of  the  immature  gastrointestinal  mucosal  barrier  by 
potentially  allergenic  antigens  is  inhibited  by  substances 
in  breast  milk. 

Bonding  and  healthy  psychological  development  are 
naturally  promoted  by  the  frequent  physical  contact 
and  reciprocal  neuroendocrine  interaction  between  a 
nursing  mother  and  infant.  There  are  neuroendocrine 
reflexes  that  are  also  beneficial  to  maternal  health. 
Oxytocin,  responsible  for  the  milk-ejection  reflex, 
stimulates  uterine  contractions,  which  decrease  post- 
partum bleeding  and  facilitate  uterine  involution.  Ele- 
vated prolactin  levels  delay  the  return  of  ovulation  and 
menstruation. 

Because  of  the  many  benefits,  breast-feeding  should 
be  actively  encouraged  among  expectant  parents.  Ideally 
nursing  should  continue  for  as  much  of  the  first  year  of 
life  as  possible,  with  gradual  introduction  of  solid  foods 
after  the  fifth  or  sixth  month.  For  families  with  allergies, 
exclusive  breast-feeding  with  attention  to  the  nursing 
mother’s  diet  appears  to  delay  or  prevent  allergic 
diseases  in  offspring. 

Audrey  J.  Naylor,  M.D.,  Dr.  P.H. 
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Monoclonal  Antibodies 

In  1975,  Milstein  and  Kohler,  while  studying  the 
genetic  regulation  of  antibody  synthesis  in  mice,  de- 
scribed a technique  of  fusing  together  normal  antibody- 
producing  cells  and  myeloma  cells.  Some  of  the 
resulting  hybrid  cells  acquired  two  highly  desirable 


characteristics:  continuous  replication  typical  of  the 
myeloma  cell  and  synthesis  of  antibody  specified  by 
the  normal  B cell.  These  fused  cells  can  be  grown  as 
clones  of  a single  cell,  and  the  resulting  clone  is  termed 
a hybridoma.  Hybridomas  may  be  maintained  in  Petri 
dishes  and  antibody  harvested  from  the  supernatant. 
Alternatively  they  can  be  reinserted  into  the  peritoneal 
cavity  of  a mouse  and  the  antibody-rich  peritoneal  fluid 
withdrawn.  Both  methods  can  produce  monospecific 
antibody  in  relatively  large  amounts. 

Monoclonal  antibodies  have  already  had  a major 
impact  on  biomedical  research  and  are  beginning  to 
improve  both  laboratory  and  clinical  medicine.  In  vitro 
diagnostic  assays  in  which  polyclonal  antibodies  have 
been  used  in  the  past,  for  example,  radioimmunoassay 
and  enzyme  immunoassay,  are  more  and  more  incor- 
porating monoclonal  technology.  The  first  kit  using  a 
monoclonal  antibody  approved  by  the  Food  and  Drug 
Administration  was  for  a radioimmunoassay  to  measure 
serum  IgE.  Other  kits  will  be  available  soon,  including 
one  using  a monoclonal  antibody  to  measure  serum 
theophylline  concentrations.  A higher  degree  of  quality 
control  will  exist  because  a permanent  source  of  a 
monospecific  antibody  reagent  is  now  possible.  Mono- 
clonal antibodies  are  also  being  developed  against 
drugs,  hormones,  microbial  antigens  and  proteins  and 
will  soon  become  part  of  routine  hospital  diagnostic 
repertoires. 

Monoclonal  antibodies  specific  for  tumor  antigens 
conjugated  with  short-lived  radionuclides  are  being 
developed  for  in  vivo  cancer  detection.  Such  an  anti- 
tumor antibody  by  itself  or  conjugated  to  chemothera- 
peutic agents  has  proved  useful  in  treating  cancer  in 
laboratory  animals  and  phase  I and  II  trials  in  humans 
are  underway.  A monoclonal  antibody  for  the  cytotoxic 
lymphocyte  that  causes  renal  graft  rejection  has  been 
used  to  stop  rejection  episodes. 

Because  antibodies  can  be  developed  that  eliminate 
lymphocytes  responsible  for  graft  versus  host  disease, 
transplantation  across  histocompatibility  barriers  may 
be  possible.  Removal  of  these  cells  from  bone  marrow, 
and  transplantation  of  the  depleted  marrow  elements 
into  lethally  irradiated  cancer  patients  is  being  investi- 
gated for  the  treatment  of  otherwise  fatal  leukemias.  In 
drug  overdose  (for  example,  theophylline,  digoxin) 
these  antibodies  can  be  used  to  rapidly  reduce  toxic 
serum  concentrations.  There  is  no  field  of  medicine, 
either  in  vivo  or  in  vitro  diagnostics,  or  in  vivo  thera- 
peutics, that  will  not  be  affected  by  monoclonal  antibody 
technology. 

Potential  allergic  reactions  to  murine  monoclonal 
antibodies  must  be  kept  in  mind  because  the  adminis- 
tration of  foreign  protein  can  cause  both  serum  sickness 
reactions  and  IgE  sensitization.  Radioallergosorbent 
test  ( RAST)  for  IgE  antimurine  protein  is  not  available, 
but  skin  testing  with  the  relevant  monoclonal  antibody 
should  point  to  IgE-mediated  reactions. 
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In  fewer  than  seven  years  the  technique  of  cell  fusion 
has  been  developed  for  practical  application.  All 
physicians  will  need  to  be  knowledgeable  about  this 
exciting  advance  in  the  evaluation  and  care  of 
patients. 

Richard  D.  O'Connor,  M.D. 
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Immunoglobulin  Subclass  IgG4 
Deficiency 

Electrophoretically  fast-moving  IgG  homocytotropic 
antibodies  are  known  to  play  a role  in  local  anaphylactic 
reactions  in  rodents  and  have  been  suspected  of  being 
important  in  human  hypersensitivity  reactions.  Anti- 
bodies of  the  subclass  IgG4  are  the  most  likely 
candidates  in  humans.  The  development  of  a radioim- 
munoassay specific  for  IgG4  has  made  it  possible  to 
measure  IgG4  levels  in  humans  of  all  ages.  A number 
of  persons  have  been  found  with  definitely  elevated 
levels  of  IgG4  (above  1,000 pig  per  ml,  or  100  mg  per 
dl).  Nearly  all  of  these  have  proved  to  be  highly  allergic 
people  and  some  have  had  high  levels  of  antigen- 
specific  IgG4  antibodies  but  no  increase  in  total  or 
antigen-specific  IgE. 

In  one  report  four  persons  who  had  an  apparent 
absence  of  IgG4  ( serum  levels  below  1 pig  per  ml)  were 
discussed.  Since  that  initial  report  eight  more  persons 
have  been  found  with  profound  deficiency  of  serum 
IgG4.  Eleven  of  these  patients  have  had  a syndrome  of 
severe  recurrent  infections  of  sinuses,  middle  ear  and 
lungs.  Recurring  pneumonia,  often  associated  with 
bronchiectasis,  constitutes  the  most  ominous  finding. 
We  estimate  that  in  20  percent  to  25  percent  of  persons 
with  “idiopathic”  bronchiectasis  there  is  an  isolated 
deficiency  of  IgG4. 

In  addition,  persons  with  IgA  deficiency  or  common 
variable  immunodeficiency  with  recurrent  pneumonia, 
bronchiectasis  (or  both)  frequently  have  an  absence  of 
detectable  IgG4,  whereas  those  with  nonsymptomatic 
IgA  deficiency  have  normal  IgG4.  Because  IgG4 
deficiency  is  almost  universal  in  symptomatic  IgA 
deficiency  and  similar  symptoms  are  found  in  patients 
with  an  isolated  deficiency  of  IgG4,  it  is  likely  that 
IgG4  plays  an  even  more  critical  role  than  IgA  in  the 
immunologic  defense  mechanisms  of  the  respiratory 
tract. 

Two  patients  with  primary  or  idiopathic  pulmonary 
hemosiderosis  were  found  by  our  laboratory  to  have  an 


isolated  deficiency  of  IgG4,  suggesting  that  this  immu- 
noglobulin may  be  important  to  the  integrity  of  the 
pulmonary  alveolar  capillary  wall.  It  is  known  that 
receptors  for  IgG4  are  present  on  basophils,  neutro- 
phils, platelets  and  mast  cells.  The  precise  manner  in 
which  IgG4  plays  its  role  in  maintaining  a healthy 
respiratory  tract  is  unknown,  but  presumably  tiny 
amounts  are  sufficient.  In  one  family  we  studied,  a 
mother  and  daughter  have  severe  recurrent  respiratory 
tract  infections  and  bronchiectasis  associated  with  an 
isolated  absence  of  IgG4  ( levels  below  1 pig  per  ml).  A 
second  daughter  who  is  healthy  has  definitely  subnor- 
mal but  detectable  levels  (2  to  A pig  per  ml).  Of  healthy 
persons,  95  percent  have  levels  of  over  15  pig  per  ml, 
and  the  mean  level  of  healthy  controls  is  250  pig 
per  ml. 

Douglas  C.  Heiner,  M.D.,  Ph.D. 
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Metabisulfite  Sensitivity  as  a 
Cause  of  Asthma 

Recently  four  asthmatic  patients  have  been  identified 
who  seem  acutely  sensitive  to  the  levels  of  potassium 
metabisulfite  that  are  frequently  found  in  restaurant 
meals.  The  patient  have  in  common  a history  of  sudden 
onset  of  severe  wheezing,  chest  tightness,  flushing  and 
weakness  following  ingestion  of  restaurant  foods,  par- 
ticularly wines,  salads  and  avocado  dips. 

These  patients  all  have  the  features  of  chronic 
steroid-dependent  asthmas,  rhinosinusitis,  nasal  smears 
negative  for  eosinophils  and  normal  total  serum  IgE 
levels.  None  of  them  have  been  found  to  have  type  I 
reagin-mediated  reactions  to  metabisulfite  via  direct 
skin  testing  or  histamine  release  from  their  peripheral 
basophils.  All  four  had  severe  bronchospasm  when 
challenged  with  between  1 0 and  50  mg  of  metabisulfite 
given  orally.  One  improved  when  placed  on  a diet 
eliminating  potassium  metabisulfite. 

A variety  of  sulfiting  agents,  including  sulfur  dioxide 
and  several  inorganic  sulfites,  have  been  used  for 
centuries  in  food  processing.  These  agents  are  currently 
used  as  sanitizers  for  food  containers  and  fermentation 
equipment,  preservatives  to  reduce  or  prevent  microbial 
spoilage  of  foods,  selective  inhibitors  of  undesirable 
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microorganisms  in  the  fermentation  industry  and  anti- 
oxidants and  inhibitors  of  enzyme-catalyzed  oxidative 
discoloration  and  nonenzyme  browning  that  often 
accompanies  the  preparation,  storage  and  distribution 
of  foods.  It  has  been  shown  that  in  rats  fed  thiamine- 
deficient  diets,  toxicity  and  death  resulted  from  admin- 
istration of  sodium  sulfite  in  doses  of  50  mg  per  kg  a 
day.  However,  with  a proper  amount  of  thiamine  in  the 
diet,  the  rats  survived  doses  of  over  300  mg  per  kg  a 
day. 

Currently  the  Food  and  Drug  Administration  allows 
the  addition  of  sulfites  to  nonthiamine-containing  foods 
and  drinks  without  any  disclosure  or  restrictions. 
Potassium  and  sodium  metabisuifite,  as  well  as  sulfur 
dioxide,  are  commonly  added  to  fresh  fruits  and 
vegetables,  shellfish,  beer  and  wine.  Estimates  are  that 
2 to  3 mg  of  sulfites  are  consumed  each  day  by  the 
average  person  in  the  United  States  and  5 to  10  mg  of 
sulfite  can  be  consumed  by  those  who  are  regular 
drinkers  of  beer  and  wine.  The  highest  concentrations 
occur  in  restaurant  salads,  vegetables,  potatoes  and 
avocado  dip.  A person  can  ingest  25  to  100  mg  of 
metabisuifite  in  one  restaurant  meal. 

A case  of  anaphylaxis  after  ingestion  of  sodium 
bisulfite  was  reported.  The  patient’s  symptoms  con- 
sisted of  generalized  urticaria,  angioedema  of  the 
tongue  and  constriction  of  the  chest.  This  patient  had 
detectable  reagin  as  evidenced  by  a positive  Prausnitz- 
Kiistner  reaction  with  sodium  bisulfite  solution.  This  is 
in  contrast  to  the  four  patients  recently  described. 
There  are  several  possible  explanations  for  this  re- 
action, such  as  complexing  of  potassium  metabisuifite 
with  serum  or  tissue  proteins  to  produce  a complete 
antigen.  Metabisuifite  metabolites  could  be  the  respon- 
sible substances,  acting  as  haptens,  antigens  or  as 
nonreaginic  anaphylactoid  reactants.  Another  mecha- 
nism might  involve  reactions  through  the  cholinergic 
reflex  arc.  This  hypothesis  is  especially  attractive 
because  it  is  known  that  inhaled  sulfur  dioxide  activates 
tracheobronchial  irritant  receptors  that  in  turn  stimulate 
the  afferent  arc  of  the  cholinergic  reflex.  All  sulfites  are 
converted  to  sulfur  dioxide  in  solution.  The  mechanism 
of  susceptibility  to  metabisulfites  in  these  patients, 
however,  remains  obscure. 

Metabisuifite  sensitivity  probably  is  not  rare.  A 
history  of  anaphylaxis  occurring  following  ingestion  of 
restaurant  food  and  drink,  particularly  salads  and 
avocado  dip,  suggests  that  metabisuifite  sensitivity 
reactions  have  occurred.  Anaphylaxis  after  ingestion 
of  soft  drinks  with  sulfur  dioxide  or  wines;  shrimp  or 
other  seafood,  or  restaurant  potatoes  or  vegetable 
combinations  sprayed  with  potassium  metabisuifite 
solutions  should  alert  a physician  to  the  possibility  of 
this  syndrome. 

Sherwin  A.  Gillman,  M.D. 
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Urticarial  Vasculitis 

Urticaria  is  characterized  clinically  as  pruritic,  ery- 
thematous, cutaneous  elevations  arising  from  dilated 
blood  vessels  and  areas  of  cutaneous  edema.  After 
intradermal  injection,  many  mediators  of  inflammation 
are  capable  of  producing  lesions  that  resemble  urti- 
caria. These  mediators  include  histamine,  the  anaphy- 
latoxins  of  complement  (C3a,  C4a  and  C5a),  certain 
leukotrienes,  some  prostaglandins  and  perhaps  sero- 
tonin. 

Inflammation  within  blood  vessels  is  called  vasculitis 
and  may  appear  as  the  consequence  of  one  or  more 
mechanisms.  As  detected  by  routine  histologic  and 
immunofluorescence  techniques,  vasculitis  is  frequently 
found  in  acute  urticaria  precipitated  by  adverse  drug 
reactions,  hepatitis  B infection  or  serum  sickness  due  to 
heterologous  protein  administration.  Vasculitis  is  less 
frequently  observed  in  the  specimens  from  skin  biopsies 
of  patients  with  chronic  idiopathic  urticaria.  However, 
recent  investigations  clearly  show  characteristic  histo- 
logic or  plasma  complement  abnormalities,  or  both,  in 
some  patients  with  chronic  idiopathic  urticaria. 

Although  mild  inflammatory  changes  of  vasculitis 
are  detected  in  the  specimens  from  skin  biopsies  of 
many  patients  with  chronic  idiopathic  urticaria,  the 
patients  with  chronic  urticaria  and  necrotizing  venulitis 
and  others  with  hypocomplementemic  vasculitic  urti- 
carial syndrome  constitute  distinct  subsets  of  urticarial 
patients  with  more  prominent  systemic  features  and 
more  severe  vasculitis.  Necrotizing  venulitis  was  ob- 
served in  adults  with  recurring  urticaria,  episodic 
arthralgias  or  arthritis,  abdominal  pain  or  glomerulitis. 
The  plasma  complement  analyses  in  some  of  these 
patients  indicated  activation  of  the  classical  pathway  of 
complement  as  shown  by  decreased  total  hemolytic 
complement  (CH50),  Clq,  C4  and  occasionally  C3.  In 
other  patients  the  complement  analyses  were  normal. 

The  other  syndrome,  called  the  hypocomplemente- 
mic vasculitic  urticarial  syndrome  or  systemic  lupus 
erythematosus  ( SLE)- related  syndrome,  was  observed 
in  adult  women  who  have  persistent  urticaria,  leuko- 
cytoclastic  angiitis,  severe  angioedema,  arthralgias, 
arthritis,  neurologic  complications,  sensitivity  to  potas- 
sium iodide  and  profound  hypocomplementemia.  The 
complement  analyses  of  these  patients’  plasmas  showed 
depressed  CH50,  C4,  C2  and  C3  in  association  with 
deficiency  of  Clq.  The  deficient  Clq  apparently  relates 
to  the  presence  of  an  unusual  immunoglobulin  that 
precipitates  Clq  (7S  Clq  precipitin  or  low  molecular 
weight  Clq  precipitin).  Both  the  Clq  deficiency  and  the 
7S  Clq  precipitin  are  characteristic  of  this  syndrome. 
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Rhinitis 

Inflammation  of  the  nasal  mucosa  is  commonly 
termed  rhinitis.  There  are  a number  of  causes.  A 
diagnostic  classification  can  be  based  on  more  special- 
ized nasal  evaluations  including  nasal  cytology,  rhino- 
manometry,  nasal  challenge,  and  olfactory  and  ciliary 
function  testing. 

Nasal  cytology  is  carried  out  by  gently  scraping  the 
mucosal  lining  of  the  inferior  turbinate  with  a calcium- 
alginate  applicator  and  placing  the  specimen  on  a glass 
slide.  The  prepared  slide  is  then  metachromatically 
stained  and  the  cell  pattern  examined  microscopically. 
Nasal  airway  resistance  can  be  measured  by  an  active, 
single-nostril  anterior  rhinomanometric  technique. 
Simultaneous  recording  of  pressure  and  flow  rate 
allows  calculation  of  resistance.  This  determines  the 
degree  of  reversible  and  fixed  nasal  obstruction  when 
done  before  and  after  topical  administration  of  a 
decongestant.  This  technique  can  also  be  used  to 
record  changes  in  nasal  patency  following  allergic  or 
chemical  challenges  and  drug  therapy.  To  evaluate  for 
anosmia  or  hyposmia,  the  threshold  for  detecting 
inhaled  pyridine  is  determined.  Ciliary  function  is  most 
simply  tested  after  placing  a small  particle  of  saccharin 
on  the  anterior  portion  of  the  inferior  turbinate.  Elapsed 
time  is  recorded  until  a sweet  taste  is  noted  by  the 
patient.  Structural  and  functional  abnormalities  of  cilia 
will  prolong  the  time  interval  from  placement  to 
taste. 

On  the  basis  of  this  systematic  evaluation,  nasal 
disorders  can  be  classified,  as  shown  in  Table  1.  It 
should  be  noted  that  many  of  these  categories  can 
coexist,  and  may  be  acute  or  chronic  in  nature. 

Organizing  an  approach  on  which  to  base  clinical 
and  laboratory  findings  can  assist  us  in  understanding 
these  disorders  and  direct  our  continued  research  into 
their  pathogenesis.  Such  an  approach  can  place  each 
rhinitis  patient  in  a functional  classification  that  sug- 
gests specific  therapy.  Similar  methods  have  assisted 
the  development  of  diagnostic  and  treatment  criteria 
for  lower  airway  diseases.  Thus  we  can  anticipate 
progress  in  the  care  of  patients  with  rhinitis. 

Eli  O.  Meltzer,  M.D. 

Alfredo  A.  Jalowayski,  Ph.D. 


Table  1 

CLASSIFICATION  OF  NASAL  DISORDERS 
BASED  ON  SYSTEMATIC  EVALUATION 

Inflammatory  rhinitis 

Eosinophilic  allergic  rhinitis 
seasonal 
perennial 

Eosinophilic  nonallergic  rhinitis 
Infectious  rhinitis 
viral 
bacterial 
Nasal  polyps 
Nasal  mastocytosis 
Atrophic  rhinitis 
Noninflammatory  rhinitis 
Vasomotor  rhinitis 

associated  with  local  or  systemic  condition 
autonomic  dysfunction 
Rhinitis  medicamentosa 
Structure-related  rhinitis 
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Seminal  Fluid  Allergy 

Urticaria  and  hyperventilation  after  coitus  have  oc- 
casionally been  reported  to  physicians,  who  attributed 
such  reactions  to  psychic  agitation.  However,  a case 
has  been  reported  of  a woman  who  had  anaphylactic 
shock  consisting  of  angioedema,  wheezing,  “uterine 
pain”  and  cardiovascular  collapse  within  minutes  of 
coitus.  A glycoprotein  fraction  of  seminal  plasma  was 
identified  as  the  antigen.  Diluted  to  lO6  it  caused  a 
positive  reaction  on  direct  skin  tests;  her  serum  caused 
a positive  reaction  on  passive  transfer  tests.  Since  this 
initial  case  there  have  been  sporadic  reports  of  anaphy- 
laxis due  to  semen.  Levine  and  co-workers  reported  the 
case  of  a patient  who  had  anaphylaxis,  positive  findings 
on  skin  tests  and  leukocyte  histamine  release  (LHR) 
with  a 20,000  to  30.000  molecular  weight  (mol  wt) 
fraction  of  seminal  plasma,  but  not  of  sperm  extract. 
Her  leukocytes  reacted  with  this  fraction  of  semen  from 
seven  different  men  tested. 

IgE-antibody  involvement  in  such  cases  has  been 
found  by  radioallergosorbent  test  ( RAST)  with  seminal 
fluid  fractions.  We  have  seen  a patient  who  three  times 
had  anaplylaxis  necessitating  epinephrine;  she  also  had 
a concomitant  severe  flare  of  her  eczema.  Immuno- 
therapy with  a dilution  of  her  husband's  semen  has 
been  attempted.  Condom  usage  by  the  patient's  husband 
has  prevented  subsequent  reactions,  except  on  two 
episodes  of  “condom  tear  accidents”  when  she  had 
localized  urticaria.  RAST  and  LHR  values  fell  during 
absence  of  exposure,  only  to  rise  abruptly  after  each 
accident. 
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Of  four  patients  reported  by  Bernstein  and  associates, 
two  had  anaphylaxis  that  required  epinephrine  and  two 
had  only  genital  tissue  edema  and  burning  pain.  Both 
women  with  anaphylaxis  had  positive  reactions  on  skin 
tests,  RAST  and  LHR.  One  had  her  first  episode  on 
first  coitus  after  childbirth,  as  did  our  patient;  a 
disrupted  vaginal  mucosa  may  add  risk  to  such  sensiti- 
zation. The  two  women  with  severe  localized  reactions 
had  positive  findings  on  lymphoproliferation  and  leu- 
kocyte migration  inhibition  assays  with  both  seminal 
plasma  and  sperm  extract,  suggesting  cellular  immunity 
to  semen.  Two  couples  had  a remarkable  sharing  of 
histocompatibility  (HLA)  antigens  that  suggested 
another  possible  predisposing  factor  to  seminal  sensiti- 
zation, as  has  been  suggested  earlier  for  fertility 
problems.  Although  these  reactions  are  considered 
rare,  milder  localized  forms  may  mimic  other  female 
pelvic  inflammatory  conditions. 


Oscar  L.  Frick,  M.D.,  Ph.D. 
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Basic  Antitrust  Law 


JOHN  HORTY,  LL.B. 


The  healthcare  field  has  increasingly  found  itself 
during  the  last  five  years  becoming  the  target  of 
lawsuits  involving  claims  and  complaints  unlike  those 
brought  against  hospitals  in  prior  years.  Terms  such  as 
“conspiracy  to  monopolize”  or  “attempts  to  restrain 
trade  and  competition”  appear  frequently  in  complaints 
against  healthcare  professionals  and  institutions.  For 
example,  physicians  who  have  been  denied  medical 
staff  appointment  or  reappointment  now  often  charge 
that  their  denials  were  part  of  an  effort  to  suppress 
competition. 

Moreover,  the  complaining  parties  have  increased. 
State  Attorneys  General  and  the  Federal  Trade  Com- 
mission have  joined  patients  and  physicians  in  the 
ranks  of  plaintiffs.  These  developments  are  all  part  of 
the  growing  application  of  the  antitrust  laws  to  the 
healthcare  industry. 

Antitrust  laws  can  apply  to  hospitals  in  numerous 
ways.  An  antitrust  claim  can  arise  when  a hospital 
decides  to  enter  into  an  exclusive  contract  with  a 
professional  physicians  group.  It  can  be  generated 
when  a physician  is  denied  appointment  to  the  medical 
staff.  It  also  lurks  in  the  peer  review  process  which  all 
healthcare  institutions  should  be  engaged  in. 

Antitrust  considerations  are  also  involved  in  deci- 
sions between  or  among  hospitals  to  merge  their  institu- 
tions, close  particular  departments  or  to  join  in  shared 
purchasing  arrangements.  In  addition,  the  Federal 
Trade  Commission  will  give  a careful  look  at  how 
hospitals  or  physicians  relate  to  or  obstruct  alternative 
health  services  such  as  Health  Maintenance  Organiza- 
tions. A hospital’s  conduct  in  the  regulatory  process, 
particularly  where  certificates  of  need  are  involved, 
will  also  come  under  antitrust  scrutiny. 

JOHN  HORTY,  LL.B.,  partner  in  the  law  firm  ofHorty,  Springer 
& Mattern  in  Pittsburgh,  Pennsylvania.  He  is  the  Author  and  Editor 
of  three  publications,  ACTION-KIT  for  HOSPITAL  LAW, 
ACTION-KIT  for  HOSPITAL  TRUSTEES  and  PATIENT 
CARE  LAW. 

Reprinted  with  permission  from  J.  Horty,  HOSPITAL  LAW, 
September,  1982  issue. 


The  stakes  are  high  in  antitrust  actions  in  terms  of 
time,  expense  and  potential  liability.  Antitrust  cases, 
unless  dismissed  quickly,  can  continue  for  years.  As 
will  be  explained  later  in  this  chapter,  courts  will  allow 
triple  damages  to  a victorious  civil  antitrust  complain- 
ant. In  a criminal  case  the  fines  imposed  by  courts  can 
be  quite  substantial.  Imprisonment  is  also  a possible 
fate  for  a party  convicted  of  a criminal  antitrust 
violation.  As  if  all  of  this  weren’t  enough,  the  Supreme 
Court  ruled  in  1981  that  antitrust  defendants  who  have 
been  assessed  damages  or  attorneys  fees  have  no  right 
to  contribution  from  other  co-conspirators.  In  other 
words,  one  losing  party  may  be  responsible  for  paying 
all  damages  and  not  be  able  to  get  some  of  the  money 
from  other  co-conspirators.  Texas  Industries,  Inc.  v. 
Radcliff  Materials,  Inc.,  451  U.S.  630  (1981). 

While  antitrust  suits  may  not  always  be  avoided, 
liability  often  can,  and  should  be.  Careful  selection  of 
members  for  a hospital's  credentials  committee,  for 
example,  can  blunt  a charge  by  a disgruntled  physician 
that  staff  appointment  was  not  recommended  by  the 
committee  because  of  self-interest  or  some  other  eco- 
nomic consideration.  Similarly,  a decision  to  impose  a 
moratorium  on  further  medical  staff  appointments  can 
withstand  antitrust  challenges  provided  the  decision 
rests  on  concerns  for  quality  patient  care  and  the  needs 
of  the  hospital's  sendee  area  and  not  upon  the  economic 
self-interest  of  the  present  medical  staff.  In  the  words  of 
a federal  district  court  in  Michigan,  “.  . . in  the  absence 
of  an  anticompetitive  intent  or  purpose,  proof  (that  a 
hospital]  acted  for  the  primary  purpose  of  maintaining 
high  quality  patient  care  is  a persuasive  defense  to  an 
antitrust  claim.”  Williams  v.  Kleveland,  et  al.,  534  F. 
Supp.  912  ( W.D.  Mich.  1981). 

If  they  have  not  already  done  so,  hospital  counsel 
should  familiarize  themselves  with  the  general  provi- 
sions of  the  antitrust  laws  and  be  aware  of  develop- 
ments in  the  healthcare  field  relating  to  those  laws. 
Acting  after  the  fact  may  result  in  substantial  cost  to  the 
hospital,  even  if  it  ultimately  is  successful. 
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This  chapter  will  attempt  to  summarize  and  explain 
those  portions  of  the  antitrust  laws  that  are  most  often 
implicated  in  daily  hospital  activities.  Following  that, 
there  will  be  a discussion  of  the  various  exemptions 
from  antitrust  laws  which  may  be  available  to  a health- 
care institution  which  has  been  charged  with  an  anti- 
trust violation. 

Part  A:  Philosophy  Underlying  the  Antitrust  Laws 

The  antitrust  laws  were  enacted  in  this  country  to 
preserve  the  private  competitive  market  system.  While 
this  economic  system  is  not  unique  to  the  United 
States,  antitrust  legislation  is  distinctively  American. 
Even  England,  from  whom  our  economic  system  was 
inherited,  has  enacted  no  comparable  law,  despite  a 
centuries  old  common  law  tradition  favoring  free 
market  entry  and  competition. 

“Antitrust”  law  takes  its  name  from  the  "trusts”  of 
the  post-civil  war  era,  against  which  the  first  antitrust 
law,  the  Sherman  Act,  was  aimed.  A "trust”  was  a 
combination  of  companies  controlled  by  a single  Board 
ofTrustees,  which  had  the  power  to  control  virtually  an 
entire  industry.  By  the  late  1880's  the  various  trusts 
had  accumulated  such  vast  economic  power  that  they 
threatened  the  very  cornerstones  of  the  competitive 
market  system:  competition  and  freedom  of  entry  into 
the  market.  So  great  was  the  resultant  public  resent- 
ment of  these  combinations,  that  both  Democrats  and 
Republicans  united  in  a campaign  to  rid  the  country  of 
trusts  and  commercial  monopolies.  Senator  John 
Sherman  introduced  the  first  antitrust  legislation  and  in 
1890  Congress  passed  the  Sherman  Act,  sometimes 
referred  to  as  a “charter  of  economic  freedom.”  ( On  the 
other  hand,  former  Supreme  Court  Justice  Oliver 
Wendell  Holmes  described  the  Sherman  Act  as  “hum- 
bug based  on  economic  ignorance  and  incompetence.” 
Holmes-Pollock Letters  163  (Howe  ed.  1941 ),  quoted 
in  Gellhorn,  Antitrust  Law  and  Economics,  West 
Publishing  Company,  St.  Paul,  Minnesota,  1976  at 
page  2.  Apparently,  healthy  competition  flourished 
among  attitudes  toward  the  Sherman  Act!) 

Early  in  its  history,  the  Sherman  Act  was  interpreted 
by  the  Supreme  Court  as  prohibiting  only  unreason- 
able restraints  of  trade.  Because  the  definition  of 
“unreasonable”  was  such  a matter  of  wide  judicial 
discretion,  there  was  a growing  fear  in  the  first  part  of 
this  century  that  the  Act  had  lost  its  efficacy.  In 
response  to  apprehension  that  the  Sherman  Act  did  not 
have  enough  teeth  left  in  it  to  regulate  the  American 
economic  system.  Congress  passed  the  Federal  Trade 
Commission  and  C layton  Acts  in  1 9 1 4 to  supplement 
the  Sherman  Act. 

The  traditional  sphere  of  the  antitrust  laws  has  been 
big  business  or  commercial  industry.  But  before  further 
meaningful  discussion  of  antitrust’s  applicability  to 
healthcare  can  take  place,  it  is  important  to  take  a look 
at  the  language  and  provisions  of  the  Acts  themselves. 


Section  1.  The  Sherman  Act:  The  basic  proscriptions 
of  the  Sherman  Act  are  found  in  its  first  two  sections. 
Section  1 states  that  “every  contract,  combination  . . . 
or  conspiracy  in  restraint  of  trade  or  commerce  among 
the  several  states,  or  with  foreign  nations,  is  . . . illegal.” 
Since  all  contracts  are  technically  “in  restraint  of 
trade,”  this  Section  has  been  interpreted  to  forbid  only 
those  contracts  which  unreasonably  restrain  trade. 

“Trade”  includes  commodities  and  services.  “Com- 
merce" refers  to  interstate  commerce  and  includes  any 
activity  affecting  commerce.  Whether  or  not  a particu- 
lar activity  "affects  commerce”  is  one  of  the  threshold 
questions  in  any  suit  brought  under  the  Sherman  Act, 
and  will  receive  detailed  attention  in  a later  chapter. 

Section  2 of  the  Sherman  Act  prohibits  monopoliza- 
tion, attempts  to  monopolize,  and  conspiracies  to 
monopolize.  Monopoly  power  is  the  ability  to  control 
prices  and  exclude  competition.  A monopoly  is  not  a 
violation  of  the  Sherman  Act  if  it  occurs  through 
business  acumen  or  sheer  competitive  skill.  Size  alone 
is  not  an  antitrust  violation.  After  all,  some  monopolies 
are  natural  (e.g.,  public  utilities);  others  are  granted  by 
the  government  (e.g.,  patents).  What  courts  will  look  at 
in  determining  whether  a given  business  (including  a 
hospital)  is  in  violation  of  Section  2 are  the  methods 
which  were  used  by  the  business  to  increase  its  size  and 
profits.  Often,  a Section  2 violation  will  be  caused  by 
methods  or  acts  forbidden  by  Section  1 (i.e.,  “Con- 
spiracy in  restraint  of  trade”). 

In  order  to  have  a Sherman  Section  1 violation,  an 
agreement  or  joint  action  involving  two  or  more  parties 
(“contract,  combination  or  conspiracy” — the  three 
C's)  is  needed.  But  a single  entity  may  monopolize  or 
attempt  to  monopolize  in  violation  of  Sherman  Section 
2.  (Of  course,  two  or  more  persons  or  enterprises  are 
needed  for  a “conspiracy  to  monopolize.”) 

Criminal  prosecutions  for  Sherman  Act  violations 
can  occur.  Illegal  acts  under  Sections  1 and  2 are 
felonies,  punishable  by  fines  of  up  to  $1,000,000  for 
corporations  ( $ 1 00,000  for  individuals)  and  up  to  three 
years  in  prison.  Injured  private  parties  are  also  per- 
mitted to  sue,  and  if  successful,  may  recover  treble 
damages  and  reasonable  attorney's  fees. 

Section  2.  The  Clayton  Act:  As  the  Clayton  Act  was 
enacted  to  supplement  the  Sherman  Act,  its  focus  is 
somewhat  different  than  that  of  Sherman.  Under 
Section  3 of  the  Clayton  Act,  exclusive  dealing  and 
tying  arrangements  involving  sales  of  commodities  are 
illegal  if  the  probable  effect  of  such  arrangements  is  to 
“substantially  lessen  competition  or  tend  to  create  a 
monopoly.” 

Clayton  Section  7,  the  “anti-merger”  section,  pro- 
hibits acquisitions  or  mergers  when  such  activities 
would  have  an  anti-competitive  effect.  Both  the  Clayton 
and  Federal  Trade  Commission  Acts  apply  only  to 
activities  that  occur  in  the  flow  of  interstate  commerce. 
Thus,  their  sweep  is  not  as  broad  as  the  Sherman  Act. 
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The  Clayton  Act  may  be  enforced  by  both  the  FTC 
and  the  Attorney  General.  (Violations  of  Clayton  are 
not  subject  to  criminal  penalties,  unlike  Sherman  Act 
violations.)  Injured  private  parties  are  also  permitted  to 
sue  under  Clayton  and,  as  in  private  Sherman  suits, 
may  recover  treble  damages  and  attorneys’  fees. 
Section  3.  The  Federal  Trade  Commission  Act:  The 
FTC  Act,  also  intended  to  supplement  the  Sherman 
Act,  is  the  broadest  in  scope  of  all  the  antitrust  laws. 
Section  5 of  the  Act  prohibits  “unfair  methods  of 
competition  . . . and  unfair  or  deceptive  acts  or  prac- 
tices in  or  affecting  competition.”  This  language  not 
only  encompasses  the  same  types  of  conduct  declared 
illegal  under  the  Sherman  and  Clayton  Acts,  but  also 
other  anti-competitive  conduct  beyond  the  reach  of 
those  Acts.  Under  Section  5,  the  FTC  is  given  the 
exclusive  jurisdiction  to  attack  any  activity  which  can 
be  brought  under  the  broad  unbrella  of  “ unfair  methods 
of  competition.” 

Significantly,  however,  the  FTC  Act  applies  only  to 
ybr-profit  corporations  and  institutions.  Thus,  charit- 
able, nonprofit  hospitals  are  beyond  the  intended  scope 
of  the  Act. 

Section  4.  The  Robinson- Patman  Act:  The  focus  of 
the  Robinson-Patman  Act  is  on  prices.  Basically,  it 
prohibits  a seller  from  favoring  one  buyer  over  another 
by  charging  different  prices.  If  the  effect  of  this  price 
discrimination  is  to  lessen  competition,  then  Robinson- 
Patman  is  triggered. 

As  is  the  case  with  the  FTC  Act  discussed  above, 
nonprofit  institutions  are  not  subject  to  the  Robinson- 
Patman  Act  so  long  as  the  goods  purchased  are  for  the 
nonprofit’s  own  use  and  not  for  resale. 

Section  5.  State  Antitrust  Law:  Nearly  every  state 
has  passed  some  form  of  antitrust  legislation  which  can 
also  apply  to  the  healthcare  field.  Sometimes  referred 
to  as  “Little  Sherman  Acts,”  these  statutes  seek  to 
prevent  the  same  kind  of  activities  as  do  the  Sherman 
and  Clayton  Acts.  Their  focus,  however,  is  solely  on 
activities  that  occur  within  the  state’s  boundaries. 
Thus,  an  antitrust  suit  which  fails  in  federal  court 
because  there  is  no  effect  on  interstate  commerce  may 
nevertheless  be  brought  in  state  court  under  the  state’s 
antitrust  law. 

Part  B.  General  Exemptions  Under  the 
Sherman  Act 

Out  of  a large  number  of  exemptions  from  antitrust 
law  which  have  been  granted  by  Congress  or  recognized 
by  courts,  five  of  these  are  of  relevance  to  the  health- 
care industry.  Unless  otherwise  noted,  the  exemptions 
apply  to  the  Clayton,  Robinson  and  FTC  Acts,  as  well 
as  Sherman.  Each  of  these  five  will  be  given  a brief, 
introductory  examination  at  this  point.  A more  detailed 
discussion  of  the  exemptions  and  how  they  are  involved 
in  specific  health-related  cases  will  be  discussed  in 
subsequent  chapters. 


Section  1.  State  Action  Exemption:  Also  known  as 
the  Parker  v.  Brown  defense,  ( from  the  case  in  which  it 
was  initially  recognized),  this  exemption  immunizes 
state-compelled  or  state-mandated  activity  from  federal 
antitrust  regulation.  Underlying  this  defense  is  the 
concern  for  preserving  a state’s  authority  to  supervise 
economic  activity  within  its  borders. 

The  scope  of  the  state  action  exemption  has  been 
narrowed  by  several  recent  cases,  among  them  Cali- 
fornia Retail  Liquor  Dealers  Assoc.  v.  Midcal Alumi- 
num, Inc.,  445  U.S.  97  (1980),  which  discusses  the 
two-pronged  standard  for  antitrust  immunity  under 
Parker.  “First,  the  challenged  restraint  must  be  'one 
clearly  articulated  and  affirmatively  expressed  as  state 
policy;'  second,  the  policy  must  be  ‘actively  supervised' 
by  the  state  itself.”  In  the  Cal.  Retail  Liquors  case, 
California’s  statutory  scheme  authorizing  minimum 
resale  price  controls  for  wine  failed  to  meet  the  second 
test. 

The  Supreme  Court  found  the  scheme  to  be  “essen- 
tially a private  price-fixing  agreement.”  Quoting  from 
Parker  v.  Brown,  the  court  stated  “a  state  does  not  give 
immunity  to  those  who  violate  the  Sherman  Act  by 
authorizing  them  to  violate  it,  or  by  declaring  that  their 
action  is  lawful.” 

Thus,  while  the  Parker  defense  is  still  available,  the 
requirements  that  the  activity  reflect  clear  state  policy 
and  be  subject  to  active  state  supervision  will  be  strictly 
adhered  to.  This  defense  has  been  raised  in  cases 
involving  hospital  certificates  of  need. 

Section  2.  Noerr-Pennington  Exemption:  A second 
defense  exempts  activities  intended  to  induce  govern- 
ment action.  Known  as  the  Noerr-Pennington  Doc- 
trine, this  defense  has  a two-fold  basis:  the  First 
Amendment  right  to  petition  the  government,  and 
judicial  interpretation  of  the  phrase  "restraint  of  trade” 
in  the  Sherman  Act,  which  was  not  intended  to  cover 
lobbying  activities.  But  the  petitioning  must  be  for  a 
legitimate  purpose,  such  as  to  influence  government 
policy.  The  immunity  provided  by  the  doctrine  does 
not  extend  to  an  attempt  to  interfere  directly  with  the 
business  relationships  of  a competitor.  Such  activity 
constitutes  "a  mere  sham  to  cover  what  is  actually 
nothing  more  than  an  abuse  of  judicial  or  administra- 
tive processes.”  This  “sham  activity  exception"  was 
recognized  in  California  Motor  Transport  Co.  v. 
Trucking  Unlimited,  404  U.S.  508  (1972).  In  this 
case,  one  trucking  company  allegedly  conspired  not 
merely  to  influence  public  officials,  but  to  “bar  [its] 
competitors  from  meaningful  access  to  adjudicatory 
tribunals  . . . .”  This  type  of  conduct  will  not  be  pro- 
tected by  Noerr-Pennington.  Although  it  is  not  a 
commonly-raised  defense  in  antitrust  cases  involving 
hospitals,  it  has  appeared  when  a hospital's  actions 
regarding  the  planning  process  have  been  challenged. 
Section  3.  Business  of  Insurance  Exemption:  The 
business  of  insurance  exemption,  created  by  the  Mc- 
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Carran-Ferguson  Act,  removes  activity  challenged  as 
anti-competitive  from  the  reach  of  the  antitrust  laws  if 
the  conduct  is  the  business  of  insurance,  is  regulated  by 
state  law,  and  if  it  does  not  take  the  form  of  coercion, 
boycott,  or  intimidation. 

The  Supreme  Court  in  Group  Life  & Health  Insur- 
ance Co.  v’.  Royal  Drug,  440  U.S.  205  (1979), 
narrowly  defined  “the  business  of  insurance”  to  include 
only  those  procedures  or  activities  relating  to  the 
spreading  of  risk  among  policyholders;  it  does  not  refer 
simply  to  the  general  business  of  insurance  companies. 
In  Royal  Drug,  a Blue  Shield  reimbursement  program 
for  prescription  drugs  purchased  by  insureds  did  not 
comprise  "the  business  of  insurance”  because  the 
“pharmacy  agreements  [between  Blue  Shield  and 
participating  pharmacies]  [did]  not  involve  any  under- 
writing or  spreading  of  risk,  but  [were]  merely  arrange- 
ments for  the  purchase  of  goods  and  services  by  Blue 
Shield  ....  The  agreements  . . . enablefdj  Blue  Shield 
to  minimize  costs  and  maximize  profits.  Such  cost- 
saving arrangements  may  well  inure  ultimately  to  the 
benefit  of  policyholders  in  the  form  of  lower  premiums, 
but  they  are  not  the  “business  of  insurance.” 

In  a case  subsequent  to  Royal  Drug,  Ratino  v. 
Medical  Sendee  of  the  District  of  Columbia,  — F. 
Supp. — (D.C.  Md.  1981)  a physician  sued  Medical 
Service  of  the  District  of  Columbia  (Blue  Shield), 
claiming  that  the  latter's  “usual  customary  and  reason- 
able” reimbursement  program  constituted  illegal  price 
fixing.  Blue  Shield  defended  on  "business  of  insurance” 
grounds.  The  Court  held  that  Blue  Shield’s  insurance 
plan  was  “the  business  of  insurance.”  Unlike  the  Royal 
Drug  pharmacy  agreements,  the  Blue  Shield  price 
schedules  were  “set  up  in  conjunction  with  MCMS  and 
others  [doctors  and  hospitals]  and  had  a mechanism 
whereby  it  [MCMS]  or  the  physician  could  have  a fee 
reviewed."  These  factors  distinguished  Ratino  from 
Royal  Drug,  and  brought  the  Blue  Shield  plan  within 
the  business  of  insurance  exception. 

These  cases  and  others  have  so  narrowed  the  scope 
of  the  business  of  insurance  defense  that  its  usefulness 
is  very  limited. 

Section  4.  Implied  Repeal:  The  doctrine  of  implied 
repeal  may  be  raised  as  a defense  to  activity  which 
appears  to  be  legislatively  approved,  but  at  the  same 
time  may  be  in  violation  of  some  other  law  such  as  the 
Sherman  Act.  Whenever  inconsistent  laws  appear, 
courts  must  decide  first  whether  there  is  direct  conflict 
between  these  laws  with  respect  to  the  conduct  in 
question,  and  if  there  is,  whether  Congress  intended 
one  law  to  supercede  a prior  inconsistent  law  as  to  the 
particular  activity. 

A prime  example  within  the  healthcare  context  is  the 
apparent  conflict  between  the  N ational  Health  Planning 
and  Resources  Act  of  1 974  (NHPRA)  and  the  antitrust 
laws.  The  comprehensiveness  of  the  NHPRA’s  scheme 
to  regulate  allocation  of  health  services  gives  rise  to 
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debate  as  to  whether  the  Act  constitutes  an  implied 
repeal  of  the  antitrust  laws  with  respect  to  healthcare. 

For  example,  the  NHPRA  encourages  cooperation 
among  healthcare  providers  in  planning  and  delivery  of 
services.  Such  cooperation  among  would-be  competi- 
tors would  be  automatically  suspect  under  the  anti- 
trust laws  as  a combination  or  conspiracy  in  restraint  of 
trade,  a group  boycott,  or  other  such  activity. 

A very  important  case  which  focuses  on  the  implied 
repeal  issue  in  a healthcare  setting  is  National  Geri- 
medical  Hospital  and  Gerontology  Center  v.  Blue 
Cross  of  Kansas  City,  452  U.S.  378  (1981).  In  this 
case.  Blue  Cross  refused  to  enter  into  a participating 
hospital  agreement  with  National  Gerimedical  Hospital 
because  the  latter  had  not  received  approval  from  the 
local  health  systems  agency  for  new  construction.  The 
hospital  sued  Blue  Cross  for  alleged  violations  of  the 
Sherman  Act.  Blue  Cross  defended  on  implied  repeal 
grounds,  claiming  that  its  refusal  to  deal  was  in  further- 
ance of  the  National  Health  Planning  Act,  and  was 
therefore  impliedly  immune  from  antitrust  law. 

In  reversing  the  lower  court’s  finding  of  implied 
repeal,  the  Supreme  Court  relied  on  two  basic  principles 
underlying  the  doctrine.  First,  implied  repeal  or  immu- 
nity from  antitrust  law  is  not  favored,  “and  can  be 
justified  only  by  a convincing  showing  of  clear  repug- 
nancy between  the  antitrust  laws  and  the  regulatory 
system.”  Secondly,  implied  repeal  will  be  found  only  if 
it  is  necessary  to  make  a subsequent  law  work,  “and  even 
then  only  to  the  minimum  extent  necessary.” 

The  difficulty  of  making  such  a “convincing  show- 
ing” will  make  the  implied  repeal  defense  a trouble- 
some one  to  raise,  requiring  judicial  determination  of 
immunity  for  specific  behavior  on  a case  by  case  basis. 
The  National  Gerimedical  case  will  be  discussed  in 
greater  detail  in  a subsequent  chapter. 

Section  5.  Primary  Jurisdiction:  The  fifth  and  final 
exemption  which  continues  to  have  relevance  to 
healthcare  is  termed  primary  jurisdiction.  This  is  actu- 
ally an  administrative  law  doctrine  to  aid  a court  in 
determining  whether  it,  or  an  administrative  agency 
will  initially  decide  an  issue.  If  a court  determines  that 
it  will  be  able  to  make  a more  informed  decision  only 
after  an  agency  has  analyzed  the  question,  the  court 
will  postpone  its  consideration  of  the  matter  until  the 
agency  has  reached  its  conclusion. 

Two  courts,  recently  faced  with  the  issue  of  implied 
repeal  in  the  healthcare-antitrust  context,  relied  on  the 
doctrine  of  primary  jurisdiction  to  suspend  their  respec- 
tive court  actions  pending  resolution  by  an  administra- 
tive agency. 

In  Denver  v.  Santa  Barbara  Community  Dialysis 
Center,  Inc.,  1981-1  Trade  Cases  (CCH)  U 63,  946 
(February  26,  1981),  the  court  declined  to  decide  a 
lawsuit  brought  by  two  physicians  against  a dialysis 
clinic  for  alleged  antitrust  violations,  stating  that  “a 
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prior  agency  adjudication  [of  the  issues  in  the  case] 
would  be  a material  aid  in  ultimately  resolving  the 
immunity  question  as  well  as  affecting  the  necessity  for 
any  judicial  intervention  at  all.” 

Another  case  which  contains  a useful  discussion  of 
primary  jurisdiction  and  applies  the  doctrine  to  its  fact 
situation  is  Huron  Valley  Hospital,  Inc.  v.  City  of 
Pontiac,  666  F.2d  1029  (6th  Cir.  1981).  This  court,  as 
in  National  Gerimedical,  was  faced  with  the  question 
of  whether  the  National  Health  Planning  Act  effected 
an  implied  repeal  of  the  antitrust  laws.  Relying  on  the 
Supreme  Court's  decision  in  Gerimedical,  the  Huron 
Court  deferred  any  decision  until  the  state  administra- 
tive process  was  completed.  The  Huron  decision  will 
be  discussed  in  greater  detail  in  a later  chapter. 

Part  C-  The  “Learned  Professions”  Exemption 

The  so-called  “ learned  professions”  defense  was  not 
included  among  the  prior  five  exemptions  because  it  is 
no  longer  law.  But  it  deserves  discussion  since  for  years 
it  was  a primary  reason  the  healthcare  field  was 
considered  to  be  exempt  from  the  antitrust  laws. 

The  reasoning  behind  the  learned  professions  ex- 
emption was  that  antitrust  applied  to  trade  or  commerce 
and  not  learned  professions.  Since  learned  professions 
such  as  medicine  or  the  law  did  not  fit  the  traditional 
business  mold,  they  were  believed  to  be  outside  the 
scope  of  the  antitrust  acts.  A landmark  Supreme  Court 
case  altered  this  thinking. 

Goldfarb  v.  Virginia  State  Bar,  421  U.S.  773 
(1975)  was  concerned  with  whether  publication  of  a 
minimum  fee  schedule  for  lawyers,  created  by  a county 
bar  association  and  enforced  by  the  Virginia  State  Bar, 
constituted  price  fixing  in  violation  of  § 1 of  the 
Sherman  Act  The  County  Bar  argued  that  Congress  did 
not  intend  the  terms  “trade  or  commerce”  to  include  the 
learned  professions,  and  sought  total  exclusion  from  the 
antitrust  laws.  The  Supreme  Court  disagreed  It  recog- 
nized that  the  practice  of  law  has  business  aspects,  and 
that  anticompetitive  activities  by  lawyers  may  restrain 
commerce.  The  Court  then  concluded  that  “Congress 
intended  to  strike  as  broadly  as  it  could  in  § 1 of  the 
Sherman  Act,  and  to  read  into  it  so  wide  an  exemption  as 
that  urged  on  us  would  be  at  odds  with  that  purpose.” 
Thus,  the  activities  of  the  County  Bar  Association  were 
not  exempt  from  antitrust  attack.  |The  Court  found  a 
state  bar  association  immune  from  antitrust,  however, 
under  the  Parker  v.  Brown  state  action  exemption  where 
it  was  an  arm  of  state  government  ] 

Part  D.  Per  Se  Standard  or  Rule  of  Reason? 

Now  that  it  has  been  judicially  determined  that  the 
antitrust  laws  may  be  enforced  against  the  healthcare 
industry,  the  next  question  is  what  standard  of  analysis  a 
court  should  apply  in  a healthcare  antitrust  suit  to 
evaluate  the  competitive  significance  of  a challenged 
action.  Two  modes  of  analysis  have  developed  out  of 


case  law  to  accomplish  this:  the  “rule  of  reason”  and 
“per  se”  standard. 

A determination  of  competitive  impact  requires  an 
often  costly  and  time-consuming  investigation  into  the 
“purpose”  and“effect”  of  the  restraint  on  competition; 
and  a challenge  under  Sherman  § 2 (monopolization, 
attempts  to  monopolize,  and  conspiracies  to  monopo- 
lize) requires  an  additional  investigation  into  the  likeli- 
hood that  the  party  or  parties  will  obtain  monopoly 
power.  The  complete  investigation  is  known  as  the 
“Rule  of  Reason”  analysis. 

On  the  other  hand,  some  agreements  are  so  plainly 
anticompetitive  and  almost  without  any  redeeming 
virtue  for  competition  that  no  actual  proof  of  their 
competitive  impact  is  needed.  Proof  that  such  an  anti- 
competitive agreement  exists  is  all  that  is  necessary  to 
make  out  a Sherman  Act  violation.  These  agreements 
are  labeled  “illegal  per  se.”  Examples  of  per  se  illegal 
conduct  include  price  fixing  agreements  between  com- 
petitors, group  boycotts,  tie-in  sales,  market  division 
agreements  between  competitors,  and  resale  price 
maintenance  agreements  between  a manufacturer  and 
its  distributors. 

It  will  not  always  be  obvious  to  a court  whether  a rule 
of  reason  or  per  se  analysis  should  be  used  in  a 
particular  fact  situation.  This  point  will  often  be  the 
subject  of  vigorous  argument  by  both  parties  to  the 
lawsuit,  each  party  vying  for  the  court  to  adopt  the 
standard  which  will  best  help  it  win  the  case. 

The  question  of  which  standard  to  use  frequently 
arises  in  antitrust  suits  involving  healthcare.  One  big 
reason  for  the  uncertainty  is  that  the  competitive 
structure  of  the  healthcare  industry  is  unlike  that  of 
purely  private  competitive  business.  Because  courts 
have  had  a great  deal  more  experience  with  the  latter, 
and  because  courts  hesitate  to  classify  conduct  as  perse 
illegal  until  they  have  had  considerable  experience  with 
its  effect  on  competition,  healthcare  defendants  argue 
forcefully  for  application  of  the  rule  of  reason  to 
challenged  conduct  within  their  industry.  So  far,  the 
courts  have  analysed  all  medical  staff  cases  under  the 
rule  of  reason,  unless  the  facts  clearly  indicate  a group 
boycott.  Because  group  boycotts  destroy  competition 
and  have  no  pro-competitive  aspects  in  any  industry, 
the  courts  have  little  difficulty  declaring  them  per  se 
illegal  even  when  they  occur  within  the  context  of 
healthcare. 

Very  recently,  the  Supreme  Court  was  faced  with  the 
per  se  or  rule  of  reason  question  with  regard  to  price  fix- 
ing in  a healthcare  setting.  Arizona  v.  Maricopa 
County  Medical  Society,  etal.,  50  LW  4687  (June  18, 
1982).  The  Supreme  Court,  in  a 4-3  decision  which 
overturned  two  lower  court  decisions,  held  that  agree- 
ments among  organized,  competing  physicians  to  set 
maximum  fees  for  services  were  per  se  violative  of 
antitrust  law. 
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The  defendants  in  the  case  were  the  Maricopa 
County  Medical  Society,  and  two  foundations  for 
medical  care  (FMC’s),  organized  “for  the  purpose  of 
promoting  fee-for-service  medicine  and  to  provide  the 
community  with  a competitive  alternative  to  existing 
health  insurance  plans.”  The  membership  of  the  two 
FMC’s  together  consisted  of  over  70%  of  all  medical 
practitioners  in  Maricopa  County.  Both  FMC’s  per- 
formed peer  review  and  claim  administration  functions. 
But  the  conduct  challenged  by  the  state  of  Arizona  was 
“establish! ing]  the  schedule  of  maximum  fees  that 
participating  doctors  agree  to  accept  as  payment  in  full 
for  services  performed  for  patients  insured  under  plans 
approved  by  the  foundation!  s]  . . . .”  Arizona  claimed 
that  the  agreements  setting  maximum  fees  for  services 
constituted  an  illegal  price-fixing  conspiracy,  a per  se 
violation  of  Sherman  § 1. 

On  the  other  hand,  defendants  urged  a rule  of  reason 
analysis,  arguing  that  the  per  se  standard  was  inappro- 
priate in  this  case,  because  the  agreements  were  to  set 
maximum — not  minimum — prices,  the  agreements  had 
“pro-competitive  justifications,”  and  the  agreements 
occurred  within  the  healthcare  industry,  “with  which 
the  judiciary  has  little  antitrust  experience.”  This  last 
argument  by  defendants  was  an  attempt  to  persuade  the 
Court  to  relax  the  per  se  rule  for  price  fixing  with 
respect  to  healthcare,  and  in  effect  create  an  exception 
for  defendants'  activities  in  this  case. 

The  Ninth  Circuit  Court  of  Appeals  agreed  with 
defendants  that  a rule  of  reason  analysis  was  indicated 
in  this  case,  particularly  because  there  was  no  evidence 
of  the  competitive  effect  of  maximum  price  setting 
agreements  within  the  healthcare  industry.  The  Court 
felt  that  since  the  actual  impact  on  competition  was 
unknown,  the  defendants’  claim  that  such  agreements 
were  pro-competitive  and  would  keep  medical  care 
prices  down  might  have  merit.  Thus  the  Court  was 
reluctant  to  declare  the  challenged  fee-setting  arrange- 
ment to  be  per  se  illegal. 

The  Supreme  Court,  in  reversing  the  Circuit  Court, 
relied  on  several  of  its  own  prior  antitrust  decisions  to 
dispose  of  defendants'  arguments  and  find  the  fee- 
setting agreements  to  be  per  se  illegal  price-fixing 
agreements. 

Basically,  the  court  said  “horizontal  agreements  to 
fix  maximum  prices  are  on  the  same  legal — even  if  not 
economic — footing  as  agreements  to  fix  minimum  or 
uniform  prices.”  In  either  case,  there  is  tampering  with 
the  price  structure  of  the  marketplace,  which  is  contrary 
to  the  goals  of  pure  competition,  and  which  may 
adversely  affect  free  entry  into  the  market.  And  the  fact 
that  doctors  rather  than  non-professionals  were  parties 
to  the  price-fixing  agreements  no  longer  provides 
escape  from  the  per  se  rule  after  Goldfarb.  (See 
discussion  of  the  learned  professions  exemption  earlier 
in  the  Chapter.) 


As  for  the  defense  that  the  fee-setting  agreements 
would  enhance  competition  and  keep  prices  down,  the 
Court  found  that  not  only  were  there  no  legitimate  pro- 
competitive  justifications  for  the  scheme,  but  that  to 
advance  such  an  argument  in  defense  of  conduct 
alleged  to  be  perse  illegal  is  to  misunderstand  the  perse 
rule. 

As  the  court’s  opinion  said,  “[T]he  anti-competitive 
potential  in  all  price-fixing  agreements  justifies  their 
facial  invalidation  even  if  pro-competitive  justifications 
are  offered  for  some.  Even  when  respondents  [the 
FMC’s  and  Medical  Society]  are  given  every  benefit  of 
doubt,  the  record  in  this  case  is  not  consistent  with  the 
presumption  that  respondents’  agreements  will  not 
significantly  enhance  competition.” 

In  response  to  defendants'  other  argument  that  a rule 
of  reason  analysis  should  be  applied  because  of  the 
judiciary’s  lack  of  experience  with  alleged  antitrust 
violations  in  a health  care  setting,  the  Court  held  simply 
that  “as  agreements  among  independent,  competing 
entrepreneurs,  they  fit  squarely  into  the  horizontal 
price-fixing  mold.”  In  support  of  its  refusal  to  create  an 
exception  for  health  care,  the  Court  cited  United  States 
v.  Sacony-Vacuum  Oil  Co.,  310  U.S.  150,  (1940), 
which  states  “the  Sherman  Act,  so  far  as  price-fixing 
agreements  are  concerned,  establishes  one  uniform 
rule  applicable  to  all  industries  alike.”  (In  a footnote, 
the  Court  warned  against  confusing  this  rule  with  a 
court's  common  practice  of  applying  the  rule  of  reason 
to  conduct  with  which  it  has  not  been  previously  faced. 
Price-fixing  is  not  such  a new  type  of  behavior,  to  which  a 
court  might  be  reluctant  to  apply  the  per  se  rule.) 

Several  points  made  by  the  Court  appear  to  be 
central  to  their  final  determination  of  per  se  illegality. 
These  factors,  taken  together,  narrow  the  holding  of 
this  case  to  a fairly  specific  set  of  circumstances. 

The  key  factor  appeared  to  be  that  not  only  did  the 
doctors  themselves  set  the  maximum  prices  they  would 
charge,  and  agree  to  abide  by  those  prices,  but  they 
were  independent  competitors  setting  prices,  even 
though  they  were  organized  into  FMC's.  This  is 
horizontal  price-fixing,  a perse  illegal  activity.  The  fact 
that  the  doctors  were  setting  maximum  rather  than 
minimum  prices  does  not  erase  the  “perse-  ness”  of  the 
illegality.  According  to  the  court,  these  horizontal, 
maximum  price  restraints  violate  the  per  se  rule 
because  they  “tend  to  provide  the  same  economic 
rewards  to  all  practitioners  regardless  of  their  skill, 
their  experience,  their  training,  or  their  willingness  to 
employ  innovative  and  difficult  procedures  in  individual 
cases.  Such  a restraint  may  also  discourage  new  entry 
into  the  market  and  may  deter  experimentation  and 
new  developments  by  individual  entrepreneurs.”  The 
anti-competitive  effect  on  the  market  created  by  de- 
fendants’ agreements  was  accentuated  by  the  fact  that 
over  70%  of  the  medical  practitioners  in  Maricopa 
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County  were  FMC  members  and  parties  to  the  agree- 
ments. 

In  addition,  the  Court  found  no  factual  basis  for  the 
claim  that  the  doctors  themselves  must  fix  the  fee 
schedule  in  order  to  make  the  scheme  work.  The  Court 
discounted  defendants’  assertion  that  the  peer  review 
and  claim  administration  functions  of  the  FMC's  were 
inseparable  from  maximum  price  setting  by  the  doctors. 
As  evidence  of  this,  the  court  pointed  to  the  foster  child 
program,  for  which  the  foundations  offered  peer  review 
and  administrative  services,  and  for  which  a third-party 
payor  set  the  prices  to  be  paid  the  doctors.  The  court 
noted  that  “|T]he  most  that  can  be  said  for  having 
doctors  fix  the  maximum  prices  is  that  doctors  may  be 
able  to  do  it  more  efficiently  than  insurers,  but  there  is 
no  reason  to  believe  any  savings  that  might  accrue  from 
this  arrangement  would  be  sufficiently  great  to  affect 
the  competitiveness  of  these  kinds  of  insurance  plans.” 

This  case  may  be  narrowly  read  to  prohibit  doctors 
and  other  medical  practitioners  who  are  independent 
competitors  from  agreeing  among  themselves  to  set  a 
schedule  of  maximum  fees  to  be  charged  for  services. 
But  no  case,  including  Maricopa,  has  yet  addressed  the 
question  of  whether  an  insurer  may  fix  a fee  schedule 
and  enter  into  a contract  with  individual  doctors,  and 
not  run  afoul  of  the  Sherman  Act.  In  fact,  a footnote  in 
Maricopa  pointed  out  that  the  Department  of  Justice, 
in  an  amicus  curiae  brief  filed  in  Royal  Drug,  opined 
that  “such  an  arrangement  would  be  legal  unless  the 
plaintiffs  could  establish  that  a conspiracy  among  pro- 
viders was  at  work.” 

Regardless  of  the  reading  given  this  decision,  Mari- 
copa indicates  the  continued  vitality  of  the  antitrust 
laws  as  they  are  applied  to  hospitals.  The  fact  that  the 
Supreme  Court  was  willing  to  apply  a traditional 
antitrust  label  (“per  se”  violation)  to  activity  in  the 
world  of  hospitals  and  physicians  is  the  strongest  signal 
yet  that  antitrust  is  here  to  stay  in  the  healthcare  field. 

Part  E.  Application  of  Antitrust  to  Healthcare 

Even  before  Goldfarb  decided  that  the  antitrust  laws 
applied  to  the  legal  profession,  the  Supreme  Court  had 
held  that  the  medical  profession  was  subject  to  antitrust 
enforcement. 

AMAv.  United  States,  130  F.2d  233  (D.C.  1942); 
ajf d 317  U.S.  519  (1942),  centered  around  a con- 
spiracy by  the  AMA  and  others  to  destroy  the  business 
of  Group  Health  Association,  Inc.,  a nonprofit  organi- 
zation for  provision  of  medical  care  and  hospitalization 
on  a risk-sharing,  prepayment  basis.  Group  Health 
Association  claimed  the  AMA’s  activities  constituted 
an  illegal  “restraint  of  trade,”  and  brought  suit  against 
the  AMA  under  § 1 of  the  Sherman  Act. 

The  issue  before  the  court  was  whether  the  practice  of 
medicine  was  a “trade”  within  the  meaning  of  the 
Sherman  Act 

After  examining  the  common  law  definition  of 


“trade”  which  included  “all  occupations  in  which  men 
are  engaged  for  a livelihood,”  the  District  Court  held, 
and  the  Supreme  Court  affirmed,  that  “a  restraint 
imposed  upon  the  lawful  practice  of  medicine — and  a 
fortiori — upon  the  operation  of  hospitals  and  of  a lawful 
organization  for  the  financing  of  medical  services  to  its 
members  . . . is  just  as  much  in  restraint  of  trade  as  if  it 
were  directed  against  any  other  occupation  or  employ- 
ment or  business.  And  ...  the  fact  that  the  defendants 
are  physicians  and  medical  organizations  is  of  no 
significance,  for  § 3 [of  the  Sherman  Act]  prohibits 
‘any  person’  from  imposing  the  proscribed  restraints.” 

Taking  the  AMA  holding  that  the  medical  profes- 
sion was  subject  to  the  Sherman  Act  one  step  further. 
National  Gerimedical(  previously  discussed)  held  that 
the  National  Health  Planning  Act  did  not  effect  an 
implied  repeal  of  the  antitrust  laws  as  to  healthcare. 

Today,  it  is  clear  from  a number  of  court  decisions 
that  the  healthcare  industry  is  not  removed  from 
jurisdiction  of  the  antitrust  laws.  Nevertheless,  the 
actual  role  of  antitrust  in  healthcare  may  vary  from 
case  to  case,  as  subsequent  chapters  will  illustrate. 

Someone  once  said  that  politics  is  one  area  where 
reality  consists  of  whatever  is  perceived.  This  notion 
that  reality  lies  in  image  is  very  apropos  to  the 
healthcare  field  as  it  is  perceived  through  the  lense  of 
antitrust  law.  Regardless  of  what  actually  happened,  if 
it  appears,  for  example,  that  self-interest  was  allowed 
to  operate  in  a denial  of  staff  appointment  then  a court 
may  well  entertain  an  antitrust  lawsuit  by  the  alleged 
victim  of  the  self-interest.  Similarly,  apparent  collusion 
between  a hospital  and  the  local  health  planning  agency 
hands  an  antitrust  complaint  to  another  local  hospital 
on  a silver  platter. 

On  the  other  hand,  healthcare  facilities  should  not 
slip  into  a state  of  panic  simply  because  of  the  increased 
application  of  the  antitrust  laws  to  their  sphere  of 
activities.  If  for  no  other  reason,  the  continued  rise  of 
health  care  costs  at  a rate  higher  than  the  consumer 
price  index  guarantees  the  vulnerability  of  hospitals  to 
antitrust  challenges  from  the  government  as  well  as 
private  parties.  In  short,  immunity  from  antitrust  suits 
is  no  longer  a realistic  objective. 

What  is  realistic,  however,  and  in  fact  critical  is  that 
a hospital  be  prepared  in  advance  to  defeat  these  kinds 
of  suits.  This  can  be  accomplished  by  a hospital  taking 
care  that  its  decisions  regarding  appointment,  peer 
review,  exclusive  contracts  or  staff  closings  be  informed 
by  objective  criteria  relating  to  patient  care  and  the 
needs  of  the  hospital's  service  area.  This  means 
independent  studies,  as  in  the  case  of  staff  closings.  It 
means  a credentialling  process  spelled  out  in  the 
bylaws  which  allows  for  staff  input  through  committees, 
not  en  masse,  while  leaving  the  final  decision  in  the 
hands  of  the  hospital’s  board.  It  also  means  keeping 
offensive  comments  out  of  official  minutes  and  reports. 
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Appendix 

Sherman  Act' 

§ 1 . Every  contract,  combination  in  the  form  of  trust 
or  otherwise,  or  conspiracy,  in  restraint  of  trade  or 
commerce  among  the  several  States,  or  with  foreign 
nations,  is  declared  to  be  illegal.  Every  person  who 
shall  make  any  contract  or  engage  in  any  combination 
or  conspiracy  hereby  declared  to  be  illegal  shall  be 
deemed  guilty  of  a felony,  and,  on  conviction  thereof, 
shall  be  punished  by  fine  not  exceeding  one  million 
dollars  if  a corporation,  or,  if  any  other  person,  one 
hundred  thousand  dollars  or  by  imprisonment  not 
exceeding  three  years,  or  by  both  said  punishments,  in 
the  discretion  of  the  court. 

§2.  Every  person  who  shall  monopolize,  or  attempt 
to  monopolize,  or  combine  or  conspire  with  any  other 
person  or  persons,  to  monopolize  any  part  of  the  trade 
or  commerce  among  the  several  States,  or  with  foreign 
nations,  shall  be  deemed  guilty  of  a felony,  and  on 
conviction  thereof,  shall  be  punished  by  fine  not 
exceeding  one  million  dollars  if  a corporation,  or,  if  any 
other  person,  one  hundred  thousand  dollars  or  by 
imprisonment  not  exceeding  three  years,  or  by  both 
said  punishments,  in  the  discretion  of  the  court. 

§3.  Every  contract,  combination  in  form  of  trust  or 
otherwise,  or  conspiracy,  in  restraint  of  trade  or 
commerce  in  any  Territory  of  the  United  States  or  of 
the  District  of  Columbia,  or  in  restraint  of  trade  or 
commerce  between  any  such  Territory  and  another,  or 
between  any  such  Territory  or  Territories  and  any 
State  or  States  or  the  District  of  Columbia,  or  with 
foreign  nations,  is  declared  illegal.  Every  person  who 
shall  make  any  such  contract  or  engage  in  any  such 
combination  or  conspiracy,  shall  be  deemed  guilty  of  a 
felony,  and,  on  conviction  thereof,  shall  be  punished  by 
fine  not  exceeding  one  million  dollars  if  a corporation, 
or,  if  any  other  person,  one  hundred  thousand  dollars  or 
by  imprisonment  not  exceeding  three  years,  or  by  both 
said  punishments,  in  the  discretion  of  the  court. 

Clayton  Act2 

§12. 

* * * 

“Commerce,”  as  used  herein,  means  trade  or  com- 
merce among  the  several  States  and  with  foreign 
nations,  or  between  the  District  of  Columbia  or  any 
Territory  of  the  United  States  and  any  State,  Territory 
or  foreign  nation,  or  between  any  insular  possessions  or 
other  places  under  the  jurisdiction  of  the  United  States, 
or  between  any  such  possession  or  place  and  any  State 
or  Territory  of  the  United  States  or  the  District  of 
Columbia  or  any  foreign  nation,  or  within  the  District 
of  Columbia  or  any  Territory  or  any  insular  possession 
or  other  place  under  the  jurisdiction  of  the  United 
States:  Provided,  That  nothing  in  this  Act  contained 
shall  apply  to  the  Philippine  Islands. 


The  word  “person”  or  “persons”  wherever  used  in 
this  Act  shall  be  deemed  to  include  corporations  and 
associations  existing  under  or  authorized  by  the  laws  of 
either  the  United  States,  the  laws  of  any  of  the 
Territories,  the  laws  of  any  State,  or  the  laws  of  any 
foreign  country. 

(b)  This  Act  may  be  cited  as  the  Clayton  Act. 

§ 1 3.  ( a)  It  shall  be  unlawful  for  any  person  engaged 
in  commerce,  in  the  course  of  such  commerce,  either 
directly  or  indirectly,  to  discriminate  in  price  between 
different  purchasers  of  commodities  of  like  grade  and 
quality,  where  either  or  any  of  the  purchases  involved 
in  such  discrimination  are  in  commerce,  where  such 
commodities  are  sold  for  use,  consumption,  or  resale 
within  the  United  States  or  any  Territory  thereof  or  the 
District  of  Columbia  or  any  insular  possession  or  other 
place  under  the  jurisdiction  of  the  United  States,  and 
where  the  effect  of  such  discrimination  may  be  substan- 
tially to  lessen  competition  or  tend  to  create  a monopoly 
in  any  line  of  commerce,  or  to  injure,  destroy,  or 
prevent  competition  with  any  person  who  either  grants 
or  knowingly  receives  the  benefit  of  such  discrimina- 
tion, or  with  customers  of  either  of  them. 

* * * 

(b)  Upon  proof  being  made,  at  any  hearing  on  a 
complaint  under  this  section,  that  there  has  been 
discrimination  in  price  or  services  or  facilities  fur- 
nished, the  burden  of  rebutting  the  prima  facie  case  thus 
made  by  showing  justification  shall  be  upon  the  person 
charged  with  a violation  of  this  section,  and  unless 
justification  shall  be  affirmatively  shown,  the  Commis- 
sion is  authorized  to  issue  an  order  terminating  the 
discrimination:  Provided,  however,  That  nothing  herein 
contained  shall  prevent  a seller  rebutting  the  prima 
facie  case  thus  made  by  showing  that  his  lower  price  or 
the  furnishing  of  services  or  facilities  to  any  purchaser 
or  purchasers  was  made  in  good  faith  to  meet  an 
equally  low  price  of  a competitor,  or  the  services  or 
facilities  furnished  by  a competitor. 

* * * 

(d)  It  shall  be  unlawful  for  any  person  engaged  in 
commerce  to  pay  or  contract  for  the  payment  of 
anything  of  value  to  or  for  the  benefit  of  a customer  of 
such  person  in  the  course  of  such  commerce  as 
compensation  or  in  consideration  for  any  services  or 
facilities  furnished  by  or  through  such  customer  in 
connection  with  the  processing,  handling,  sale,  or 
offering  for  sale  of  any  products  or  commodities 
manufactured,  sold,  or  offered  for  sale  by  such  person, 
unless  such  payment  or  consideration  is  available  on 
proportionally  equal  terms  to  all  other  customers 
competing  in  the  distribution  of  such  products  or 
commodities. 

( e)  It  shall  be  unlawful  for  any  person  to  discriminate 
in  favor  of  one  purchaser  against  another  purchaser  or 
purchasers  of  a commodity  bought  for  resale,  with  or 
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without  processing,  by  contracting  to  furnish  or  fur- 
nishing, or  by  contributing  to  the  furnishing  of,  any 
services  or  facilities  connected  with  the  processing, 
handling,  sale,  or  offering  for  sale  of  such  commodity  so 
purchased  upon  terms  not  accorded  to  all  purchasers 
on  proportionally  equal  terms. 

(0  It  shall  be  unlawful  for  any  person  engaged  in 
commerce,  in  the  course  of  such  commerce,  knowingly 
to  induce  or  receive  a discrimination  in  price  which  is 
prohibited  by  this  section. 

* * * 

§ 14.  It  shall  be  unlawful  for  any  person  engaged  in 
commerce,  in  the  course  of  such  commerce,  to  lease  or 
make  a sale  or  contract  for  sale  of  goods,  wares, 
merchandise,  machinery,  supplies,  or  other  commodi- 
ties, whether  patented  or  unpatented,  for  use,  consump- 
tion, or  resale  within  the  United  States  or  any  Territory 
thereof  or  the  District  of  Columbia  or  any  insular 
possession  or  other  place  under  the  jurisdiction  of  the 
United  States,  or  fix  a price  charged  thereof,  or 
discount  from,  or  rebate  upon,  such  price  on  the  condi- 
don,  agreement,  or  understanding  that  the  lessee  or 
purchaser  thereof  shall  not  use  or  deal  in  the  goods, 
wares,  merchandise,  machinery,  supplies,  or  other 
commodities  of  a competitor  or  competitors  of  the  lessor 
or  seller,  where  the  effect  of  such  lease,  sale,  or  contract 
for  sale  or  such  condition,  agreement,  or  understanding 
may  be  to  substantially  lessen  competition  or  tend  to 
create  a monopoly  in  any  line  of  commerce. 

§ 1 5 . Any  person  who  shall  be  injured  in  his  business 
or  property  by  reason  of  anything  forbidden  in  the 
antitrust  laws  may  sue  therefor  in  any  district  court  of 
the  United  States  in  the  district  in  which  the  defendant 
resides  or  is  found  or  has  an  agent,  without  respect  to 
the  amount  in  controversy,  and  shall  recover  threefold 
the  damages  by  him  sustained,  and  the  cost  of  suit, 
including  a reasonable  attorney’s  fee. 

§ 1 5 a.  Whenever  the  United  States  is  hereafter 
injured  in  its  business  or  property  by  reason  of  anything 
forbidden  in  the  antitrust  laws  it  may  sue  therefor  in  the 
United  States  district  court  for  the  district  in  which  the 
defendant  resides  or  is  found  or  has  an  agent,  without 
respect  to  the  amount  in  controversy,  and  shall  recover 
actual  damages  by  it  sustained  and  the  cost  of  suit. 

§ 1 5 b.  Any  action  to  enforce  any  cause  of  action 
under  sections  15,  15a  or  15c  shall  be  forever  barred 
unless  commenced  within  four  years  after  the  cause  of 
action  accrued.  No  cause  of  action  barred  under 
existing  law  on  the  effective  date  of  this  Act  shall  be 
revived  by  this  Act 

§ 15c.  (a)  (1)  Any  attorney  general  of  a State  may 
bring  a civil  action  in  the  name  of  such  State,  as  parens 
patriae  on  behalf  of  natural  persons  residing  in  such 
State,  in  any  district  court  of  the  United  States  having 
jurisdiction  of  the  defendant,  to  secure  monetary  relief 
as  provided  in  this  section  for  injury  sustained  by  such 


natural  persons  to  their  property  by  reason  of  any 
violation  of  the  Sherman  Act.  The  court  shall  exclude 
from  the  amount  of  monetary  relief  awarded  in  such 
action  any  amount  of  monetary  relief  (A)  which 
duplicates  amounts  which  have  been  awarded  for  the 
same  injury,  or  (B)  which  is  properly  allocable  to  (i) 
natural  persons  who  have  excluded  their  claims  pur- 
suant to  subsection  (b)(2)  of  this  section,  and  (ii)  any 
business  entity. 

(2)  The  court  shall  award  the  State  as  monetary 
relief  threefold  the  total  damage  sustained  as  described 
in  paragraph  ( 1 ) of  this  subsection,  and  the  cost  of  suit, 
including  a reasonable  attorney’s  fee  ...  . 

* * * 

§18.  No  corporation  engaged  in  commerce  shall 
acquire,  directly  or  indirectly,  the  whole  or  any  part  of 
the  stock  or  other  share  capital  and  no  corporation 
subject  to  the  jurisdiction  of  the  Federal  Trade  Com- 
mission shall  acquire  the  whole  or  any  part  of  the  assets 
of  another  corporation  engaged  also  in  commerce, 
where  in  any  line  of  commerce  in  any  section  of  the 
country,  the  effect  of  such  acquisition  may  be  substan- 
tially to  lessen  competition,  or  to  tend  to  create  a 
monopoly. 

* * * 

Federal  Trade  Commission  Act3 

§ 4 1 . A commission  is  created  and  established,  to  be 
known  as  the  Federal  Trade  Commission  (hereinafter 
referred  to  as  the  Commission),  which  shall  be  com- 
posed of  five  Commissioners,  who  shall  be  appointed 
by  the  President,  by  and  with  the  advice  and  consent  of 
the  Senate^  Not  more  than  three  of  the  Commissioners 
shall  be  members  of  the  same  political  party.  The  first 
Commissioners  appointed  shall  continue  in  office  for 
terms  of  three,  four,  five,  six,  and  seven  years  respec- 
tively, from  September  26,  1914,  the  term  of  each  to  be 
designated  by  the  President,  but  their  successors  shall 
be  appointed  for  terms  of  seven  years,  except  that  any 
person  chosen  to  fill  a vacancy  shall  be  appointed  only 
for  the  unexpired  term  of  the  Commissioner  whom  he 
shall  succeed:  Provided,  however,  That  upon  the 
expiration  of  his  term  of  office  a Commissioner  shall 
continue  to  serve  until  his  successor  shall  have  been 
appointed  and  shall  have  qualified.  The  President  shall 
choose  a chairman  from  the  Commission's  member- 
ship. No  Commissioner  shall  engage  in  any  other 
business,  vocation,  or  employment.  Any  Commissioner 
may  be  removed  by  the  President  for  inefficiency, 
neglect  of  duty,  or  malfeasance  in  office.  A vacancy  in 
the  Commission  shall  not  impair  the  right  of  the 
remaining  Commissioners  to  exercise  all  the  powers  of 
the  Commission. 

* * * 

§ 43.  The  principal  office  of  the  Commission  shall  be 
in  the  city  of  Washington,  but  it  may  meet  and  exercise 
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all  its  powers  at  any  other  place.  The  Commission  may, 
by  one  or  more  of  its  members,  or  by  such  examiners  as 
it  may  designate,  prosecute  any  inquiry  necessary  to  its 
duties  in  any  part  of  the  United  States. 

§ 44.  The  words  defined  in  this  section  shall  have  the 
following  meaning  when  found  in  [this  Act,]  to  wit: 

“Commerce”  means  commerce  among  the  several 
States  or  with  foreign  nations,  or  in  any  Territory  of  the 
United  States  or  in  the  District  of  Columbia,  or 
between  any  such  Territory  and  another,  or  between 
any  such  Territory  and  any  State  or  foreign  nation,  or 
between  the  District  of  Columbia  and  any  State  or 
Territory  or  foreign  nation. 

“Corporation”  shall  be  deemed  to  include  any 
company,  trust,  so-called  Massachusetts  trust,  or  as- 
sociation, incorporated  or  unincorporated,  which  is 
organized  to  carry  on  business  for  its  own  profit  or  that 
of  its  members,  and  has  shares  of  capital  or  capital 
stock  or  certificates  of  interest,  and  any  company,  trust, 
so-called  Massachusetts  trust,  or  association,  incorpo- 
rated or  unincorporated,  without  shares  of  capital  or 
capital  stock  or  certificates  of  interest,  except  partner- 
ships, which  is  organized  to  carry  on  business  for  its 
own  profit  or  that  of  its  members. 

* * * 

§45.  (a)  (1)  Unfair  methods  of  competition  in  or 
affecting  commerce,  and  unfair  or  deceptive  acts  or 
practices  in  or  affecting  commerce,  are  declared  unlaw- 
ful. 

(2)  The  Commission  is  empowered  and  directed  to 
prevent  persons,  partnerships,  or  corporations,  except 
banks,  common  carriers  subject  to  the  Acts  to  regulate 
commerce,  air  carriers  and  foreign  air  carriers  subject 
to  the  Federal  Aviation  Act  of  1958,  and  persons,  part- 
nerships, or  corporations  insofar  as  they  are  subject  to 
the  Packers  and  Stockyards  Act,  1921,  as  amended, 
except  as  provided  in  section  406  ( b)  of  said  Act,  from 
using  unfair  methods  of  competition  in  or  affecting 
commerce  and  unfair  or  deceptive  acts  or  practices  in 
or  affecting  commerce. 

(b)  Whenever  the  Commission  shall  have  reason  to 
believe  that  any  such  person,  partnership,  or  corpora- 
tion has  been  or  is  using  any  unfair  method  of  competi- 


tion or  unfair  or  deceptive  act  or  practice  in  or  affecting 
commerce,  and  if  it  shall  appear  to  the  Commission 
that  a proceeding  by  it  in  respect  thereof  would  be  to  the 
interest  of  the  public,  it  shall  issue  and  serve  upon  such 
person,  partnership,  or  corporation  a complaint  stating 
its  charges  in  that  respect  and  containing  a notice  of  a 
hearing  upon  a day  and  at  a place  therein  fixed  at  least 
thirty  days  after  the  service  of  said  complaint. 

* * * 

§46.  The  Commission  shall  also  have  power — 

(a)  To  gather  and  compile  information  concerning, 
and  to  investigate  from  time  to  time  the  organization, 
business,  conduct,  practices,  and  management  of  any 
person,  partnership,  or  corporation  engaged  in  or  whose 
business  affects  commerce,  excepting  banks  and  com- 
mon carriers  subject  to  the  Act  to  regulate  commerce, 
and  its  relation  to  other  persons,  partnerhsips,  and 
corporations. 

( b)  To  require,  by  general  or  special  orders,  persons, 
partnerships,  and  corporations,  engaged  in  or  whose 
business  affects  commerce,  excepting  banks  and  com- 
mon carriers  subject  to  the  Act  to  regulate  commerce, 
or  any  class  of  them,  or  any  of  them,  respectively,  to  file 
with  the  Commission  in  such  form  as  the  Commission 
may  prescribe  annual  or  special,  or  both  annual  and 
special,  reports  or  answers  in  writing  to  specific 
questions,  furnishing  to  the  Commission  such  informa- 
tion as  it  may  require  as  to  the  organization,  business, 
conduct,  practices,  management,  and  relation  to  other 
corporations,  partnerships,  and  individuals  of  the  re- 
spective persons,  partnership,  and  corporations  filing 
such  reports  or  answers  in  writing.  Such  reports  and 
answers  shall  be  made  under  oath,  or  otherwise,  as  the 
Commission  may  prescribe,  and  shall  be  filed  with  the 
Commission  within  such  reasonable  period  as  the 
Commission  may  prescribe,  unless  additional  time  be 
granted  in  any  case  by  the  Commission. 

* * * 
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The  recently  passed  Tax  Equity  and  Fiscal  Respon- 
sibility Act  of  1 982  promises  major  changes  in  the  ways 
physicians  plan  for  retirement  and  possibly  in  the  way 
they  structure  their  practices.  While  it  is  still  early 
some  initial  thoughts  and  reactions  to  the  Bill's  provi- 
sions are  in  order.  As  time  passes  and  advisors  have 
had  more  of  a chance  to  dissect  the  law’s  provisions, 
additional  ideas  and  planning  considerations  will  un- 
doubtedly come  to  light.  Nonetheless,  some  doctors 
will  be  tremendously  affected,  so  early  consideration  of 
the  law's  changes  is  in  order. 

Corporate  Retirement  Plan  Changes 

Contributions  to  money  purchase  pension  plans  and 
profit  sharing  plans  (so-called  defined  contribution 
plans)  will  be  limited  to  25%  of  salary  and  not  more 
than  $30,000  beginning  for  plan  years  beginning  after 
December  31,  1982.  Defined  benefit  plan  limitations 
have  been  reduced  to  the  lesser  of  1 00%  of  compensa- 
tion or  $90,000.  While  both  these  new  limitations  will 
apply  beginning  in  1983,  any  new  plans  established 
after  July  1 , 1 982  must  use  the  new  rules — so  it  is  too 
late  to  quickly  adopt  plans  in  the  hope  of  getting  a year 
or  two  of  heavy  contributions  in  under  the  wire. 

While  those  rules  in  themselves  will  limit  incorpo- 
rated doctors’  retirement  plan  contributions,  the  situa- 
tion is  even  worse  since  most  practices  will  fall  within  a 
new  classification  of  “top  heavy  plans.”  These  addi- 
tional restrictions  are  discussed  below. 

In  addition  to  reducing  the  amounts  which  might  be 
contributed  to  retirement  plans,  other  negative  changes 
have  been  made.  For  example,  previously  the  dollar 
limit  on  contributions  was  increased  annually  by  a cost 
of  living  factor.  Under  the  new  law  the  dollar  limitations 
are  frozen  until  1986.  Furthermore,  most  defined 
contribution  plans  are  “integrated"  with  Social  Security 
to  provide  a 7%  extra  contribution  on  salaries  which 
exceed  a specified  amount.  Beginning  in  1983  the  7% 
integration  differential  is  reduced  to  the  actual  Social 
Security  tax  paid  by  the  professional  corporation  for 
Old  Age,  Survivors  and  Disability  Insurance  (which  is 
only  a part  of  the  present  6.85%  employer’s  Social 
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Security  tax).  Thus  the  costs  of  staff  participation  will 
increase  accordingly. 

For  doctors  with  defined  contribution  plans,  the  best 
present  strategy  should  be  to  maximize  plan  contribu- 
tions this  fiscal  year  ( and  next  fiscal  year  if  the  year  end 
is  set  in  October,  November  or  December).  It  may  be 
well  to  use  current  year  cash  to  fund  a higher  level  of 
salaries,  accruing  the  plan  contribution  for  payment  in 
the  next  year  or  perhaps  borrowing  to  make  the  plan 
contributions.  Unfortunately  this  maximum  funding 
approach  will  not  work  for  defined  benefit  plans. 

Perhaps  defined  benefit  plans  and  the  so-called  1.4 
rule  situations  (a  defined  benefit  plan  in  combination 
with  a defined  contribution  plan)  are  hardest  hit. 
Defined  benefit  plans  with  a lower  than  age  62  normal 
retirement  date  must  take  into  account  actuarial  reduc- 
tions in  the  benefit  formula.  Plans  with  an  age  55 
normal  retirement  date  may  only  be  able  to  fund  for  a 
$75,000  annual  benefit  (rather  than  the  new  $90,000 
annual  benefit).  The  “1.4  rule”  plan  arrangements  (a 
combined  defined  benefit  plan  and  money  purchase 
pension  plan)  will  be  reduced  to  1 .25  of  the  respective 
plan  dollar  limitations;  and  because  of  the  “top  heavy 
plan”  rules,  unless  additional  benefits  are  funded  for 
non-doctor  employees  that  1.25  might  be  further 
reduced  to  1 .0.  Thus  physicians  presently  contributing 
to  both  a defined  benefit  plan  providing  for  a 100%  of 
salary  retirement  benefit  and  a 10%  money  purchase 
pension  plan  may  find  themselves  limited  to  only  the 
defined  benefit  plan  under  the  new  decreased  dollar 
limitations. 

Doctors  who  have  defined  benefit  retirement  plans 
with  benefits  already  funded  to  exceed  the  new  law’s 
limitations  will  be  frozen  out  from  making  additional 
retirement  plan  contributions  until  1986  or  perhaps 
even  later.  At  that  point  cost  of  living  increases  in  the 
dollar  limitations  may  permit  additional  contributions. 
There  does  not  appear  to  be  a good  way  around  this 
situation.  Even  terminating  a defined  benefit  retirement 
plan  (where  the  benefits  exceed  the  new  limits)  and 
adopting  the  more  traditional  defined  contribution 
plans  still  may  not  permit  contributions  in  excess  of 
perhaps  10%  of  salary  or  $7,500,  whichever  is  less. 

Also  hard  hit  will  be  some  doctors  who  purchase  life 
insurance  through  their  retirement  plans.  With  the 
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reduced  funding  limitations,  current  insurance  amounts 
may  exceed  the  maximum  amounts  permissible,  forcing 
cancellation  of  some  of  the  insurance.  Since  it  takes 
years  and  years  of  premium  payment  to  recoup  the 
front  end  costs  of  insurance,  many  doctors  will  simply 
find  they  have  paid  premiums  for  nothing. 

Certainly  each  situation  will  need  individual  con- 
sideration to  decide  on  the  best  way  to  proceed  in  the 
future.  Still,  it  appears  that  some  physicians  will  be 
unable  to  contribute  to  retirement  plans  over  the  next 
several  years. 

The  one  "beneficial  provision”  in  the  new  rules  is 
that  existing  corporate  retirement  plans  need  not  be 
amended  to  comply  with  the  new  rules  until  late  in 
1983.  Presumably  this  is  to  permit  professionals  to 
consider  “unincorporating”  before  incurring  the  ex- 
penses of  substantially  rewriting  their  present  retire- 
ment plans.  This  possibility  is  discussed  further  below. 

Keogh  Plans 

While  the  changes  to  incorporated  doctors’  retire- 
ment plans  are  uniformly  more  restrictive,  the  contrary 
is  true  for  unincorporated  doctors’  Keogh  Plans.  The 
Keogh  Plan  rules  have  been  liberalized  making  those 
plans  comparable  with  corporate  plans.  Beginning  in 
1 984  Keogh  Plans  will  fall  under  the  same  restrictions 
for  contributions  as  do  incorporated  doctors’  retirement 
plans.  Thus  with  an  appropriate  plan  or  plans  an  unin- 
corporated doctor  will  be  able  to  contribute  up  to  25% 
of  his  earned  income  (after  subtracting  the  resulting 
contribution  to  the  retirement  plan).  Thus  a doctor  with 
net  earnings  of  $100,000  would  be  able  to  contribute 
$20,000  per  year  to  a Keogh  Plan  or  plans  ( $ 1 00,000 
earned  income  less  $20,000  of  Keogh  contribution 
equals  $80,000  times  25%  or  $20,000). 

Other  rules  have  also  been  substantially  liberalized 
to  parallel  corporate  plan  restrictions.  Doctors  will 
now  be  able  to  self-trustee  their  own  Keogh  Plans, 
make  quite  substantial  non-deductible  voluntary  con- 
tributions, and  integrate  their  retirement  plans  with 
Social  Security.  Additionally,  the  flexibility  available 
in  a corporate  profit  sharing  plan  (i.e.,  the  ability  to 
contribute  anywhere  between  0%  and  15%  of  salary 
each  year)  has  been  extended  to  Keogh  type  profit 
sharing  plans.  Other  rules  have  further  liberalized  the 
restrictions  placed  on  Keogh  Plans  and  it  even  appears 
that  unincorporated  doctors  may  borrow  from  their 
Keogh  Plans  although  only  within  the  new  plan  loan 
restrictions  contained  in  the  Act. 

Certainly  doctors  considering  incorporation  in  the 
near  future  should  re-think  their  plans.  Corporate 
practice  will  be  beneficial  in  only  very  few  instances, 
such  as  where  a high  level  of  medical  expenses  are 
incurred  regularly.  Otherwise  the  remaining  corporate 
fringe  benefits  are  offset  by  the  higher  costs  of  the  on- 
going corporation.  Very  critical  consideration  is  now 
called  for  before  incorporating  a practice. 


“Top  Heavy”  Plans 

While  the  overall  changes  to  corporate  retirement 
plan  contributions  are  bad  enough  for  doctors  desiring 
a heavy  level  of  retirement  plan  funding,  those  doctors 
may  also  find  that  continuing  their  retirement  plans  will 
be  more  costly  in  terms  of  employees’  benefits.  Almost 
all  physicians  will  find  themselves  within  the  new  “top 
heavy  plan”  classification  which  begins  in  1984.  That 
situation  exists  where  for  any  plan  year  the  sum  of 
“key”  employees  accrued  benefits  or  accounts  exceed 
60%  of  the  total  of  all  employees  accrued  benefits  or 
accounts.  A “key”  employee  is  any  officer  of  a 
corporation  or  any  greater  than  5%  stockholder  or  any 
greater  than  1%  stockholder  who  has  earnings  over 
$150,000. 

For  these  “top  heavy”  plan  situations  very  quick 
vesting  schedules  must  be  provided  for  the  non-key 
employees.  Top  heavy  plans  will  be  required  to  vest 
employee  benefits  at  the  rate  of  20%  per  year  beginning 
with  an  employee's  second  year  of  service.  Under  this 
format  employees  will  entirely  vest  in  their  retirement 
benefits  after  only  six  years.  Alternatively,  doctors 
may  elect  to  exclude  employees  from  participation  for 
three  years  ( similar  to  the  old  Keogh  rules)  but  then  all 
contributions  or  benefits  will  be  100%  vested. 

Also  required  minimum  contributions  or  benefit 
levels  must  be  funded.  In  the  case  of  defined  contribution 
(money  purchase  pension  and/or  profit  sharing)  plans, 
employees  must  be  provided  with  contributions  of  at 
least  3%  of  salary  per  year.  The  rules  permitting 
integration  with  Social  Security  do  not  affect  this 
minimum  contribution  rule.  Similar  provisions  in  de- 
fined benefit  plans  provide  that  an  employee’s  accrued 
benefit  must  equal  2%  of  salary  times  the  number  of 
years  of  service  up  to  a maximum  of  20%.  In  deter- 
mining whether  these  minimum  requirements  are  met, 
all  plans  of  the  corporation  are  considered  together.  In 
the  case  of  a combined  defined  benefit  and  defined 
contribution  plan  only  one  of  the  plans  need  meet  the 
new  requirements,  but  the  more  complicated  minimum 
benefit  levels  are  somewhat  higher. 

For  most  physicians  these  minimum  contribution 
rules  will  have  little  effect.  However,  where  a doctor  or 
group  maintains  only  an  integrated  profit  sharing  plan 
and  where  only  minimum  contributions  are  made,  the 
ability  to  make  future  contributions  at  all  will  be 
restricted  by  the  necessity  of  providing  for  staff  benefits 
as  well. 

Unincorporated  doctors  should  note  that  with  the 
liberalization  of  the  Keogh  Plan  rules,  they  also 
become  subject  to  the  “top  heavy”  plan  restrictions. 

Retirement  Plan  Loans 

Effective  August  13,  retirement  plan  loans  have 
been  significantly  limited.  While  any  outstanding  loans 
are  unaffected,  any  new  loans  made  after  August  13 
cannot  cause  the  total  outstanding  amounts  to  exceed 
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$50,000  or  one-half  of  the  participant’s  vested  interest, 
whichever  is  less.  However,  if  a participant's  vested 
interest  is  less  than  $ 1 0,000,  loans  may  be  advanced  up 
to  that  amount  ( assuming  adequate  collateral  is  pledged). 
Any  refinancing,  extension  or  renegotiation  of  a cur- 
rently outstanding  loan  is  treated  as  though  it  were  a 
new  loan  for  these  rules. 

Additionally,  any  new  loan  must  be  repaid  within 
five  years  or  the  balance  due  after  five  years  is 
considered  a taxable  distribution.  One  exception  to  the 
five-year  repayment  rule  is  allowed  in  the  case  of  loan 
amounts  used  to  purchase,  build  or  substantially  reha- 
bilitate a doctor’s  primary  home. 

These  rules  apparently  apply  to  Keogh  Plans  as  well 
as  to  corporate  retirement  plans,  although  Keogh  Plans 
will  need  to  be  amended  to  permit  borrowing  under  the 
terms  of  the  plan. 

Retirement  Plan  Distributions 

Several  key  changes  have  been  made  in  the  laws 
governing  distribution  from  retirement  plans.  First,  for 
“key”  employees  distributions  of  retirement  plan  funds 
must  begin  no  later  than  age  10Vi,  regardless  of  whether 
the  doctor  actually  retires  or  not. 

Of  worse  consequence  is  the  change  in  the  estate  tax 
exclusion  which  was  previously  permitted  retirement 
plan  dollars.  Under  current  law  distributions  from  a 
plan  made  in  installment  payments  over  two  or  more 
years,  are  excluded  from  a doctor’s  estate.  However, 
beginning  in  1 983,  the  exclusion  from  estate  tax  will  be 
limited  to  $100,000. 

This  change  should  again  necessitate  doctors  review- 
ing their  present  estate  plan.  In  many  cases  the 
$100,000  cap  on  the  estate  tax  exclusion  will  result  in 
substantially  increased  estates.  At  least  a review  of 
already  established  estate  plans  is  called  for  to  deter- 
mine the  effect  of  this  change.  In  some  cases  a complete 
revision  in  the  estate  plan  may  be  necessary. 

Corporate  Fringe  Benefits 

Changes  were  also  made  in  the  rules  permitting 
$50,000  of  group  term  life  insurance  as  a corporate 
fringe  benefit.  In  1 984  the  new  rules  require  group  term 
life  insurance  plans  to  cover  at  least  70%  of  employees 
(with  certain  exclusions  for  part-time  employees  and 
staff  with  less  than  three  years  of  service)  and  for  “non- 
discriminatory”  plan  benefits. 

Since  providing  life  insurance  coverage  as  a uniform 
percentage  of  salary  is  acceptable  as  non-discriminatory. 
doctors  may  need  to  revise  their  plan  set  up  but  should 
not  be  prevented  from  continuing  this  fringe  benefit 
program. 

While  generally  minimizing  the  differences  between 
incorporated  and  unincorporated  doctors,  changes  in 
the  individual  income  tax  law  actually  make  corpora- 
tions more  valuable  in  certain  situations.  Beginning  in 
1983  personal  income  tax  deductions  for  medical 


expenses  will  be  limited  to  medical  expenses  in  excess 
of  5%  of  adjusted  gross  income  ( replacing  the  previous 
3%  rule).  With  that  change  doctors  with  a heavy  level 
of  personal  or  family  medical  expenses  will  find  the 
benefit  from  corporate  medical  expense  reimbursement 
plans  or  cafeteria  health  plans  to  be  substantially 
increased. 

“Unincorporating” 

By  eliminating  the  more  favorable  corporate  retire- 
ment plan  rules  as  compared  with  Keogh  Plans,  it  is 
clear  that  few  unincorporated  physicians  should  now 
move  to  incorporate.  In  passing  the  law  Congress 
recognized  that  many  presently  incorporated  profes- 
sionals may  wish  to  “unincorporate.”  Without  the 
greater  retirement  plan  benefits,  incorporation  is  typi- 
cally a break-even  proposition  at  best.  The  additional 
expenses  incurred  by  practicing  through  a corporation 
such  as  the  variety  of  payroll  taxes  on  the  doctor's 
salary,  the  on-going  additional  legal  and  accounting 
expenses  and  the  possibility  of  double  taxation  on  IRS 
asserted  dividends  will  often  equal  or  exceed  the  dollar 
benefits  from  the  few  remaining  corporate  fringe 
benefits. 

A critical  evaluation  of  each  incorporated  doctor’s 
situation  is  clearly  called  for.  While  we  plan  to  deal  in 
depth  with  the  possibility  of  “unincorporating”  in  a 
future  article  in  this  series,  no  general  advice  can 
presently  be  applied  to  all  situations. 

In  recognizing  that  professionals  may  wish  to  unin- 
corporate, Congress  inserted  special  rules  to  apply 
only  in  1983  and  1984  for  liquidating  professional 
corporations.  Those  rules  limit  the  negative  tax  impact 
which  would  normally  accompany  dissolution  of  a 
corporation.  For  example,  accounts  receivable  would 
not  be  automatically  recognized  as  income  nor  would  a 
practice’s  goodwill  be  taxed  to  the  unincorporated 
doctors  who  continue  the  practice. 

While  the  major  negative  tax  impact  has  been 
eliminated  by  these  special  provisions,  that  is  not  to  say 
that  no  tax  would  result  from  the  liquidation.  Share- 
holder doctors  would  still  receive  dividend  income  to 
the  extent  that  their  corporations  had  “earnings  and 
profits,”  a term  comparable  to  retained  earnings.  Thus 
if  “unincorporating”  the  practice  seems  to  be  a favor- 
able move,  steps  may  need  to  be  taken  to  reduce 
earnings  and  profits  well  before  the  liquidation  can 
occur. 

Ophthalmologists,  free  standing  radiology  practices, 
and  other  specialties  where  a large  investment  in  equip- 
ment or  investments  have  been  made  through  the 
corporation  will  require  particularly  careful  planning. 
In  those  situations  and  in  other  cases  of  high  retained 
earnings  balances,  it  may  be  possible  to  accure  retire- 
ment plan  contributions  for  payment  after  the  end  of  the 
fiscal  year.  Currently  available  cash  is  instead  used  to 
pay  salary,  bonuses  and  other  obligations.  The  net 
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effect  of  such  a plan  is  to  use  previous  year’s  corporate 
earnings  for  contribution  to  retirement  plans  thus 
reducing  the  built  up  “earnings  and  profits,”  making 
the  liquidation  less  costly. 

Miscellaneous  Changes 

A variety  of  other  changes  are  made  in  the  new  tax 
law.  Several  of  these  will  impact  professional  practices, 
and  the  way  they  operate.  The  major  provisions  are 
detailed  below. 

Some  professional  corporations  in  an  effort  to  cir- 
cumvent covering  staff  employees  in  their  retirement 
plans  have  arranged  for  “employee  leasing"  or  “con- 
tract staffing.”  Essentially  an  unrelated  business  hires 
the  practice’s  staff  and  leases  back  those  people  to  the 
corporation.  Congress  has  now  properly  moved  to 
close  this  “loophole”  by  providing  that  any  leased 
employee  who  works  on  a substantially  full-time  basis 
for  a practice  in  excess  of  twelve  months  is  considered 
an  employee  of  that  practice  for  retirement  plan 
purposes. 

This  need  not  be  the  result  if  the  leasing  company 
itself  provides  a nonintegrated  money  purchase  pension 
plan  with  a minimum  714%  contribution  rate  that  also 
provides  for  immediate  participation  and  vesting.  So 
while  the  employee  leasing  approach  is  not  totally  fore- 
closed, we  suspect  that  the  economics  of  contract 
staffing  will  be  such  that  little  or  no  cost  savings 
actually  will  result  to  doctor’s  practices. 

The  viability  of  some  partnership  of  professional 
corporations  has  also  been  called  into  question  because 
of  a provision  specifically  aimed  at  overruling  the  court 
decision  in  Keller  v.  Commissioner.  In  that  case  a 
doctor’s  incorporation  of  his  partnership  interest  was 
upheld  even  though  the  sole  purpose  for  incorporation 
was  to  obtain  the  tax  benefits  of  corporate  retirement 
plans  and  medical  expense  reimbursement  plans.  In  the 
new  law’s  design,  the  IRS  will  have  discretion  in  similar 
situations  to  allocate  income,  deductions,  etc.  between 
the  doctor  and  his  professional  corporation  so  that  no 
tax  benefit  is  available  only  because  of  the  corpora- 
tion’s existance. 

This  provision  promises  to  eliminate  partnership  of 
P.C.  arrangements.  Typically,  partnerships  of  profes- 
sional corporations  were  entered  into  to  provide  greater 
flexibility  in  retirement  plan  contributions  and  fringe 
benefits  than  would  have  been  available  under  a single 
corporate  or  partnership  set  up.  Whiie  it  is  not  presently 
clear  how  broad  the  sweep  of  the  new  provision  will  be, 
doctors  considering  restructuring  their  practice  to  a 
partnership  of  professional  corporations  would  be  best 
advised  to  delay  such  action  for  the  time  being. 

Investment  tax  credit  rules  were  also  changed 
somewhat  so  that  for  equipment  placed  in  service  after 
1982,  a 10%  investment  tax  credit  will  only  be  avail- 
able if  the  basis  for  depreciation  deductions  is  reduced 
by  one-half  the  investment  tax  credit.  In  the  alternative 
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the  doctor  or  practice  may  simply  elect  to  take  an  8% 
tax  credit  without  any  reduction  in  a depreciation  base. 
A present  value  analysis  of  the  two  alternatives  shows 
that  they  are  essentially  equivalent.  The  1 0%  tax  credit 
(with  the  reduction  in  the  depreciation  allowable)  is 
slightly  better  since  the  cash  flow  under  that  election  is 
faster  than  under  the  8%  credit. 

Two  planning  matters  arise  because  of  this  change. 
First  doctors  considering  the  purchase  of  substantial 
amounts  of  equipment  will  be  well  advised  to  have  the 
equipment  installed  before  the  end  of  the  year.  Speeding 
up  the  decision  to  buy  saves  tax  deductions  equal  to 
one-half  of  the  tax  credit. 

Doctor  groups  whose  buy-sell  agreements  calculate 
equipment  values  based  upon  depreciated  cost  should 
change  those  agreements  to  reflect  that  depreciated 
values  should  be  calculated  without  regard  to  the  one- 
half  of  investment  tax  credit  mark  down.  Without  such 
revisions,  doctors  leaving  a group  could  be  shortchanged 
( if  the  original  cost  is  understated  by  the  nondepreciable 
amount)  or  paid  too  much  (if  the  full  original  cost  was 
used  but  the  lesser  depreciation  deductions  permissible 
for  tax  purposes  are  taken  into  account). 

Perhaps  the  most  recent  insurance  company  product 
with  which  many  doctors  have  been  bombarded  is 
“flexible  premium"  or  “universal”  life  insurance.  The 
new  tax  act  provides  a variety  of  requirements  with 
which  the  policies  must  comply  in  order  for  the 
proceeds  from  the  policy  to  be  excluded  from  income 
taxation  under  the  usual  life  insurance  rules.  Decisions 
to  purchase  universal  life  insurance  should  be  forestalled 
until  and  unless  the  insurance  company  can  guarantee 
that  it  meets  the  new  requirements.  For  those  doctors 
who  may  have  purchased  such  a policy  already,  agents 
should  be  contacted  promptly  to  ascertain  whether  or 
not  the  policy  in  question  meets  these  rules. 

Conclusion 

As  can  be  readily  appreciated,  doctors'  situations, 
particularly  vis-a-vis  retirement  planning,  have  been 
substantially  altered.  Some  incorporated  doctors  will 
find  themselves  unable  to  fund  retirement  plans  over 
the  next  several  years,  while  unincorporated  doctors 
may  benefit  from  the  increased  contribution  limits  and 
plan  flexibility  to  become  available  in  1984.  Virtually 
all  incorporated  doctors  should  carefully  review  their 
situation  with  competent  advisors  to  determine  whether 
the  corporation  should  be  liquidated  in  1983  or  1984. 
Doctors  whose  retirement  plan  accounts  now  total  over 
$100,000  should  also  be  sure  to  consult  their  estate 
planning  attorney  to  determine  if  a change  in  their 
present  death  plan  is  called  for. 

While  it  will  be  some  time  before  the  dust  settles, 
physicians  should  be  generally  aware  of  the  new  tax 
law  provisions  and  begin  planning  to  reorient  their 
practices  and  finances  with  a view  to  the  now  changed 
tax  law  environment. 
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Medical  Practice  Indicators — 3rd  Quarter  Survey  Results 

AM  A CENTER  FOR  HEALTH  POLICY  RESEARCH 


This  issue  reports  3rd  quarter  1982  survey  results 
from  the  Socioeconomic  Monitoring  System  ( SMS)  on 
physicians’  practice  activities,  earnings,  expenses  and 
fees.  The  survey  included  interviews  with  1 ,247  physi- 
cians from  a sample  representative  of  the  population  of 
all  nonfederal  patient  care  physicians  excluding  resi- 
dents. The  survey  response  rate  was  61%. 

Caution  should  be  exercised  not  to  interpret  quar- 
terly changes  that  are  reported  as  necessarily  reflect- 
ing particular  trends.  Quarterly  fluctuations  in  indica- 
tors discussed  in  this  report  may  reflect  normal  season- 
al factors.  The  newness  of  SMS,  however,  makes  it 
impossible  to  separate  out  these  effects  at  this  point. 

Practice  Activities — 3rd  Quarter  1982 
In  spite  of  the  recession,  practice  patterns  of  physi- 
cians generally  exhibited  little  change  in  the  3rd  quarter 
of  1982  from  the  previous  quarter.  As  shown  in 


Table  1,  total  patient  visits  increased  by  3.0%  in 
the  3rd  quarter  to  an  average  of  135.2  visits  per  physi- 
cian. The  composition  of  visits  also  remained  relatively 
stable  with  62%  of  visits  taking  place  in  physicians’ 
offices,  26%  occurring  on  hospital  rounds,  and  12% 
occurring  in  other  settings  such  as  emergency  rooms 
and  outpatient  clinics.  While  patient  visits  increased 
slightly,  the  rate  of  surgery  showed  a slight  decline  of 
2.9%. 

The  only  exception  to  the  general  pattern  of  little 
change  in  the  average  amount  of  services  provided  was 
in  patient  visits  among  surgeons.  Visits  by  surgeons 
increased  by  9.5%,  reflecting  increases  in  both  office 
and  hospital  visits.  This  may  be  a lagging  effect  of  a 
10.4%  increase  in  the  amount  of  surgery  this  group  per- 
formed in  the  2nd  quarter.  (See  SMS  Report, V ol.  1, 
No.  6). 


Table  1 

AVERAGE  NUMBER  OF  PHYSICIANS’  SERVICES  PER  WEEK:  3RD  QUARTER  1982 


Patient  Visits 

Operations 
Deliveries  & 
Assists 

Specialty 

Total* 

Office 

Hospital 

Rounds 

Average  Number  Per  Week 

—3rd  Quarter  1982 

ALL  SPECIALTIES** 

135.2 

83.6 

34.6 

3.3 

General  and  Family  Practice 

156.1 

113.7 

29.3 

1.4 

Medical  Specialties 

127.6 

72.6 

39.1 

0.5 

Surgical  Specialties 

129.6 

80.9 

41.1 

7.4 

Percent  Change — 2nd  to  3rd  Quarter  1982 

ALL  SPECIALTIES** 

3.0 

1.5 

4.8 

-2.9 

General  and  Family  Practice 

-3.6 

-2.4 

1.4 

-6.7 

Medical  Specialties 

4.2 

-3.5 

7.1 

0.0 

Surgical  Specialties 

9.5 

10.3 

7.0 

0.0 

* Includes  visits  in  emergency  rooms,  outpatient  clinics,  and  at  ail  other  locations. 

**  Includes  other  specialties  except  psychiatry,  radiology,  anesthesiology  and  pathology. 


SMS  Report,  October  1982,  Vol.  1,  No.8.  Reprinted  with  the 
permission  of  The  AMA  Center  for  Health  Policy  Research. 
Copyright  1982. 

The  AMA  Center  for  Health  Policy  Research  directs  the  Socio- 
economic Monitoring  System  in  cooperation  with  the  AMA  Division 
of  Survey  and  Data  Resources. 


Table  2 shows,  as  with  the  number  of  services  de- 
livered, there  was  little  change  in  hours  spent  in  patient 
care  activities.  Physicians  averaged  50.7  hours  per 
week  in  patient  care  activities  in  the  3rd  quarter,  a de- 
cline of  1.2%  from  a quarter  earlier. 
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Fees,  Utilization  and  Expenditures — 

3rd  Quarter  1982 

Average  fees  paid  in  the  3rd  quarter  of  1 982  for  most 
of  the  common  procedures  listed  in  Table  3 were 
generally  small.  Small  reductions  occurred  in  the  aver- 
age fees  for  office  visits,  while  the  average  fee  paid  for  a 
follow-up  hospital  visit  increased  slightly.  The  reduc- 
tion in  fees  paid  for  office  visits  probably  reflects  a shift 
toward  greater  demand  for  office  treatment  by  physi- 
cians charging  lower  fees  rather  than  reductions  in  fees 


charged  by  individual  physicians.  This  may,  there- 
fore, represent  an  effect  of  the  recession  and,  in  part, 
explain  the  relatively  small  changes  in  the  practice  ac- 
tivities of  physicians  discussed  earlier. 

Changes  in  utilization  and  expenditures  for  individ- 
ual services  in  Table  3 were  more  erratic  than  fee 
changes.  The  largest  increase  in  expenditures  was  for 
hospital  visits.  It  should  be  noted  that  this  change  was 
primarily  due  to  a large  increase  in  the  number  of  hospi- 
tal visits  billed  separately  from  surgical  fees,  ratherthan 


Table  2 


AVERAGE  HOURS  PER  WEEK  BY  ACTIVITY:  3RD  QUARTER  1982 


Specialty 

All 

Patient  Care 
Activities * 

Office 

Visits 

Visits  On 
Hospital 
Rounds 

Operations 
Deliveries  & 
Assists 

Average  Hours  Per  Week — 3rd  Quarter  1982 

ALL  SPECIALTIES 

50.7 

26.7** 

9.0** 

6.0** 

General  and  Family  Practice 

52.5 

32.7 

8.1 

2.2 

Medical  Specialties 

51.7 

28.2 

12.7 

0.8 

Surgical  Specialties 

52.4 

23.8 

8.3 

13.9 

Percent  Change — 2nd  to  3rd  Quarter  1982 

ALL  SPECIALTIES 

-1.2 

0.0** 

-5.2** 

0.0** 

General  and  Family  Practice 

-2.8 

-1.5 

-4.7 

-4.3 

Medical  Specialties 

-0.9 

-1.5 

-0.7 

13.9 

Surgical  Specialties 

1.0 

3.9 

-8.8 

4.5 

* Includes  time  spent  visiting  patients  in  emergency  rooms,  outpatient  clinics  and  all  other  locations,  as  well 
as  indirect  patient  care  activities. 

**  Includes  other  specialties  except  psychiatry,  radiology,  anesthesiology  and  pathology. 


Table  3 

CHANGES  IN  UTILIZATION,  FEES  AND  EXPENDITURES  FOR  SELECTED  PROCEDURES: 
2ND  TO  3RD  QUARTER  1982 


Percent  Change- 

— 2nd  to  3rd  Quarter  1982 

Procedure  or  Service 

Fees 

Utilization 

Expenditures * 

Medical  and  Diagnostic  Services 

Office  visit — New  Patient 

-2.4 

0.1 

-2.3 

Office  visit — Established  Patient 

-3.6 

3.8 

0.6 

Follow-up  Visit  Hospital** 

4.5 

23.1 

28.6 

Periodic  exam — Established  Adult  Patient 

1.9 

3.2 

5.2 

Periodic  exam — Established  Child  Patient 

1.1 

-1 1.7 

-10.7 

Routine  Newborn  Care 

-7.5 

-8.4 

-15.3 

Individual  Psychotherapy 

1.7 

6.2 

8.0 

Psychiatric  Diagnostic  Evaluation 

16.9 

-12.4 

2.4 

EKG 

7.3 

-11.4 

-5.0 

Chest  X-ray — Two  Views 

-8.6 

-8.7 

-16.6 

Surgical  Procedures 

Appendectomy 

0.1 

15.7 

15.8 

Total  Obstetrical  Care — Vaginal  Delivery 

-0.6 

2.7 

2.0 

Total  Obstetrical  Care — Cesarean  Section 

-0.2 

-4.9 

-5.1 

Total  Hysterectomy 

5.3 

2.5 

7.9 

Diagnostic  D & C 

-8.7 

-10.6 

-18.4 

Hernia  Repair 

1.5 

3.8 

5.3 

Cholecystectomy 

-3.7 

-8.8 

-12.1 

* Changes  in  expenditures  by  patients  is  the  sum  of  the  percentage  change  in  fees  and  utilization  adjusted  for 
the  effect  that  a change  in  fees  might  have  on  the  utilization  of  a particular  service. 

**  Excludes  hospital  visits  billed  as  part  of  surgical  fee. 
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Table  4 

AVERAGE  NET  INCOME*  AND  PROFESSIONAL  EXPENSES: 
1ST  QUARTER  1982  AND  2ND  QUARTER  1982 


Specialty 

1st  Qtr 
1982 

2nd  Qtr 
1982 

Percent 

Change 

Average  Net  Income * 

ALL  SPECIALTIES 

$26,100 

$26,400 

1 .0% 

20.000 

20,600 

2.7 

General  and  Family  Practice 

Medical  Specialties 

22,300 

24,900 

11.4 

Surgical  Specialties 

33,100 

33,300 

0.4 

Other  Specialties 

26,000 

24,800 

-4.5 

Average  Practice  Expenses ** 

ALL  SPECIALTIES 

$21,000 

$18,600 

-1 1.7% 

General  and  F amily  Practice 

20,900 

17,300 

-17.4 

Medical  Specialties 

18,700 

19,700 

5.4 

Surgical  Specialties 

26,300 

23,700 

-9.8 

Other  Specialties 

16,400 

12,300 

-25.0 

* Net  Income  is  defined  as  income  after  expenses  but  before 
taxes. 

**  Excludes  employee  physicians. 


increases  in  the  actual  number  of  follow-up  hospital 
visits  or  fees. 

Net  Income  and  Expenses — 

2nd  Quarter  1982 

The  effects  of  the  recession  are  more  evident  in 
changes  in  practice  revenues  than  in  practice  activities. 
Overall,  average  practice  revenues  declined  by  4.5% 
between  the  1st  and  2nd  quarter  of  1982. 

Table  4 suggests  that  physicians  generally  accom- 
modated the  decline  in  revenues  by  reducing  expenses. 
While  the  average  net  income  (that  is,  income  after 
expenses  but  before  taxes)  of  physicians  increased  by 
1 .0%  to  $26,000,  practice  expenses  fell  by  1 1 .7%  to  an 
average  of  $18,600  in  the  2nd  quarter. 

Medical  specialists  were  the  only  major  specialty 
group  diverging  from  the  pattern  of  small  net  income 
changes  and  decreases  in  practice  expenses.  Among 
this  group  net  earnings  increased  by  1 1.4%  and  prac- 
tice expenses  rose  by  5.4%  in  the  2nd  quarter. 


Drafting  Legislation  for  Prospective  Payment  System 

The  staff  of  the  Health  Care  Financing  Administration,  Department  of  Health  and  Human 
Services,  is  now  working  on  a legislative  package  on  prospective  hospital  reimbursement. 
The  underlying  principles  being  used  in  drafting  the  legislation  will  include  setting  national 
rates  according  to  a diagnosis  related  group  (DRG)  classification.  The  DRG  classification 
under  consideration,  however,  is  apparently  not  the  New  Jersey  model.  In  addition,  the 
new  legislation  will  call  for  adjusting  the  national  rates  to  take  into  account  regional 
variations  in  labor-related  costs. 

Total  payment  will  be  provided  to  hospitals  on  behalf  of  medicare  patients,  excluding  the 
deductible  and  coinsurance  now  in  effect  Billing  medicare  beneficiaries  for  any  differences 
in  hospital  costs  will  be  prohibited. 

The  new  legislation  will  also  feature  a carrot.  Hospitals  will  be  permitted  to  retain  any 
savings  that  might  accrue  from  keeping  their  costs  below  the  payment  rates. 

The  new  payment  rates  will  be  changed  annually  in  accordance  with  changes  in  the  cost  of 
hospital  supplies  and  labor,  hospital  productivity,  and  inflation.  The  Secretary  of  HHS  is 
expected  to  further  adjust  the  rates  to  compensate  for  new  technological  and  scientific 
developments  in  medical  care. 

Several  types  of  hospital  costs  will  not  be  included  in  the  prospective  rate.  Capital  costs 
(such  as  interest  and  depreciation)  and  medical  education  costs  (such  as  classroom 
overhead  and  salaries  for  interns  and  residents)  will  not  be  included  in  the  rate.  Instead, 
they  will  be  reimbursed  under  the  present  system  of  reasonable  costs. 

— AMA.  Physician/Hospital  Memo,  October  1982 
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The  antimicrobial  drug  of  choice  for  treatment  of  an 
infection  is  usually  either  the  most  active  drug  against 
the  pathogenic  organism  or  the  least  toxic  alternative 
among  several  effective  agents.  The  recent  proliferation 
of  new  drugs  has  made  the  selection  more  difficult. 
Some  of  these  new  agents  are  highly  active  in  vitro,  but 
often  clinical  advantages  over  older  drugs  have  not 
been  demonstrated.  Sometimes  the  choice  of  drugs  is 
modified  by  the  site  of  infection;  some  drugs  penetrate 
better  than  others  into  body  fluids  such  as  bile,  urine, 
and  cerebrospinal  fluid.  The  patient's  clinical  status 
may  also  influence  the  choice  of  drugs  as,  for  example, 
when  a patient  has  diminished  renal  function,  or  is 
allergic  to  penicillin,  or  is  pregnant. 

The  table  that  begins  on  page  105  lists  first-choice 
antimicrobial  drugs  and  alternatives  for  infections 
caused  by  pathogenic  bacteria,  viruses,  fungi,  and 
some  other  organisms.  Recommendations  are  based  on 
results  of  susceptibility  studies,  published  clinical 
trials,  and  the  experience  of  Medical  Letter  consultants 
specializing  in  infectious  diseases.  While  there  was  full 
agreement  among  consultants  on  many  recommenda- 
tions, the  table  generally  represents  a consensus,  not 
unanimity. 

Identification  of  the  Organism 

The  physician  should  identify,  at  least  presumptive- 
ly, the  organism  responsible  for  the  infection  before 
choosing  an  antimicrobial  drug.  The  organism  or  its 
class  can  often  be  predicted  correctly  on  the  basis  of 
clinical  evidence.  A gram-stained  smear  of  sputum, 
urine,  wound  exudate,  cerebrospinal  fluid  or  other 
appropriate  specimen  can  provide  a clue  to  the  identity 
of  infecting  organisms  and  aid  in  the  choice  of  a drug 
before  definitive  identification  by  culture.  Smears  and 
cultures  are  necessary  for  adequate  diagnosis  of  most 
infections. 

Susceptibility  Tests 

In  vitro  tests  of  susceptibility  to  antimicrobial  agents 
are  essential  when  infections  are  caused  by  bacteria 
that  vary  in  their  susceptibility  to  first-choice  drugs, 
particularly  Escherichia  coli,  Klebsiella,  Proteus,  and 

Reprinted  with  permission  from  The  Medical  Letter,  Vol.  24. 
March  5,  1982. 


other  gram-negative  bacilli.  A drug  found  active  in 
susceptibility  tests  may  nevertheless  be  ineffective  if 
the  wrong  route  of  administration  is  used,  dosage  or 
absorption  is  inadequate,  host  resistance  to  infection  is 
diminished,  the  drug  cannot  reach  the  site  of  infection, 
abscesses  are  not  adequately  drained,  or  if  an  infected 
foreign  body  is  present. 

Meningitis 

In  such  serious  infections  as  bacterial  meningitis, 
prompt  treatment  is  essential  and  antimicrobial  drugs 
should  not  be  withheld  until  laboratory  studies  are 
completed.  The  organisms  most  commonly  responsible 
for  bacterial  meningitis  are  Haemophilus  influenzae, 
Streptococcus  pneumoniae  (pneumococci),  and  Neis- 
seria meningitidis  (meningococci). 

Meningitis  in  Adults — Because  meningitis  in  adults 
is  rarely  caused  by  H.  influenzae,  intravenous  adminis- 
tration of  large  doses  of  penicillin  G is  usually  recom- 
mended, pending  results  of  cultures,  for  treatment  of 
possible  pneumococcal  or  meningococcal  meningitis. 
Some  Medical  Letter  consultants  substitute  ampicillin 
for  penicillin  G in  young  adults  because  of  the  increased 
incidence  of  H.  influenzae  in  this  age  group.  However, 
some  strains  of  H.  influenzae  are  penicillinase-pro- 
ducers; chloramphenicol  is  used  to  treat  meningitis  due 
to  these  strains. 

The  incidence  of  meningitis  caused  by  enteric  gram- 
negative bacteria  is  increased  in  patients  more  than  60 
years  old,  and  in  those  who  have  had  neurosurgery  or 
have  a compromised  immune  response.  When  a gram- 
stained  smear  of  cerebrospinal  fluid  from  an  adult 
shows  gram-negative  rods,  some  Medical  Letter  con- 
sultants now  begin  therapy  with  moxalactam,  a new 
cephalosporin-type  antibiotic  with  good  penetration  of 
inflamed  meninges  and  activity  against  most  strains  of 
gram-negative  bacilli  (but  not  against  Pseudomonas 
aeruginosa). 

Meningitis  in  Children — In  children  more  than  two 
months  old,  H.  influenzae  is  the  most  common  cause  of 
bacterial  meningitis.  In  some  areas  of  North  America, 
five  to  25%  or  more  of  H.  influenzae  strains  are 
resistant  to  ampicillin,  and  rare  strains  are  resistant  to 
chloramphenicol.  To  assure  effective  treatment  from 
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*Because  resistance  may  be  a problem, 
susceptibility  tests  should  be  performed. 


Infecting  Organism 


Drug  of  First  Choice 


Alternative  Drugs 


Gram- Positive  Cocci 

* Staphylococcus  aureus 

non-penicillinase  producing 

penicillinase-producing 

Streptococcus  pyogenes 
(Group  A) 

and  Groups  C and  G 
Streptococcus , Group  B 

Streptococcus,  viridans  group' 

Streptococcus  bovish 
Streptococcus,  Enterococcus  group 
endocarditis1’  or  other  severe 
infection 

uncomplicated  urinary  tract 
infection 

Streptococcus,  anaerobic 

* Streptococcus  pneumoniae 

(pneumococcus) 

Gram-Negative  Cocci 

* Neisseria  gonorrhoeae 12 

Neisseria  meningitidis' 

Gram-Positive  Bacilli 

Bacillus  anthracis  (anthrax) 
Clostridium  perfringens 
(welchii) 15 
Clostridium  tetani'h 
Clostridium  difficile 
Corynebacterium  diphtheriae'1 
Listeria  monocytogenes 


penicillin  G or  V 

a penicillinase-resistant 
penicillin1 
penicillin  G or  V 1 

penicillin  G 1 or  ampicillin 
penicillin  G 1 

with  or  without  streptomycin 
penicillin  G 1 

ampicillin  or  penicillin  G 

with  gentamicin  or  streptomycin 
ampicillin  or  amoxicillin 

penicillin  G 1 
penicillin  G or  V 1 11 


a tetracycline* 

or  penicillin  G or  amoxicillin 
penicillin  G 

penicillin  G 
penicillin  G 

penicillin  G 
vancomycin 
an  erythromycin 
ampicillin4  or  penicillin  G 
with  or  without  gentamicin ' 


the  outset,  chloramphenicol,  administered  intrave- 
nously, should  be  given  in  addition  to  ampicillin  for 
initial  treatment  of  children  with  bacterial  meningitis 
until  the  results  of  cultures  and  susceptibility  tests  are 
known. 

Meningitis  in  Newborn  Infants — In  infants  less  than 
two  months  old  and  especially  in  the  immediate 
neonatal  period,  meningitis  is  frequently  caused  by 
gram- negative  enteric  organisms,  group  B streptococci, 
or  Listeria  monocytogenes.  For  meningitis  in  this  age 
group,  some  pediatric  consultants  recommend  con- 
current use  of  ampicillin  with  moxalactam,  pending 
results  of  laboratory  tests,  even  though  clinical  exper- 
ience with  moxalactam  has  been  limited. 


a cephalosporin;2  3 clindamycin; 
vancomycin 

a cephalosporin;"  3 vancomycin; 
clindamycin 

an  erythromycin;"  a cephalosporin;" 
clindamycin 

vancomycin;  an  erythromycin; 

a cephalosporin2  3 
a cephalosporin;2  3 vancomycin 

a cephalosporin;2  3 vancomycin 

vancomycin 

with  gentamicin  or  streptomycin 
nitrofurantoin 

clindamycin;  a tetracycline;*  an 
erythomycin;4  chloramphenicol; 10  a 
cephalosporin2  3 

an  erythromycin;’  11  a cephalosporin;2  3 
chloramphenicol; 10  11  vancomycin 

ampicillin;  spectinomycin;  cefoxitin;2 
cefotaxime;"  moxalactam;"  4 an 
erythromycin 

chloramphenicol; 10  a sulfonamide14 

an  erythromycin;4  a tetracycline* 
chloramphenicol; 10  clindamycin; 

metronidazole;  a tetracycline* 
a tetracycline* 
metronidazole 
penicillin  G 
a tetracycline* 


Meningitis  in  Penicillin-Allergic  Patients — Bac- 
terial meningitis  in  patients  with  a history  of  allergy  to 
penicillin  presents  a special  problem.  A few  Medical 
Letter  consultants  would  still  treat  these  patients  with 
penicillin  if  they  have  never  had  immediate  reactions  to 
it;  the  physician  must  observe  such  patients  closely  and 
must  be  prepared  to  treat  anaphylaxis  promptly.  When 
administration  of  a penicillin  seems  unwise,  chloram- 
phenicol should  be  used  for  initial  therapy  of  meningitis. 
Cephalosporin  drugs  are  not  recommended  for  treat- 
ment of  meningitis,  except  for  moxalactam  and  cefo- 
taxime, which  appear  to  be  useful  for  treatment  of 
gram-negative  bacillary  meningitis  but  are  not  recom- 
mended for  meningitis  caused  by  gram-positive  bac- 
teria. 
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Infecting  Organism 


Drug  of  First  Choice 


Alternative  Drugs 


Enteric  Gram-Negative  Bacilli 

*Bacteroides 

oropharyngeal  strains  penicillin  G 

gastrointestinal  strains  clindamycin1' 


Sepsis 

Septicemia,  particularly  when  caused  by  gram- 
negative bacilli,  requires  prompt  treatment  without 
waiting  for  results  of  laboratory  tests.  Choice  of  drugs 
should  be  based  on  the  probable  source  of  infection 
(such  as  the  genitourinary  tract),  on  gram-stained 
smears  of  appropriate  clinical  specimens,  and  on  the 
immune  status  of  the  patient,  and  should  also  reflect 
current  patterns  of  bacterial  resistance  in  the  commu- 
nity and  in  the  hospital.  When  sepsis  is  suspected  and 
the  infecting  organism  is  not  known,  some  Medical 
Letter  consultants  recommend  concurrent  use  of  a 
penicillinase-resistant  penicillin,  such  as  nafcillin  or 
oxacillin,  with  gentamicin  or  tobramycin;  since  this 
combination  may  not  be  effective  against  enterococci, 
a few  would  add  ampicillin  or  penicillin  G to  this 


clindamycin;  an  erythromycin;4  a tetra- 
cycline;1' metronidazole 
metronidazole;1'  cefoxitin;2  chloram- 
phenicol; 111  18  mezlocillin  or  piperacillin; 
moxalactam;2  cefotaxime;2  4 
minocycline* 

cefotaxime"  or  moxalactam;"  carbenicillin, 
ticarcillin,  mezlocillin,  or  piperacillin; 
amikacin;  cefamandole;"  chloram- 
phenicol; 10  a tetracycline;*  trimethoprim- 
sulfamethoxazole;  trimethoprim 
ampicillin;  carbenicillin,  ticarcillin, 
mezlocillin,  or  piperacillin;  a cephalo- 
sporin;2 3 amikacin;  a tetracycline;8 
trimethoprim-sulfamethoxazole; 
chloramphenicol 10 

a cephalosporin;2  3 amikacin;  a tetra- 
cycline;8 trimethoprim-sulfamethoxazole; 
chloramphenicol; 111  mezlocillin  or 
piperacillin 

a cephalosporin;2  3 gentamicin  or 
tobramycin;  carbenicillin,  ticarcillin, 
mezlocillin,  or  piperacillin;  amikacin; 
trimethoprim-sulfamethoxazole; 
chloramphenicol 10 

cefotaxime2  or  moxalactam;2  carbenicillin, 
ticarcillin,  mezlocillin,  or  piperacillin; 
amikacin;  a tetracycline;*  4 trimethoprim- 
sulfamethoxazole;  chloramphenicol; 10 
cefoxitin" 

cefotaxime2  or  moxalactam;2  gentamicin 
or  tobramycin;  carbenicillin,  ticarcillin, 
mezlocillin,  or  piperacillin;  trimethoprim- 
sulfamethoxazole;  chloramphenicol; 10 
cefoxitin2  or  cefamandole2 
ampicillin;  amoxicillin;  ’ trimethoprim- 
sulfamethoxazole  4 
chloramphenicol; 10  trimethoprim- 
sulfamethoxazole4 


regimen,  particularly  when  the  urinary  tract  is  con- 
sidered a likely  source  of  the  infection  or  when  endo- 
craditis  is  suspected.  Some  clinicians  would  use  ampi- 
cillin concurrently  with  gentamicin  or  tobramycin 
when  the  source  of  septicemia  is  thought  to  be  in  the 
biliary  tract.  Others  prefer  concurrent  use  of  a cepha- 
losporin with  gentamicin  or  tobramycin  for  initial  treat- 
ment of  life-threatening  septicemia. 

In  hospitals  where  gentamicin  and  tobramycin  have 
been  used  frequently,  gram-negative  bacteria  resistant 
to  these  agents  may  be  prevalent;  such  strains  are 
usually  susceptible  to  amikacin.  Pseudomonas  strains 
resistant  to  gentamicin  may  sometimes  be  susceptible 
to  tobramycin,  but  gentamicin-resistant  strains  of  other 
gram-negative  bacilli  are  also  likely  to  be  resistant  to 
tobramycin.  Because  Pseudomonas  infections  occur 


*Enterobacter 

* Escherichia  coli 20 

* Klebsiella  pneumoniae21' 

*Proteus  mirabilis 20 

* Proteus,  indole-positive  (including 

Providencia  rettgeri, 
Morganella  morganii, 
and  Proteus  vulgaris ) 

* Providencia  stuartii 

* Salmonella  typhi2A 

*other  Salmonella 25 


gentamicin14  or  tobramycin14 

gentamicin"1  or  tobramycin"1 

gentamicin22  or  tobramycin  " 
ampicillin23 

gentamicin1  ’ or  tobramycin14 
amikacin 

chloramphenicol 10 
ampicillin  or  amoxicillin4 
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Infecting  Organism 


Drug  of  First  Choice 


Alternative  Drugs 


*Serratia 


*Shigel!a 


gentamicin1'1  or  amikacin14 


trimethoprim-sulfamethoxazole 


cefotaxime2  4 or  moxalactam;2 
trimethoprim-sulfamethoxazole;4 
carbenicillin,4  ticarcillin,4  mezlocillin, 
or  piperacillin;4  cefoxitin2  4 
chloramphenicol; 1(1  a tetracycline;* 
ampicillin 


Other  Gram-Negative  Bacilli 

*Acineto bacter  (Mima,  Herellea) 


Bordetella  pertussis  (whooping 
cough) 

* Brucella  (brucellosis) 

Calymmatobacterium  granulo- 
matis  (granuloma  inguinale) 
Campylobacter  fetus,  jejuni 

*Francisella  tularensis  (tularemia) 
Fusobacterium 

Gardnerella  (Haemophilus) 
vaginalis 

* Haemophilus  ducreyi  (chancroid) 

* Haemophilus  influenzae 

meningitis,  epiglottitis,  arthritis. 

and  other  serious  infections 
other  infections 


Legionella  micdadei  (L. 

pittsburgensis) 

Legionella  pneumophila 

Leptotrichia  buccalis  (Vincent's 
infection) 


gentamicin4  or  tobramycin4 


an  erythromycin 
a tetracycline* 

with  or  without  streptomycin 

a tetracycline* 

an  erythromycin4 

streptomycin 
penicillin  G 

metronidazole4 

trimethoprim-sulfamethoxazole4 

chloramphenicol  plus  ampicillin 
initially2* 

ampicillin  or  amoxicillin 

an  erythromycin4  with  or  without 
rifampin4 

an  erythromycin  with  or  without 

■r  ■ 9.27 

rifampin 
penicillin  G 


kanamycin;  amikacin;  minocycline;* 
doxycycline;*  carbenicillin,  ticarcillin, 
mezlocillin.4  or  piperacillin;  trimethoprim- 
sulfamethoxazole4 
trimethoprim-sulfamethoxazole4 

chloramphenicol 10  with  or  without 
streptomycin;  trimethoprim-sulfameth- 
oxazole4 
streptomycin 

a tetracycline;*  gentamicin;4  chloram- 
phenicol 111 

a tetracycline;*  chloramphenicol 1(1 
metronidazole;  clindamycin;  chloram- 
phenicol 111 
ampicillin 

a tetracycline;*  streptomycin;  an  ery- 
thromycin;4 cephalothin4 

moxalactam;2  trimethoprim- 
sulfamethoxazole4 

trimethoprim-sulfamethoxazole;  a sul- 
fonamide; cefaclor; ‘ cefamandoler 
cefotaxime;2  moxalactam;2  a tetracycline* 


a tetracycline:*  an  erythromycin  ’ 


commonly  in  leukopenic  patients,  some  Medical  Letter 
consultants  recommend  concurrent  use  of  tobramycin 
with  carbenicillin,  ticarcillin.  mezlocillin,  or  piperacil- 
lin for  suspected  sepsis  in  these  patients.  In  clinical 
situations  where  fecal  anaerobes  may  be  the  cause  of 
sepsis,  the  addition  of  clindamycin,  metronidazole, 
cefoxitin,  or  chloramphenicol  to  the  antimicrobial 
regimen  should  be  considered. 

The  new  “third  generation  cephalosporins,”  cefo- 
taxime and  moxalactam,  are  useful  in  the  treatment  of 
sepsis  caused  by  many  strains  of  gram-negative  bacilli 
( except  for  Pseudomonas  aeruginosa ),  including  some 
resistant  to  gentamicin  and  tobramycin.  However, 
Medical  Letter  consultants  advise  against  frequent  or 
routine  use  of  these  new  cephalosporins  because  of  the 


potential  for  emergence  of  resistant  organisms  and 
because  of  their  high  cost. 

Urinary  Tract  Infection 

Treatment  with  a soluble  sulfonamide,  such  as 
sulfisoxazole,  or  with  ampicillin  or  amoxicillin  is 
usually  adequate  for  acute,  uncomplicated  urinary 
tract  infection.  In  patients  with  chronic  or  complicated 
infections,  however,  antimicrobial  resistance,  reinfec- 
tion, or  relapse  may  be  frequent.  If  symptoms  and 
urinary  bacterial  counts  do  not  respond  promptly  to  the 
first  drug  used,  the  choice  of  an  alternative  drug  should 
be  based  on  antimicrobial  susceptibility  tests.  (For  a 
useful  monograph,  see  CM  Kunin,  Detection,  Preven- 
tion and  Management  of  Urinary  Tract  Infections, 
3rd  edition,  Philadelphia:  Lea  & Febiger.  1979.) 


VOLUME  47,  NO.  2 


107 


Infecting  Organism 


Drug  of  First  Choice 


Alternative  Drugs 


Pasteurella  multocida 
* Pseudomonas  aeruginosa 
urinary  tract  infection 

other  infections28 


Pseudomonas  ( Actinobacillus) 
mallei  (glanders) 

* Pseudomonas  pseudomallei 
(melioidosis) 

Pseudomonas  cepacia 
Spirillum  minor  ( rat  bite  fever) 
Streptobacillus  moniliformis  (rat 
bite  fever;  Haverhill  fever) 
Vibrio  cholerae  (cholera)  30 
Yersinia  pestis  (plague) 

Acid  Fast  Bacilli 

Mycobacterium  tuberculosis 31 


Mycobacterium  kansasii  31 

Mycobacterium  avium-intracellu- 
lare-scrofulaceum  complex31 
Mycobacterium  fortuitum 31 
Mycobacterium  marinum 
(balnei) 34 

Mycobacterium  leprae  (leprosy) 

Actinomycetes 

Actinomyces  israelii 
(actinomycosis) 

Nocardia 


Chlamydiae 

Chlamydia  psittaci  ( psittacosis; 
ornithosis) 

Chlamydia  trachomatis 
(trachoma) 

(inclusion  conjunctivitis) 
(pneumonia) 

(urethritis) 

(lymphogranuloma  venereum) 
Fungi 
Aspergillus 

Blastomyces  dermatitidis 
Candida  species35 

Chromomycosis 
Coccidioides  immitis 
Cryptococcus  neoformans 


penicillin  G 

carbenicillin  or  ticarcillin 

tobramycin  or  gentamicin 
with  carbenicillin,  ticarcillin, 
mezlocillin,  or  piperacillin 
streptomycin  with  a tetracycline8  8 

trimethoprim-sulfamethoxazole’ 

trimethoprim-sulfamethoxazole8 
penicillin  G 
penicillin  G 

a tetracycline8 
streptomycin 

isoniazid  with  rifampin3- 


isoniazid  with  rifampin 
with  or  without  ethambutol 
isoniazid,  rifampin,  ethambutol, 
and  streptomycin"’ 
amikacin8  10  and  doxycycline8  8 
minocycline8  8 

dapsone10  with  rifampin 

with  or  without  clofazimine3’ 

penicillin  G 
trisulfapyrimidines 


a tetracycline8 

a tetracycline8  (topical  plus  oral) 
an  erythromycin 
an  erythromycin 
a tetracycline8 
a tetracycline8 

amphotericin  B 10 
amphotericin  B 1(1 
amphotericin  B 10  with  or  without 
flucytosine"’  36 

flucytosine8 
amphotericin  B 10 
amphotericin  B " ’ with  or  with- 
out flucytosine"’  ’h 


a tetracycline8 

mezlocillin  or  piperacillin;  tobramycin; 

gentamicin;  amikacin;  a polymyxin 
amikacin  with  carbenicillin,  ticarcillin, 
mezlocillin,  or  piperacillin 

streptomycin  with  chloramphenicol 10 

a tetracycline8  8 with  or  without 
chloramphenicol; 10  28  a sulfonamide’ 
chloramphenicol ,0 
a tetracycline;8  8 streptomycin 
a tetracycline;8  8 streptomycin 

trimethoprim-sulfamethoxazole8 
a tetracycline;8  3 chloramphenicol 10 

ethambutol;  streptomycin;  pyrazinamide; 
para-aminosalicylic  acid  (PAS); 
cycloserine;"’  ethionamide;1" 
kanamycin;8  10  capreomycin10 

streptomycin;10  ethionamide;10  cyclo- 

10 

serine 

capreomycin;10  ethionamide;"’  cyclo- 
serine;10 clofazimine33 
rifampin;  an  erythromycin 
trimethoprim-sulfamethoxazole;  rifampin; 
cycloserine1" 

acedapsone;10  33  ethionamide;10 
prothionamide33 

a tetracycline8 

trimethoprim-sulfamethoxazole;8  trisul- 
fapyrimidines with  minocycline8  or 
ampicillin8  or  erythromycin;8  cyclo- 

9.  10 

serine 

chloramphenicol 10 

a sulfonamide  (topical  plus  oral) 
a tetracycline;8  a sulfonamide 
a sulfonamide 
an  erythromycin 
an  erythromycin;  a sulfonamide 

no  dependable  alternative 
ketoconazole  ’ 

ketoconazole;  nystatin  (oral  or  topical); 
miconazole  (topical);  clotrimazole 
(topical) 
ketoconazole 

ketcoconazole;  miconazole 
ketoconazole;’miconazole 
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Infecting  Organism 

Drug  of  First  Choice 

Alternative  Drugs 

Dermatophytes  (tinea) 

clotrimazole  (topical) 

tolnaftate  (topical);  haloprogin  (topical); 

or  miconazole  (topical) 

griseofulvin;10  ketoconazole9 

Histoplasma  capsulatum 

amphotericin  B 10 

ketoconazole 

Mucor 

amphotericin  B 1 

no  dependable  alternative 

Paracoccidioides  brasiliensis 

amphotericin  B 10 

ketoconazole;  a sulfonamide; 
miconazole 

Sporothrix  schenckii 

an  iodide38 

amphotericin  B 10 

Mycoplasma 

Mycoplasma  pneumoniae 

an  erythromycin  or  a tetracycline 

a tetracycline8 

Ureaplasma  urealyticum 

an  erythromycin 

Pneumocystis  Carinii 

trimethoprim-sulfamethoxazole 

pentamidine10  33 

Rickettsia — Rocky  Mountain 
spotted  fever,  endemic  typhus 
(murine),  tick  bite  fever,  trench 
fever,  typhus,  scrub  typhus, 

Q fever 

a tetracycline8 

chloramphenicol 111 

Spirochetes 

Borrelia  recurrentis  (relapsing 
fever) 

a tetracycline 

penicillin  G 

Leptospira 

penicillin  G 

a tetracycline8'9 

Treponema  pallidum  (syphilis) 

penicillin  G 1 

a tetracycline;8  an  erythromycin 

Treponema  pertenue  (yaws) 

Viruses 

Herpes  simplex 

penicillin  G 

a tetracycline8 

(keratitis) 

trifluridine  (topical) 

vidarabine  (topical);  idoxuridine  (topical) 

(encephalitis) 

vidarabine 

acyclovir33 

Influenza  A39 

amantadine 

no  alternative 

REFERENCES 

1 . Penicillin  V is  preferred  for  oral  treatment  of  infections  caused  by  non-penicillinase-producing  staphylococci  and  other  gram-positive 
cocci  but  is  ineffective  for  gonorrhea.  For  initial  therapy  of  severe  infections,  crystalline  penicillin  G,  administered  parenterally,  is  first 
choice.  For  somewhat  longer  action  in  less  severe  infections  due  to  Group  A Streptococci,  pneumococci,  gonococci,  or  Treponema 
pallidum,  procaine  penicillin  G,  an  intramuscular  formulation,  is  administered  once  or  twice  daily.  Benzathine  penicillin  G,  a slowly 
absorbed  intramuscular  preparation,  is  usually  given  in  a single  monthly  injection  for  prophylaxis  of  rheumatic  fever,  once  for  treatment 
of  Group  A streptococcal  pharyngitis,  and  once  or  more  for  treatment  of  syphilis  outside  of  the  central  nervous  system. 

2.  The  cephalosporins  have  been  used  as  alternatives  to  penicillins  in  patients  allergic  to  penicillins,  but  such  patients  may  also  have  allergic 
reactions  to  cephalosporins. 

3.  For  parenteral  treatment  of  staphylococcal  infections,  cephalothin,  cephapirin,  orcefazolin  can  be  used;  for  staphylococcal  endocarditis, 
some  Medical  Letter  consultants  prefer  cephalothin  or  cephapirin.  For  oral  therapy,  cephalexin  orcephradine  is  preferred.  Cefamandole, 
cefoxitin,  cefotaxime,  and  moxalactam  have  greater  activity  against  enteric  gram-negative  bacilli  than  other  cephalosporins.  Cefoxitin, 
cefotaxime,  and  moxalactam  are  active  against  many  strains  of  Bacteroides  fragilis.  The  activity  of  all  currently  available  (February 
1982)  cephalosporins  against  Pseudomonas  aeruginosa  is  poor  or  inconsistant. 

4.  For  oral  use  against  penicillinase-producing  staphylococci,  cloxacillin  or  dicloxacillin  is  preferred;  for  severe  infections,  a parenteral 
formulation  of  methicillin,  nafcillin,  or  oxacillin  should  be  used.  Neither  ampicillin,  amoxicillin,  bacampiciilin.  cyclacillin,  carbenicillin, 
ticarcillin,  mezlocillin,  nor  piperacillin  is  effective  against  penicillinase-producing  staphylococci.  Occasional  strains  of  coagulase- 
positive  staphylococci  may  be  resistant  to  penicillinase-resistant  penicillins,  and  these  strains  are  usually  also  resistant  to 
cephalosporins;  infections  due  to  these  resistant  strains  are  treated  with  vancomycin,  with  or  without  either  rifampin  or  gentamicin. 

5.  Occasional  strains  of  Group  A streptococci  and  pneumococci  may  be  resistant  to  erythromycins. 

6.  In  endocarditis,  disk  sensitivity  testing  may  not  provide  adequate  information;  dilution  tests  for  susceptibility  should  be  used  to  assess 
bactericidal  as  well  as  inhibitory  end  points.  Peak  bactericidal  activity  of  the  serum  against  the  patient's  own  organism  should  be  present 
at  a serum  dilution  of  at  least  1 :8. 

7.  Routine  antimicrobial  susceptibility  tests  may  be  misleading.  Ampicillin  is  often  effective  in  urinary  tract  infections,  while  streptomycin, 
kanamycin,  or  gentamicin  alone  is  not. 

8.  Tetracycline  hydrochloride  is  preferred  for  most  indications.  Doxycycline  is  recommended  for  uremic  patients  with  infections  outside  the 
urinary  tract  for  which  a tetracycline  is  indicated.  Tetracyclines  are  generally  not  recommended  for  pregnant  women,  infants,  or  children 
eight  years  old  or  younger. 

9.  Not  approved  for  this  indication  by  the  U.S.  Food  and  Drug  Administration. 

10.  Because  of  the  frequency  of  serious  adverse  effects,  this  drug  should  be  used  only  for  severe  infections  when  less  hazardous  drugs  are 
ineffective. 
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11.  In  patients  allergic  to  penicillin,  an  erythromycin  is  preferred  for  respiratory  infections,  and  chloramphenicol  is  recommended  for 
meningitis.  Rare  strains  of  Streptococcus  pneumoniae  may  be  resistant  to  penicillin;  these  strains  are  susceptible  to  vancomycin. 

1 2.  Since  many  strains  of  gonococci  are  relatively  resistant  to  penicillin  G,  ampicillin,  or  amoxicillin,  large  doses  together  with  probenecid 
are  prescribed  for  single-dose  treatment  of  uncomplicated  infection;  pelvic  inflammatory  disease  and  disseminated  gonococcal  infection 
are  treated  with  multiple  doses  (Medical  Letter.  24:2 1 , 1982).  Some  strains  of  gonococci  produce  penicillinase  and  are  totally  resistant  to 
penicillin  G,  ampicillin,  or  amoxicillin;  these  strains  may  also  be  resistant  to  tetracycline,  and  should  be  treated  with  spectinomycin.  Rare 
strains  resistant  to  spectinomycin  should  be  treated  with  cefoxitin,  defotaxime,  or  moxalactam.  Penicillin  V,  benzathine  penicillin  G,  and 
penicillinase-resistant  penicillins  should  not  be  used  for  gonococcal  infection. 

1 3.  Rifampin  is  recommended  for  prophylaxis  in  close  contacts  of  patients  infected  by  sulfonamide-resistant  organisms.  Minocycline  may 
also  be  effective  for  such  prophylaxis  but  frequently  causes  vomiting  and  vertigo.  An  oral  sulfonamide  is  recommended  for  prophylaxis  in 
close  contacts  of  patients  known  to  be  infected  by  sulfonamide-sensitive  organisms. 

14.  Sulfonamide-resistant  strains  are  frequent  in  the  USA  and  sulfonamides  should  be  used  only  when  susceptibility  is  established  by 
susceptibility  tests. 

15.  Debridement  is  primary.  Large  doses  of  penicillin  G are  required.  Hyperbaric  oxygen  therapy  may  be  a useful  adjunct  to  surgical 
debridement  in  management  of  the  spreading,  necrotic  type. 

16.  For  prophylaxis,  tetanus  toxoid  and,  in  some  patients,  tetanus  immune  globulin  (human)  are  required. 

17.  Antitoxin  is  primary;  antimicrobials  are  used  only  to  halt  further  toxin  production  and  to  prevent  the  carrier  state. 

18.  When  infection  is  in  the  central  nervous  system,  either  intravenous  metronidazole  or  chloramphenicol  is  recommended. 

19.  In  severely  ill  patients  Medical  Letter  consultants  would  add  carbenicillin,  ticarcillin,  mezlocillin,  or  piperacillin  (but  see  footnote  28),  or 
cefotaxime  or  moxalactam. 

20.  For  an  acute,  uncomplicated  urinary  tract  infection,  before  the  infecting  organism  is  known,  the  drug  of  first  choice  is  one  of  the  oral 
soluble  sulfonamides,  such  as  sulfisoxazole,  or  ampicillin  or  amoxicillin.  Trimethoprim  or  trimethoprim-sulfamethoxazole  may  also  be 
useful  for  treatment  of  urinary  tract  infections  caused  by  susceptible  organisms. 

21.  In  severely  ill  patients  Medical  Letter  consultants  would  add  ampicillin,  carbenicillin,  ticarcillin,  mezlocillin,  piperacillin,  or  a 
cephalosporin,  but  see  footnote  28. 

22.  In  severely  ill  patients  Medical  Letter  consultants  would  add  a cephalosporin. 

23.  Large  doses  (6  grams  or  more  daily)  are  usually  necessary  for  systemic  infections.  In  severely  ill  patients  some  Medical  Letter 
consultants  would  add  gentamicin  or  tobramycin. 

24.  Ampicillin  or  amoxicillin  may  be  effective  in  milder  cases.  Ampicillin  is  the  drug  of  choice  for  S.  typhi  carriers. 

25.  Most  cases  of  Salmonella  gastroenteritis  subside  spontaneously  without  antimicrobial  therapy. 

26.  Some  strains  of  H.  influenzae  are  resistant  to  ampicillin  and  rare  strains  are  resistant  to  chloramphenicol.  Chloramphenicol  (100 
mg/kg/day  IV)  plus  ampicillin  should  be  used  for  initial  treatment  of  meningitis,  epiglottitis,  or  arthritis  in  children  more  than  two  months 
old  until  the  organism  is  identified  and  its  antimicrobial  susceptibility  is  determined.  Ampicillin  is  preferred  by  most  Medical  Letter 
consultants  for  treatment  of  organisms  known  to  be  susceptible. 

27.  Rifampin  should  be  added  only  for  patients  who  do  not  respond  to  erythromycin  alone. 

28.  Neither  gentamicin,  tobramycin,  nor  amikacin  should  be  mixed  in  the  same  bottle  with  carbenicillin,  ticarcillin.  mezlocillin,  or  piperacil- 
lin for  intravenous  administration. 

29.  Seriously  ill  patients  should  be  treated  with  both  tetracycline  and  chloramphenicol. 

30.  Antibiotic  therapy  is  an  adjunct  to  and  not  a substitute  for  prompt  fluid  and  electrolyte  replacement. 

3 1 . Susceptibility  tests  should  be  performed  by  appropriate  reference  laboratories  but  antituberculosis  drugs  may  be  effective  in  vivo  even 
when  in  vitro  tests  show  resistance.  Some  isolates  may  require  vigorous  chemotherapy  using  multiple  drugs. 

32.  Rifampin  should  be  used  concurrently  with  other  drugs  to  prevent  emergence  of  resistance.  It  is  always  included  in  treatment  regimens  for 
isoniazid-resistant  organisms  and  is  generally  used  together  with  isoniazid  in  the  treatment  of  cavitary  and  far  advanced  pulmonary 
tuberculosis  as  well  as  for  extrapulmonary  tuberculosis. 

33.  An  investigational  drug  in  the  USA. 

34.  Most  infections  are  self-limited  without  drug  treatment. 

35.  Amphotericin  B administered  intravenously  is  first  choice  for  systemic  candidal  infections,  although  some  Medical  Letter  consultants 
recommend  concurrent  use  of  flucytosine  and  amphotericin  B.  Ketoconazole  administered  orally  is  the  drug  of  choice  for  chronic 
mucocutaneous  candidiasis  and  may  prove  to  be  useful  in  systemic  infections.  For  gastrointestinal  infections,  oral  nystatin  may  be  suffi- 
cient. Topical  miconazole,  clotrimazole,  or  nystatin  can  be  used  for  skin  or  vaginal  infections. 

36.  Some  strains  may  be  resistant  to  flucytosine,  or  resistance  may  emerge  during  treatment. 

37.  In  some  patients  with  meningitis  who  do  not  respond  to  intravenous  amphotericin  B,  intraventricular  or  intrathecal  administration  of 
amphotericin  B may  be  helpful. 

38.  Lymphocutaneous  form  only. 

39.  Uncomplicated  influenza  usually  needs  no  treatment. 
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Month  in  Washington 


A House  win,  a Senate  loss,  and  a brillant  defensive 
maneuver  in  a House-Senate  conference  committee 
marked  last  December's  chapter  in  the  history  of 
medicine’s  long  struggle  to  overcome  the  Federal  Trade 
Commission’s  self-asserted  statutory  authority  over 
physicians  and  other  members  of  the  learned  profes- 
sions. 

The  House  win  came  early  in  the  month  with  passage 
of  an  amendment  by  Reps.  Thomas  Luken  (D-OH) 
and  Gary  Lee  ( R-NY)  to  an  FTC  authorization  bill  by 
a 245-155  vote. 

The  vote  in  favor  of  Luken- Lee  followed  the  defeat  of 
a “compromise”  amendment  offered  by  Rep.  Broyhill 
(R-NC)  by  a 203-195  vote.  The  Broyhill  amendment 
had  been  opposed  by  the  American  Medical  Associa- 
tion and  its  allies  as  “worse  than  the  status  quo.” 

AMA  Board  of  Trustees  Chairman,  Joseph  F. 
Boyle,  M.D.  said  the  “vote  was  strong  support  for 
aggressive  professional  self-regulation — and  the  AMA 
accepts  the  responsibility  for  assuming  a leadership 
role  to  make  that  regulation  occur.” 

But  the  Senate  was  not  to  see  eye-to-eye  with  the 
House.  Two  weeks  later  the  Senate  Appropriations 
Committee  voted  15-14  to  support  an  amendment 
offered  by  Sen.  Warren  Rudman  (R-NH)  that  would 
permit  FTC  a jurisdictional  role  over  medicine. 

With  only  two  scheduled  days  left  in  the  lame-duck 
session,  organized  medicine’s  only  chance  was  to  raise 
the  issue  anew  on  the  Senate  floor  by  attempting  to  gain 
passage  of  an  amendment  sponsored  by  Sen.  James  J. 
McClure  (R-ID). 

But  the  McClure  amendment  failed  59-37  in  an  all 
night  session  and  at  6:30  a.m.  that  morning  the  Senate 
passed  by  voice  vote  the  continuing  resolution  bill 
(appropriations)  with  the  Rudman  amendment  that 
would  give  FTC  statutory  authority  over  state  regulated 
professions  in  such  areas  as  boycotts,  deceptive  prac- 
tices and  price  fixing. 

James  H.  Sammons,  M.D.,  AMA  Executive  Vice 
President  expressed  the  Association's  disappointment 
over  the  Senate’s  action  and  warned  that  if  the  FTC 
“prevails  in  its  fight  to  gain  jurisdiction  over  the 
professions,  the  public  will  suffer  because  medical 
societies  will  no  longer  be  able  to  carry  out  their  patient 
advocacy  activities.” 

The  FTC  did  not  prevail.  Two  days  later  House 
members  of  a House- Senate  conference  committee 
refused  to  accept  the  Rudman  Amendment  language 
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and  stripped  its  provisions  from  the  bill  thus  assuring 
that  nothing  in  the  law  specifically  gives  FTC  authority 
to  regulate  professionals  such  as  physicians. 

“The  Congress  acted  wisely  by  striking  language 
from  the  continuing  resolution  that  would  have,  for  the 
first  time,  given  the  Federal  Trade  Commission  the 
power  to  regulate  America's  learned  professions,  which 
traditionally  have  been  regulated  by  the  states,”  said 
Dr.  Sammons.  “By  rejecting  the  language  proposed  by 
Senator  Rudman,  the  House  of  Representatives  clearly 
refused  to  acknowledge  FTC’s  claims  to  oversee  this 
nation’s  professionals  or  their  organizations — The 
American  Medical  Association  now  looks  forward  to  a 
victory  in  the  next  Congress  when  the  House  and 
Senate  can  act  to  maintain  doctors'  rights  to  carry  out 
patient  advocacy  activities.” 

* * * * 

A tax  on  part  of  the  health  insurance  benefits  that 
employees  receive  from  employers  has  been  proposed 
by  senior  Administration  officials. 

Supporters  say  that  the  tax  would  not  only  generate 
several  billions  in  revenue,  but  would  help  control 
medical  costs,  which  have  been  rising  twice  as  fast  as 
the  Consumer  Price  Index. 

Health  and  Human  Services  (HHS)  Department 
Secretary  Richard  Schweiker  has  recommended  such  a 
tax,  and  Martin  S.  Feldman,  chairman  of  the  President's 
Council  of  Economic  Advisers,  strongly  supports  it. 
David  Stockman,  the  director  of  the  Office  of  Manage- 
ment and  Budget,  proposed  such  a tax  when  he  was  a 
member  of  the  House  of  Representatives. 

According  to  officials  at  HHS.  the  Treasury,  and  the 
Budget  Office,  a tax  on  a portion  of  the  health  insurance 
provided  to  an  employee  is  likely  to  be  included  in  the 
budget  that  President  Reagan  sends  to  Congress  in 
mid- January,  though  the  President  has  not  made  a final 
decision. 

Congressional  action  would  be  needed  to  impose 
such  a tax.  The  chairman  of  the  Senate  Finance 
Committee,  Sen.  Robert  Dole  (R-KS)  indicated  last 
summer  that  he  was  receptive  to  the  idea,  but  organized 
labor,  the  health  insurance  industry,  and  the  U.S. 
Chamber  of  Commerce  all  oppose  it.  A number  ofCon- 
gressional  Democrats  have  also  spoken  out  against  it. 

Most  U.S.  health  insurance  is  provided  by  employers 
as  a fringe  benefit.  Under  current  law,  an  employer  who 
pays  health  insurance  premiums  for  his  employees  can 
deduct  the  payments  as  a business  expense  on  his  tax 
return,  but  the  payments  are  not  counted  as  taxable 
income  for  the  employee. 
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The  proposal  would  require  a worker  to  pay  income 
tax  on  employer  contributions  to  health  insurance 
premiums  above  a certain  level.  The  precise  ceiling  has 
not  been  set,  but  estimates  are  in  the  range  of  $1,200  to 
$2,400  a year  for  a family  and  $900  to  $1 ,200  for  an 
individual.  (Employers  spent  an  average  of  $1,100  in 
health  benefits  for  each  employee  last  year,  according 
to  the  U.S.  Chamber.) 

If  the  ceiling  were  set  at  $1,800,  the  Treasury  could 
get  $3.4  billion  in  additional  federal  income  taxes,  with 
the  tax  liability  of  23  million  taxpayers  increased  by  an 
average  of  $148  each,  according  to  a study  by  the 
National  Center  for  Health  $ervices  Research,  a 
branch  of  the  U.S.  Public  Health  Service. 

If  the  employers’  entire  contribution  were  taxed,  the 
government  would  reap  a bonanza — if  enacted  next 
year,  workers  would  have  to  pay  an  additional  $20 
billion  in  income  taxes  and  such  an  increase  in  workers' 
taxable  income  would  also  increase  1983  Social  Secu- 
rity payroll  taxes  by  $6.5  billion. 

Such  a drastic  approach  is  considered  unlikely. 

President  Reagan  has  said  he  will  not  seek  a tax 
increase  next  year,  but  Administration  officials  say 
that  the  health  insurance  tax  can  be  defended  on  the 
grounds  that  it  will  help  control  the  cost  of  medical 
care,  which  in  the  first  10  months  of  1982  rose  9.2 
percent — double  the  overall  4.5  percent  CPI  rise, 
according  to  the  Bureau  of  Labor  Statistics. 

Feldstein  and  other  economists  believe  that  the 
current  system  gives  employees  more  insurance  than 
they  need  and  encourages  them  to  use  more  health  care 
than  they  require. 

Labor  leaders  strongly  oppose  the  idea.  The  AFL- 
CIO  said  it  represents  “unnecessary  government  intru- 
sion into  the  collective  bargaining  process”  and  “would 
result  in  a loss  of  insurance  for  many  employees.”  The 
Health  Insurance  Association  of  America  says  a 
nation-wide  limit  on  tax-free  employer  contributions 
would  discriminate  against  employees  who  live  in  high- 
cost  areas  and  against  groups  containing  large  numbers 
of  older  workers — who  usually  have  the  highest 
premiums. 

* * * * 

The  AMA  has  cautioned  the  Congress  to  proceed 
slowly  in  implementing  a system  for  prospective  pay- 
ment for  hospital  services. 

Joseph  F.  Boyle,  M.D.,  chairman  of  the  AMA 
Board  of  Trustees,  told  a congressional  committee  that 
the  AMA  supported  developing  and  exploring  payment 
systems  for  institutions  based  on  “predetermined  rates 
or  other  payment  systems  that  create  incentive  for 
facilities  to  be  more  cost-conscious.” 

He  warned,  however,  that  “ it  would  be  inappropriate 
to  institute  a radical  change  in  the  Medicare  and 
Medicaid  hospital  reimbursement  system  without  as- 


surances that  quality  care  will  be  maintained.” 

Dr.  Boyle  also  cautioned  against  implementing  any 
full-scale  prospective  payment  system  “without  ex- 
perimentation and  until  ongoing  projects  have  been 
analyzed  to  determine  their  effects  on  costs  and 
quality.” 

Testifying  before  the  health  subcommittee  of  the 
House  Commerce  Committee,  the  AMA  official  urged 
Congress  to  “consider  not  only  how  much  these 
programs  are  designed  to  save  in  terms  of  dollars  but 
also  what  effects  they  will  have  in  human  terms  and 
upon  the  quality  of  care  that  will  be  available  to  the 
American  people.” 

In  his  testimony.  Dr.  Boyle  emphasized  that  “deci- 
sions made  in  the  near  future  concerning  how  hospitals 
and  other  providers  are  reimbursed  will  have  long- 
range  implications  on  access  to  and  the  quality  of  care 
for  years  to  come.” 

Hospitals,  through  their  boards,  administrators,  and 
medical  staffs,  are  likely  to  respond  to  changes  in  the 
reimbursement  system  to  try  to  maintain  access  and 
quality  care,  he  said.  If  hospitals  find  they  are  being 
under-reimbursed,  he  continued,  likely  actions  will  be 
shifting  costs  to  other  payers,  deferring  such  spending 
as  maintenance  (often  leading  to  higher  long-term 
costs),  and  postponing  or  eliminating  necessary 
modernization  and  technological  improvements,  de- 
priving patients  of  the  highest  quality  of  care. 

“In  extreme  cases,  hospitals  providing  essential  care 
could  be  forced  to  close,”  he  warned. 

Current  data  are  not  adequate  to  confirm  that 
prospective  payment  is  an  appropriate  nationwide 
reimbursement  system.  Dr.  Boyle  continued.  “We 
strongly  urge  that  further  demonstrations  go  forward 
before  any  attempt  is  made  to  radically  alter  the 
manner  in  which  payment  is  made  for  hospital  care.” 

Lacking,  he  said,  is  detailed  information  about  what 
long-term  changes  would  occur  in  hospitals  under  a 
prospective  payment  system.  “What  do  we  do  if  the 
‘incentives’  change  behavior  in  a way  that  cuts  costs  but 
also  forces  elimination  of  needed  services  and  activities?” 
he  asked.  “Considerations  such  as  these  are  best 
answered  through  demonstration  projects  prior  to  the 
nationwide  implementation  of  a new  medicare  reim- 
bursement system.” 

Any  such  program,  he  went  on,  should  be  tested  on  a 
limited  scale. 

“It  would  be  a major  mistake  to  impose  a prospective 
payment  system  on  a nationwide  scale  unless  that 
process  had  a successful  track  record,”  Dr.  Boyle  said. 

“It  is  important  to  determine  not  only  whether  there 
are  short-term  savings  that  may  be  generated  by  a 
prospective  payment  system,  but  also  whether  the 
hospitals  will  continue  to  be  able  to  provide  quality 
care.” 
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Current  Medicolegal  Issues 


THE  CITATION 


Medical  Staff  Must  Follow  Own  Bylaws 
In  Denying  Staff  Privileges 

A courtesy  staff  physician  was  entitled  to  procedural 
due  process  rights  before  being  denied  reappointment 
to  the  staff,  a Maryland  appellate  court  ruled. 

The  physician  became  a member  of  the  courtesy 
staff  in*July  1977.  At  the  end  of  1978,  however,  the 
private  hospital  declined  to  renew  the  physician’s 
privileges  on  the  pretext  that  he  had  not  paid  his 
courtesy  staff  dues  on  time.  The  first  notice  that  the 
physician  received  that  dues  were  being  assessed  was 
on  December  11,  1978.  The  medical  executive  com- 
mittee convened  on  December  13,  1978,  without 
notice  to  the  physician.  The  committee  recommended 
that  he  be  denied  reappointment  for  failure  to  pay  dues. 
Then,  without  any  notification  to  the  physician,  the 
board  of  directors  accepted  the  recommendation  and 
denied  him  reappointment.  The  physician’s  attempt  to 
pay  his  dues  was  rejected.  He  was  finally  notified  of  the 
board’s  action  in  a letter  he  received  eight  days  after  its 
decision. 

In  an  action  against  the  hospital,  the  physician 
claimed  that  the  hospital  retaliated  against  him  for 
concern  he  had  expressed  about  rumors  that  the 
hospital  had  encouraged  certain  ambulance  services  to 
bring  emergency  patients  to  it  rather  than  to  a competing 
hospital.  He  claimed  that  the  hospital  committed 
malicious  breach  of  its  contractual  duty  by  failing  to 
notify  him  of  the  requirement  of  courtesy  dues,  to 
accept  the  dues  when  timely  paid,  and  to  give  him  his 
procedural  rights.  The  trial  court  dismissed  the  action 
based  on  a private  hospital’s  autonomy  to  deal  with  its 
medical  staff. 

Reversing  that  decision,  the  appellate  court  said  that 
the  medical  staff  bylaws  afforded  him  procedural  due 
process  rights  before  being  discharged.  The  private 
hospital  had  enacted  bylaws  concerning  staff  privileges, 
and  it  must  follow  them,  the  court  said.  The  physician 
did  not  waive  his  right  to  legal  recourse,  the  court 
said. — Ishak  v.  Fallston  General  Hospital  and  Nurs- 
ing Center,  438  A. 2d  1369  (Md.  Ct.  of  Special  App., 
Jan.  8,  1982) 


THE  CITA  TION  is  a newsletter  on  medicolegal  issues  prepared 
by  the  Office  of  The  General  Counsel  of  the  American  Medical 
Association. 


MD  Denied  Lab  Privileges  Sues 
Public  Hospital 

A trial  court  should  determine  whether  denial  of 
laboratory  privileges  by  a public  hospital  was  supported 
by  the  evidence,  a Florida  appellate  court  ruled. 

A physician  was  board-certified  in  internal  medicine 
but  not  in  cardiology.  He  was  denied  privileges  at  the 
hospital’s  cardiac  catheterization  laboratory  on  the 
grounds  that  he  did  not  meet  the  established  criteria. 
The  criteria  were  ( 1 ) board  certification  in  cardiology, 
(2)  two  years  of  cardiac  cath  training  and  experience, 
and  (3)  maintenance  of  a continuing  level  of  activity  to 
maintain  quality  and  experience. 

Because  the  physician  was  not  board-certified  in 
cardiology,  his  application  was  reviewed  under  another 
provision  that  provided  for  special  consideration  of 
unusually  qualified  persons  who  did  not  meet  the 
criteria.  The  hospital  denied  his  application,  but  a trial 
court  reversed  the  action  and  ordered  it  to  reconsider 
the  application  without  consideration  of  the  term 
“unusually.”  The  court  said  that  term  placed  a higher 
standard  on  physicians  who  were  not  board-certified, 
which  was  in  violation  of  a statute. 

On  appeal,  the  court  said  that  the  statute  prohibited 
denial  of  privileges  on  the  sole  basis  that  an  applicant 
was  a dentist,  podiatrist,  osteopath  or  M.D.  It  did 
permit  denial  based  on  a classification  within  a disci- 
pline, the  court  said.  The  criteria  set  by  the  hospital 
were  reasonable,  and  it  did  not  need  to  strike  the  word 
“unusually”  from  the  criteria,  the  court  said. 

Because  the  trial  court  did  not  make  a finding  as  to 
whether  the  hospital’s  decision  was  supported  by 
substantial  evidence,  the  appellate  court  remanded  the 
case  for  a determination  on  that  issue.— Sarasota 
County  Public  Hospital  Board  v.  Shahawy,  408  So. 
2d  644  (Fla.  Dist.  Ct.  of  App.,  Dec.  23,  1981; 
rehearing  denied,  Jan.  26,  1982) 


Child  Cannot  Recover  For 
Preconception  Injury 

A child  had  no  cause  of  action  for  injuries  suffered  as 
a result  of  a preconception  injury  to  his  mother,  the 
highest  court  of  New  York  ruled. 

The  mother  underwent  an  abortion  on  December  27, 
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1 97 1 , at  a city  hospital.  During  the  course  of  the  proce- 
dure her  uterus  was  perforated.  In  June  1979,  she 
settled  a malpractice  action  for  $1 75,000.  The  patient 
was  conceived  sometime  in  September  1975,  while  the 
malpractice  case  was  pending.  He  was  bom  on  June  3, 
1976,  four  years  after  the  alleged  malpractice  and  three 
years  before  that  lawsuit  was  settled. 

A malpractice  action  on  behalf  of  the  patient  was 
filed  in  September  1978.  The  complaint  alleged  that  as 
a result  of  the  perforation  of  his  mother’s  uterus  the 
patient  was  bom  with  a damaged  brain.  A trial  court 
granted  summary  judgment  for  the  city,  and  an  ap- 
pellate court  affirmed. 

On  further  appeal,  the  high  court  affirmed  the 
decision.  The  court  said  that  to  recognize  a cause  of 
action  under  the  circumstances  would  require  exten- 
sion of  the  traditional  tort  liability  beyond  manageable 
bounds.  The  court  acknowledged  that  it  was  fore- 
seeable in  1971  that  the  mother  would  again  conceive 
and  that  the  health  of  later  children  could  be  adversely 
affected  by  damage  to  her  uterus.  However,  foresee- 
ability was  not  the  sole  criteria  for  liability,  the  court 
said. 

A final  consideration  was  that  permitting  an  action 
by  the  patient  would  have  the  undesirable  impact  of 
encouraging  the  practice  of  “defensive  medicine,”  the 
court  added.  A physician  may  be  inclined  to  advise 
against  treatment  rather  than  risk  the  possibility  of 
liability  to  a child  bom  years  later,  the  court  said. — 
Albala  v.  City  of  New  York,  445  N.Y.S.  2d  108,  429 
N.E.  2d  786  (N.Y.  Ct.  of  App.,  Nov.  23,  1981) 

Editor’s  Note:  A prior  decision  in  this  case  was 
reported  in  THE  CITATION  Vol.  43,  No.  3,  p.  26. 


Court  Can  Order  Disclosure 
Of  Hospital’s  Records 

A hospital’s  records  relating  to  the  settlement  of 
three  suits  against  it  by  professional  associations  were 
public  records  and  their  disclosure  was  properly  ord- 
ered by  a trial  court,  a North  Carolina  appellate  court 
ruled. 

Three  separate  suits  were  filed  against  the  hospital 
by  professional  medical  associations  for  alleged  wrong- 
ful termination  of  agreements  to  provide  professional 
services  to  the  hospital.  All  three  cases  were  resolved 
by  settlements.  A local  newspaper  requested  per- 
mission from  the  hospital  to  examine  and  copy  its 
records  pertaining  to  the  settlements  but  the  hospital 
refused.  A trial  court  granted  summary  judgment  in 
favor  of  the  newspaper,  and  the  hospital  appealed. 

Affirming  the  decision,  the  appellate  court  said  that 


the  hospital  was  part  of  an  incorporated  county  hospital 
system  and  hence  was  a public  body.  Since  the  hospital 
was  a public  body  it  was  required  by  law  to  record 
settlement  terms  considered  at  executive  sessions. 
Documents  connected  with  settlement  terms  were 
public  records,  as  were  expense  account  records  sub- 
mitted by  officers  and  directors  carrying  out  their 
lawful  duties,  the  court  said. 

The  newspaper  was  entitled  to  review  and  copy  the 
settlement  documents  and  the  expense  account  records, 
the  court  concluded. — News  and  Observer  Publishing 
Company  v.  Wake  Countv  Hospital  System,  Inc.,  284 
S.E.  2d  542  (N.  C.  Ct.  of  App.,  Dec.  1,  1981) 


Court  to  Inspect  Records  Requested 
By  Patient  In  Suit  Against  Hospital 

Documents  related  to  surveys  conducted  by  the 
Joint  Commission  on  Accreditation  of  Hospitals  and 
hospital  infection  control  committee  documents  were 
privileged  only  if  they  had  been  supplied  to  a utilization 
review  committee  for  purposes  of  compliance  with 
federal  or  state  law,  the  Colorado  Supreme  Court 
ruled. 

A patient  brought  an  action  against  a hospital  and 
physicians  for  injuries  sustained  as  a result  of  a spinal 
operation.  The  patient  moved  to  compel  discovery  of 
the  desired  documents,  but  the  hospital  objected  on  the 
grounds  that  the  information  sought  was  confidential. 
The  trial  court  denied  the  patient’s  motion. 

The  patient  brought  a proceeding  in  the  Supreme 
Court,  contending  that  the  trial  court’s  ruling  consti- 
tuted a gross  abuse  of  discretion  and  significantly 
disadvantaged  her  in  her  preparation  for  trial.  The 
Supreme  Court  concluded  that  denial  of  the  patient’s 
motion  was  an  abuse  of  discretion  that  could  not  be 
adequately  remedied  on  appeal. 

The  court  found  that  the  trial  court  must  determine 
whether  the  JCAH  or  the  hospital  infection  control 
committee  performed  a utilization  review  committee 
function.  If  so,  the  court  must  determine  whether  any 
part  of  the  documents  consisted  of  information  made 
available  to  a hospital  utilization  review  committee  as 
required  by  state  or  federal  law.  Additionally,  the  court 
held  that  the  trial  court  must  require  the  hospital  to 
furnish  the  requested  material  for  inspection  by  the 
court,  which  must  also  determine  whether  production 
of  any  or  all  of  it  would  impinge  upon  the  physician- 
patient  privilege.  To  facilitate  appellate  review,  the 
trial  court  was  to  seal  and  preserve  copies  of  the 
material  held  not  discoverable. — Sherman  v.  District 
Court  In  and  For  the  City  and  County  of  Denver,  637 
P.2d  378  (Colo.  Sup.Ct.,  Nov.  30,  1981) 
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The  President’s  Page 

How  Long,  Oh,  How  Long! 


How  long  will  we  turn  our  backs  on  a senous  public  health 
problem;  i.e.  driving  under  the  influence  of  alcohol  or  drugs? 
The  carnage  which  is  repeatedly  reported  in  the  media  espe- 
cially after  National  holidays  seems  to  have  had  a numbing 
effect  and  people  just  don't  realize  the  enormity  of  the 
problem. 

The  five  year  Viet  Nam  war  resulted  in  the  death  of  50,000 
young  Americans.  The  public’s  revulsion  against  such 
senseless  loss  gave  rise  to  numerous  riotous  demonstrations 
and  forced  President  Johnson  into  retirement.  On  the  other 
hand  we  accept  25,000  deaths  every  year  which  are  a result  of  driving  while  intoxicated. 
Through  increasingly  expensive  premium  payments  all  of  us  must  bear  the  enormous 
hospital  and  rehabilitation  costs  for  1.5  million  who  are  fortunate  enough  to  be  merely 
maimed.  Of  course,  legal  and  court  costs,  property  damage,  and  loss  of  wages  also 
contribute  to  the  annual  bill  which  is  estimated  to  be  over  $24  billion.  Most  of  those  killed  in 
alcohol  related  accidents  are  under  the  age  of  25. 

The  so  called  drinking  age  has  become  a serious  legal  problem  between  the  several  states. 
What  does  it  profit  one  state  to  raise  the  legal  drinking  age  to  2 1 when  the  young  people  can 
drive  to  a neighboring  state  and  buy  or  consume  all  the  liquor  they  want  ? These  same  people 
now  drive  home  late  at  night  with  appreciable  blood  alcohol  levels  supposedly  legally 
acquired.  In  the  northeast  where  interstate  distances  are  short  the  legal  drinking  age  must  be 
uniform  and  must  be  21.  The  ameliorating  effect  on  highway  mortality  where  the  legal 
drinking  age  has  been  raised  has  been  significant.  Furthermore,  conviction  of  driving  under 
the  influence  must  carry  a painful  penalty  — loss  of  license,  stiff  fines  and  mandatory  jail 
sentences.  There  must  be  no  plea  bargaining  because  a car  driven  by  a drunken  or  drugged 
operator  is  a deadly  weapon. 

Psychiatrists  now  admit  that  alcoholism  and  drug  abuse  is  a problem  beginning  in 
children  of  grammar  school  age.  It  is  not  too  early  to  teach  the  devastating  effects  of  alcohol 
or  drugs  on  driving  skills.  The  public’s  attitude  about  drinking  and  driving  must  be 
re-assessed.  The  ignorance  about  drinking  is  appalling.  Even  the  more  sophisticated 
drinkers  somehow  feel  that  consuming  a few  beers  or  wine  is  not  intoxicating.  The  public 
must  be  taught  that  how  much  food  is  consumed,  the  body  weight,  and  the  number  of  drinks 
taken  per  unit  of  time  all  influence  the  level  of  intoxication . A can  of  beer,  a glass  of  wine  or 
a 1 Vi  ounce  drink  of  86  proof  liquor  are  all  about  equally  intoxicating.  Before  the  legal  level 
of  intoxication  of  . 10  percent  blood-alcohol  is  reached,  driving  skills  may  be  impaired.  Our 
attitude  towards  the  relaxing,  pleasant  cocktail  hour  may  have  to  be  re-assessed.  Maybe 
someday  each  car  will  have  a device  which  tests  the  driver’s  reflexes  and  motor  response 
before  allowing  him  to  turn  on  the  ignition.  Until  that  day  comes  society  must  proclaim  in  a 
loud  voice  that  drunk  driving  just  is  not  acceptable  anymore  and  that  it  is  a serious 
transgression  that  must  be  punished  severely.  We  as  doctors  must  play  a leading  role  in 
combatting  this  senseless  loss  of  life.  We  must  lead  society’s  indignation  against  carnage  on 
our  highways. 


Gioacchino  S.  Parrella,  M.D. 

President 
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AYR  INSURANCE  AGENCY,  INC. 

J.  LAUREN  AYR  ALISON  AYR 

“Growing  Bigger  by  Serving  Better” 

Group  Accident  and  Sickness  Insurance 
Group  Major  Medical  Insurance 
Group  Excess  Major  Medical  Insurance 
Group  Overhead  Expense  Insurance 

SPONSORED  BY 

THE  CONNECTICUT  STATE  MEDICAL  SOCIETY 

160  St.  Ronan  Street.  New  Haven.  Connecticut  0651  1 
TELEPHONE  787-5947 


ELMCREST 


A COMPREHENSIVE 

MENTAL  HEALTH  TREATMENT  CENTER 

FOR  ADULTS  AND  ADOLESCENTS 


ELMCREST  PSYCHIATRIC  INSTITUTE  is  a 

105-bed  private  mental  health  treatment 
center  offering  a comprehensive  program  of 
diagnostic,  consultative,  treatment,  rehabili- 
tative. and  educational  services  for  adults  and 
adoiescents.  Psychological  and  emotional 
disorders  are  treated  within  the  context  of  a 
therapeutic  community. 

FOR  FURTHER  INFORMATION  CONTACT: 

Gordon  R.  Beem,  M.P.H. 

Administrator 

Lane  Ameen,  M.D.,  F.A.P.A 
Medical  Director 


Elmcrest  accepts  Blue  Cross,  CHAMPUS, 
Medicare,  and  other  insurance  coverage. 


THE  TREATMENT  PROGRAM  INCLUDES: 

D DIAGNOSTIC  SERVICES  AND  PSYCHOPHARMACOTHERAPY 

□ CRISIS  INTERVENTION  AND  EMERGENCY  SERVICES 

□ INDIVIDUAL,  GROUP,  AND  FAMILY  PSYCHOTHERAPY 

□ ADOLESCENT/SCHOOL  PSYCHO  EDUCATIONAL  PROGRAM 

□ DRUG.  ALCOHOL.  AND  VOCATIONAL  REHABILITATION 

□ CREATIVE  THERAPIES  SERVICE  (Art,  Recreation,  Occupa- 
tional. Dance/Movement,  Horticulture) 

□ GERIATRIC  GUIDANCE  CENTER 

□ DAY  HOSPITAL 

ELMCREST  PSYCHIATRIC  INSTITUTE 

25  Marlborough  Street 
PORTLAND,  CONNECTICUT  06480 
Telephone  (203)  342-0480 
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Reflections  from  the  Dean’s  Office 

What  Is  Medicine  All  About? 


ROBERT  U.  MASSEY,  M.D. 


Medical  education  and  medical  costs  are  not  unre- 
lated matters.  First,  medical  education  is  costly,  and 
we  need  to  be  sure  that  full  value  is  being  given;  second, 
the  cost  of  medical  care  has  a lot  to  do  with  what 
physicians  believe  is  important.  Medical  care,  for  the 
most  part,  is  just  what  the  doctor  orders,  and  every 
physician’s  order  represents  a judgment  based  upon 
clinical  knowledge  and  an  idea,  well  or  ill-defined,  of 
what  things  matter.  It  comes  down  finally  to  a philoso- 
phy of  medicine,  what  educators  weakly  call  “values 
and  attitudes.” 

We  have  always  known  something  like  this,  and 
including  humanistic  studies  in  the  medical  curriculum 
is  an  expression  of  the  rising  fear  that  we  are  about  to 
lose  out  to  the  forces  of  materialism. 

One  sign  of  advancing  years,  I suppose,  is  to  escape 
to  the  library  stacks  and  poke  around  in  old  journals, 
looking  for  articles  that  seemed  important  30  or  40 
years  ago.  One  such  article  was  Maurice  Strauss’s 
“Acute  Renal  Insufficiency  due  to  Lower  Nephron 
Nephrosis.” ' In  that  same  volume  of  The  New  England 
Journal  was  an  editorial  (which  I had  not  remembered) 
on  this  matter  of  a philosophy  of  medicine: 

“The  beginning  student  of  medicine,  sometimes 
clearly  called,  sometimes  vaguely  but  no  less 
strongly  drawn,  to  this  way  of  life,  asks  the  question, 
‘What  is  medicine  all  about?’  The  reply  by  contem- 
porary medical  education  is  not  satisfying.  It  shows 
him  great  accomplishments  of  science  in  the  past, 
active  progress  in  the  present  and  promise  of  greater 
things  to  come.  But  what  answer  does  he  receive,  if 
he  goes  on  to  say,  ‘I  want  a philosophy  of  medi- 
cine?’ Perhaps  a cynical  smile  and  a shrug  of  the 
shoulders  and  the  words,  ‘It  is  enough  for  you  to  be 
a scientist;  science  is  to  be  your  life.’  If  he  is  offered 
more  it  is  likely  to  be  a materialistic  philosophy.” 2 

The  writer  advocated  the  study  of  the  lives  of  great 
medical  humanists,  such  as  Browne,  Osier,  and  Cushing. 
“ ‘There  were  giants  in  the  earth  in  those  days.’ 
Their  culture  was  broader  and  their  roots  deeper, 
and  part  of  their  secret  we  know:  they  contemplated 
greatness.” 3 

Our  century  has  grown  cynical  as  it  has  grown  old; 

ROBERT  U.  MASSEY,  M.D.,  Professor  and  Dean,  School  of 
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“ Lives  of  great  men”  no  longer  inspire  as  they  once  did: 
we  believe  we  know  enough  about  the  roots  of  behavior 
to  explain  greatness  away,  even  to  deny  that  the  word 
has  meaning. 

But  the  study  of  metaphysics,  or  literary  criticism,  or 
systematic  ethics  won’t  do;  those  things  are  mostly  for 
the  specialist  “In  the  narrower  view  of  the  practicing 
physician,  speculative  philosophy  is  often  too  recondite 
for  him  to  be  at  home  in  it — ,”4 

A four  week  course  in  medical  ethics  will  not 
produce  ethical  men  and  women,  nor  will  a semester  of 
biochemistry  produce  scientists.  Science  in  medicine 
and  philosophy  in  medicine  are  integral  to  medical 
education,  but  only  if  we  acknowledge  that  both 
science  and  philosophy  are  imbedded  in  all  clinical 
work.  Philosophy,  says  Alfred  North  Whitehead,  asks 
the  simple  question,  “What  is  it  all  about?”5 

In  an  age  of  relativism,  none  of  this  is  easy.  There  are 
those  who  challenge  both  science  and  traditional 
Western  values,  and  claim  that  medicine  has  little  to  do 
with  either.  Students  are  much  too  busy  learning 
medicine  to  worry  about  the  changing  fashions  of 
modern  philosophers,  or  those  who  write  about  philos- 
ophy, just  as  they  can  devote  little  time  to  worrying 
about  third  party  reimbursement  and  diagnostically 
related  groups.  They  do  know  that  their  clinical  deci- 
sions will  have  something  to  do  with  how  well  they 
understand  human  biology  and  human  behavior, 
pathophysiology,  ethics,  economics,  and  even  the  law. 
It  is  our  task  as  their  teachers  to  help  them  learn  to  sort 
all  of  that  out  with  reason  and  with  confidence.  They 
know  that  physicians  should  be  good,  bright,  and 
skillful,  and  that  only  if  they  are,  will  the  costs  turn  out 
to  be  fair.  Clinical  problems  have  many  dimensions; 
solving  them  well  takes  time  and  practice,  but  then  so 
does  solving  them  badly.  The  difference  has  to  do  with 
what  medicine  is  all  about 
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EDITORIALS 

Antitrust-Health  Care’s  New  Frontier 

Anyone  associated  with  the  world  of  hospitals  and 
physicians  during  the  past  few  years  should  know  by 
now  that  antitrust  laws  have  become  a permanent  part 
of  the  healthcare  landscape.  Recent  decisions  of  the 
Supreme  Court  of  the  United  States  bear  this  out.  This 
trend  is  likely  to  continue. 

Antitrust  scrutiny  has  been  applied  to  numerous 
aspects  of  a hospital’s  operations.  The  medical  staff 
credentialling  process,  for  example,  has  been  a com- 
mon target  of  antitrust  complaints  by  rejected  applicants, 
physicians  and  non-physicians  alike  for  appointment  or 
reappointment.  Exclusive  contractual  arrangements 
between  physicians’  groups  and  hospitals  also  generate 
antitrust  litigation.  Actually,  very  few  policy  decisions 
which  a hospital  must  make  are  without  potential  anti- 
trust problems  of  one  kind  or  another. 

This  is  not  to  say  that  hospitals  are  helpless  against 
antitrust  lawsuits.  In  fact,  there  are  many  strategies 
which  hospitals  can  use  to  greatly  minimize  their  antitrust 
liability. 

Healthcare  institutions  may  not  be  able  to  control 
who  sues  them  but  they  can  do  a lot  to  make  sure  those 
suits  don’t  succeed.  The  most  important  actions  a hos- 
pital can  take  to  defeat  an  antitrust  claim  occur  before 
the  lawsuit  has  been  filed.  This  involves  proper  de- 
cision— making  informed  by  a basic  understanding  of 
the  antitrust  laws  and  how  they  apply  to  the  health- 
care field. 

John  Horty,LL.B. 

Pittsburgh  PA. 

EDITOR’S  NOTE:  See  special  article  "Basic  Antitrust  Law"  in 
this  issue  of  Connecticut  Medicine  on  page  87. 


Editorials  are  expressions  of  personal  opinion  and  do  not 
necessarily  reflect  the  policies  of  CSMS. 


CSMS  Launches  Program  for 
Impaired  M.D.’s 

The  Connecticut  State  Medical  Society  has  initiated 
a program  to  discover  and  contact  and  come  to  the  aid 
of  physicians  who  may  be  in  danger  of  impairment  by 
alcoholism,  drug  addiction,  or  mental  illness.  The  key 
to  the  program  is  a special  CSMS  hotline  number,  865- 
6822,  for  the  use  of  physicians  themselves,  their 
colleagues,  or  their  families,  in  seeking  caring,  compas- 
sionate, and  totally  confidential  professional  assistance. 
Such  programs  in  other  states  have  achieved  remark- 
able success  rates  in  preventing  or  rehabilitating  such 
impairment.  Physicians  in  general  have  been  late  in 
addressing  these  problems  among  their  colleagues, 
with  Connecticut  no  exception.  The  oldest  organized 
programs  go  back  only  a decade  or  so. 

Physicians  Not  Immune 

National  studies  indicate  that  the  rate  of  alcoholism 
among  physicians  is  about  the  same  as  that  for  the 
general  population.  The  rate  of  drug  addiction  for 
physicians  exceeds  that  of  the  general  population, 
perhaps  because  of  the  easier  accessibility  of  con- 
trolled substances  to  doctors.  However,  given  the  much 
lower  incidence  of  drug  abuse,  some  90%  of  problems 
among  physicians  involve  alcohol,  and  this  is  expected 
to  be  the  initial  focus  of  the  program. 

It  has  been  found  that  the  most  effective  way  to  carry 
out  such  a program  of  discovery,  intervention,  and 
rehabilitation  is  through  the  participation  of  recovered 
and  recovering  physicians.  One  of  the  reasons  for  a 
considerable  delay  in  initiating  the  CSMS  program  was 
the  difficulty  encountered  in  identifying  and  recruiting 
such  individuals.  However,  the  new  chairman  of  the 
Society’s  Committee  on  Drug  Abuse  Education.  Dr. 
Duncan  MacMaster  of  Southbury,  has  succeeded  in 
gathering  a confidential  “Caring  Committee”  of  re- 
covered physicians,  and  it  is  they  who  will  assist  in 
carrying  out  the  intervention  and  referral  aspects  of  our 
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CSMS  program,  because  of  their  unique  sensitivity  and 
credibility. 

CSMS  Hotline  Triggers  Action 

Discovery  will  take  place  through  the  use  of  a CSMS 
hotline  reserved  for  this  purpose  alone  (865-6822). 
Outside  of  office  hours,  the  line  will  be  serviced  by  an 
answering  device  monitored  daily,  so  that  “calls  for 
help”  will  not  be  lost,  no  matter  when  they  are  uttered. 
Physicians,  their  colleagues,  associates,  and  families 
can  use  the  hotline,  and  in  utmost  confidence,  be  put  in 
touch  with  an  involved  physician  who  can  assign 
members  of  the  Caring  Committee  to  evaluate  the 
referral  and  to  conduct  preliminary  information  gather- 
ing. If  indicated,  an  intervention  will  then  be  planned 
with  the  object  of  confirming  the  physician’s  condition, 
and  of  arranging  a treatment  program,  and  getting  him 
or  her  into  it.  The  Caring  Committee  members  will  also 
monitor  and  follow  up  on  treatment  and  recovery,  with 
the  goal  of  bringing  the  physician  to  a renewed  ability  to 
function  professionally  and  personally. 

Confidentiality 

The  Connecticut  State  Medical  Society  program  is 
designed  for  an  approach  characterized  by  compas- 
sionate and  collegial  concern  for  the  potential  victims 
of  a subtle,  and  all  too  frequently  fatal  disease  entity. 
CSMS  will  observe  professional  confidentiality 
throughout,  not  only  for  those  who  utilize  the  hotline, 
and  for  the  impaired  physicians  themselves,  but  also  for 
the  recovered  physicians  who  will  be  carrying  out  the 
work  of  intervention  and  followup.  Non-identifying 
progress  reports  will  be  made  periodically  to  the  CSMS 
Council,  and  links  will  exist  to  the  Board  of  Medical 
Examiners,  if  the  need  arises. 

Council  Support 

The  CSMS  Council  has  approved  funding  for  the 
implementation  phase  of  the  program,  to  provide  for 
the  hotline,  brochure  printing.  Caring  Committee 
orientation,  and  film  presentation.  If,  through  these 
efforts,  just  one  physician  and  his  or  her  family  can  be 
saved  from  the  denial,  suffering,  and  devastation  that 
comes  with  the  territory  of  alcoholism  and  drug  addic- 
tion, the  time  and  money  spent  will  be  richly  rewarded 
to  the  benefit  of  all  concerned,  including  the  patients  of 
our  state. 

Other  Programs 

A few  county  and  city  medical  societies  in  our  state 
already  have  an  impaired  physician  program  in  progress 
or  in  planning.  CSMS  Hotline  callers  from  these  areas 
will  be  informed  of  their  option  to  contact  local 
programs  already  in  place.  As  the  statewide  CSMS 
program  develops  awareness  and  skills  in  this  area  of 
concern,  it  is  hoped  that  other  county  associations  and 
hospital  staffs  will  become  encouraged  to  mount  their 
own  initiatives  to  address  the  problem  locally  and  in  its 
earlier  stages.  Meanwhile,  the  new  CSMS  program 


will  provide  an  immediate  physician-to-physician  re- 
source for  all  those  whose  concern  for  an  endangered 
doctor  extends  to  prompt,  constructive,  compassionate, 
and  confidential  action. 

Underlying  Principles 

Drawing  upon  its  recent  interaction  with  involved 
physicians  from  other  states,  the  Committee  has  enun- 
ciated the  following  basic  principles  underlying  this 
work  with  colleagues  in  danger  of  impairment:  Physi- 
cians have  a "right”  to  get  sick  and  to  be  patients. 
Physicians  have  a right  to  be  treated  compassionately 
and  to  get  well.  Physicians  have  a right  to  privacy  in 
this  process. 

Robert  J.  Brunell 

CSMS  Assistant  Executive  Director 


Physicians’  Charges 

The  current  economic  climate,  as  well  as  recent 
inquiries  to  the  Society,  occasion  the  following  restate- 
ment of  established  CSMS  policy  concerning  physi- 
cians’ charges  to  the  elderly,  and  to  other  patients  as 
well. 

“The  Society  urges  its  physician  members  to  seek  to 
determine  each  Medicare  beneficiary’s  ability  to  pay 
usual,  customary,  and  reasonable  charges  without 
suffering  financial  hardship,  and  to  consider  accepting 
Medicare  B benefits  by  assignment  if  such  hardship 
appears  probable.  This  recommendation  is  in  keeping 
with  Medicine’s  longstanding  premise  that  a full  and 
frank  discussion  of  charges  is  essential  to  good  patient- 
physician  relationships.” 

“The  Society  acknowledges  and  promulgates  the 
concept  that  acceptance  of  Medicare  assignment  is  a 
service  that  a physician  may  offer  voluntarily  to  his 
elderly  patients  of  modest  means,  and  that  this  is  well  in 
keeping  with  the  time-honored  principle  of  medical 
ethics  that  the  physician’s  fee  ‘be  commensurate  with 
the  services  rendered  and  the  patient’s  ability  to  pay.’ 
Since  such  patients  may  often  be  reluctant  to  request 
special  consideration,  out  of  pride  or  fear  of  rebuff,  the 
physician’s  discreet  sensitivity  to  these  situations  is  of 
great  importance. 

“The  Society  reaffirms  its  longstanding  policy  that 
physicians’  charges  to  all  patients  should  be  ‘reason- 
able’ in  relation  to  the  levels  of ‘usual  and  customary’ 
charges  currently  prevailing  in  their  community  area  of 
practice.” 

— CSMS  Council,  August  1977 
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AMA  News  from  the  Executive  Vice  President’s  Office 


AMERICAN  MEDICAL  ASSOCIATION 


THE  AMA  WILL  CONTINUE  TO  SEEK  LEGIS- 
LATION clarifying  that  the  Federal  Trade  Com- 
mission does  not  have  jurisdiction  over  the  learned 
professions,  said  AMA  Executive  Vice  President 
James  H.  Sammons,  MD.  Dr.  Sammons  added  that 
the  Association  “looks  forward  to  a victory  in  the 
next  Congress.” 

“If  the  FTC  prevails  in  its  fight  to  gain 
jurisdiction  over  the  professions,  the  public 
will  suffer  because  medical  societies  will  no 
longer  be  able  to  carry  out  their  patient  advo- 
cacy activities,”  he  said. 

The  AMA  and  its  allies  suffered  a setback  Decem- 
ber 15  when  the  Senate  Appropriations  Committee 
voted  15-14  to  support  an  amendment  introduced  by 
Sen.  Warren  Rudman  (R,  NH).  The  amendment, 
which  was  attached  to  a catchall  resolution  to 
continue  the  funding  for  government  agencies,  would 
have  given  the  FTC  unbridled  authority  to  regulate 
the  medical  profession.  “The  Rudman  amendment, 
touted  as  a ‘ compromise,’  seeks  to  do  the  impossible: 
separate  the  business  and  licensing  aspects  of  health 
care  from  the  issue  of  quality,”  said  Joseph  F. 
Boyle,  MD,  chairman  of  the  AMA  Board  of  Trustees. 
On  the  Senate  floor.  Sen.  James  McClure  ( R, 
Idaho)  offered  a counterproposal  to  impose  a 
90-day  moratorium  on  the  use  of  any  federal 
funds  to  oversee  the  professions.  Describing 
the  Rudman  amendment  as  “a  jobs  bill  for  the 
FTC,”  Sen.  McClure  said  that  the  agency 
would  lost  10%  of  its  current  workload  if  it 
were  driven  out  of  medical  investigations.  In  a 
procedural  vote  the  Senate,  however,  decided 
59-37  to  table  the  McClure  amendment 
On  December  20,  Senate  conferees  voted  10-7  to 
keep  the  Rudman  amendment  in  the  continuing 
resolution,  but  the  House  conferees  voted  15-1 
against  the  proposal  to  expand  the  FTC’s  role.  The 
combined  22-11  vote  in  the  joint  House/Senate 
conference  committee  struck  the  language  from  the 
bill.  “Congress  acted  wisely  by  striking  language 
from  the  continuing  resolution  that  would  have,  for 
the  first  time,  given  the  FTC  the  power  to  regulate 
America’s  learned  professions,  which  have  tradi- 
tionally been  regulated  by  the  states,”  Dr.  Sammons 
said.  “By  rejecting  the  language  proposed  by  Sen. 
Rudman,  the  House  of  Representatives  clearly 
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refused  to  acknowledge  the  FTC’s  claims  to  oversee 
this  nation’s  professionals  or  their  organizations.” 
The  delaying  tactics  of  Sen.  Rudman,  Sen.  Howard 
M.  Metzenbaum  (D,  Ohio),  and  others  "have 
prevented  the  Senate  from  voting  on  the  merits  of 
this  very  important  issue,”  Dr.  Sammons  said. 
Congressional  authorization  to  continue  fund- 
ing the  FTC  is  scheduled  to  run  through 
September  30,  1983. 


REVISIONS  OF  THE  “ACCREDITATION  MAN- 
UAL FOR  HOSPITALS”  were  supported  by  the 
AMA’s  seven  representatives  to  the  Joint  Commis- 
sion on  Accreditation  of  Hospitals.  The  proposed 
revisions  of  the  16-page  medical  staff  section  would 
limit  the  organization’s  legal  exposure  to  antitrust 
suits.  Plaintiffs  in  three  such  lawsuits  have  accused 
the  JCAH  of  restricting  staff  membership  and 
privileges  of  licensed  non-physicians.  The  language 
changes  are  consistent  with  positions  adopted  by  the 
AMA  House  of  Delegates  at  the  1977  and  1982 
interim  meetings. 

“Although  the  new  standard  may  be  interpreted 
as  lessening  the  quality  (of)  American  hospi- 
tals, it  really  is  aimed  at  increasing  the  ability 
of  local  medical  staffs  and  governing  boards  to 
make  a proper  determination  of  specific  clini- 
cal privileges,”  said  AMA  President  William 
Y.  Rial,  MD,  the  Association’s  corporate 
commissioner  to  the  JCAH.  "This  should 
assure  that  all  those  who  have  the  legal  right  to 
practice  independently  are  supervised  when 
necessary  and  that  their  privileges  do  not 
exceed  their  demonstrated  competence,  skill, 
and  training.” 


PHYSICIANS’  PUBLIC  IMAGE  REMAINS  EX- 
CELLENT in  some  areas,  according  to  a public 
opinion  survey  conducted  by  an  independent  re- 
search firm  for  the  American  Medical  Association. 
In  1 ,504  telephone  interviews  with  randomly  selected 
respondents,  the  majority  said  that  physicians  are 
accessible  in  an  emergency  (81%),  explain  things 
well  to  their  patients  (55%),  take  a genuine  interest 
in  their  patients  (68%),  are  up-to-date  on  the  latest 
advances  in  medicine  (71%),  and  genuinely  are 
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dedicated  to  helping  people  (80%).  Some  65% 
disagreed  with  a statement  that  physicians  act  as  if 
they  are  better  than  other  people. 

The  image  was  tarnished,  however,  in  other 
areas.  People  are  beginning  to  lose  faith  in 
physicians,  said  62%  of  the  respondents.  They 
agreed  with  statements  that  physicians  are  too 
interested  in  making  money  (60%),  and  dis- 
agreed with  statements  that  physicians'  fees 
usually  are  reasonable  (57%  disagreed),  and 
that  physicians  spend  enough  time  with  their 
patients  (52%  disagreed). 


A NEW  NATIONAL  DISCIPLINARY  INFOR- 
MATION SYSTEM  was  launched  by  the  Council 
of  State  Governments.  Some  25  states  already  have 
expressed  an  interest  in  joining  the  system,  which 
will  monitor  actions  against  physicians,  nurses,  and 
other  licensed  professionals.  The  council  scheduled 
a mailing  in  January  to  promote  the  plan  to  state 
disciplinary  boards  and  is  aiming  to  publish  its  first 
list  of  actions  in  April. 

Both  the  Federation  of  State  Medical  Boards 
and  the  National  Council  of  State  Boards  of 
Nursing  have  charged  that  NDIS  duplicates 
information-sharing  systems  that  have  been  in 
place  for  many  years.  FSMB  head  Harold 
Jervey,  MD,  said  that  the  new  system  would 
inundate  state  medical  boards  with  irrelevant 
information  about  non-MDs.  Speaking  for  the 
nursing  council,  Ray  Showalter  said,  “there  is 
no  reason  ...  to  do  a new  system.” 

Fran  Berry,  an  official  of  the  Council  of  State 
Governments,  countered  that  a new  system  is 
necessary  because  some  individuals  hold  more  than 
one  type  of  license.  A physician-pharmacist,  for 
example,  who  had  been  disciplined  for  medical  mis- 
conduct in  one  state,  could  commit  similar  offenses 
elsewhere  using  his  pharmacy  license.  Ms.  Berry 
said  that  NDIS  reports  will  go  only  to  licensing  or 
disciplinary  organizations.  The  system  probably 
will  handle  2,000-3,000  medical  and  non-medical 
disciplinary  actions  annually. 


MEDICAL  PRACTICE  IS  CONSTANTLY 
EVOLVING  toward  a more  complicated  and  so- 
phisticated endeavor,  according  to  data  released  by 
the  Socioeconomic  Monitoring  System  (SMS)  of 
the  AMA.  In  a survey  of  1,268  non-federal  patient 
care  physicians,  the  SMS  found  that  37%  of  physi- 
cians adopted  new  procedures  during  a 12-month 
period. 


Medical  innovations  are  more  likely  to  be 
adopted,  at  least  initially,  by  physicians  work- 
ing in  more  technologically-oriented  areas,  the 
SMS  reported.  With  the  exception  of  obstet- 
rics-gynecology, physicians  in  the  specialty 
groups  were  more  likely  to  adopt  new  proce- 
dures than  were  general  and  family  practi- 
tioners. 

During  the  same  12-month  period,  14%  of  the 
physicians  dropped  procedures  that  they  had  been 
providing,  the  SMS  reported.  Of  these  physicians, 
77%  said  that  at  least  one  of  the  dropped  procedures 
was  replaced  by  a new  procedure.  The  difference 
between  the  percentage  of  physicians  who  adopted 
new  procedures  and  the  percentage  of  physicians 
who  dropped  old  procedures  implies  that  the  array 
of  services  being  offered  is  increasing. 

Physicians  do  not  adopt  every  new  procedure 
that  might  be  relevant  to  their  practices.  Fifty- 
five  percent  of  physicians  in  the  survey  indi- 
cated that  they  had  learned  about  some  rele- 
vant new  diagnostic  or  therapeutic  procedure 
during  the  past  year  that  they  had  chosen  not  to 
adopt  because  the  equipment  was  unavailable, 
too  expensive,  or  already  installed  at  a hospital 
or  other  medical  facility  in  the  area,  or  because 
the  cost  of  the  new  procedure  would  exceed 
the  benefit  to  patients.  Among  specialty 
groups,  the  response  ranged  from  33%  of 
general  and  family  practitioners  learning  about 
a new  procedure  that  they  chose  not  to  adopt, 
to  72%  for  radiologists. 


THE  AMA  WILL  URGE  CONGRESS  AND  THE 
SECRETARY  of  Health  and  Human  Services  to 
“take  an  extremely  cautious  approach”  to  the 
diagnostic  related  groups  (DRG)  method  of  pro- 
spective hospital  reimbursement.  In  a resolution 
adopted  by  the  House,  the  delegates  also  called  on 
HHS  to  broaden  its  experimental  reimbursement 
formula  beyond  the  DRG  concept,  to  implement  the 
DRG  concept  on  an  experimental  basis  only,  and  to 
restrict  implementation  to  selected  areas  before 
imposing  DRG  on  the  nation's  health  care  system. 
The  House  also  asked  for  a study  of  the  DRG 
method  by  an  appropriate  AMA  council  and  a 
report  at  the  1983  Annual  Meeting. 

DRGs  offer  average  time  parameters,  among 
other  things,  for  hospital  stays.  Hospitals  are 
reimbursed  upon  those  averages  rather  than 
upon  actual  lengths  of  stay.  HHS  has  indicated 
that  it  may  want  to  implement  DRGs  nation- 
ally for  the  Medicare  program. 
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FROM  THE  EXECUTIVE  DIRECTOR’S  OFFICE 

160  St.  Ronan  Street,  New  Haven,  Conn.  0651!  Telephone  8654)587 

Timothy  B Norbeck.  Executive  Director 
Josephine  P Lindquist,  Associate  Executive  Director 

Francis  G.  Sweeney  Robert  J Brunei!  Richard  J Fiorentino 

Assistant  Executive  Director  Assistant  Executive  Director  Coordinator 

Public  Affairs  Scientific  Activities  Special  Services 


Council  Meeting 

Wednesday,  December  15,  1982 
160  St.  Ronan  Street 

Attendance 

Present  were:  Drs.  Parrella,  Doctor,  Whalen,  Jr., 
Zlotsky,  Mendillo,  Sadowski,  Hecklau,  Canzonetti, 
Hess,  Friedberg,  Van  Syckle,  Abbot,  Petrie,  Orphanos, 
Kaess,  Concannon,  Eslami,  Barrett,  Villa,  Ragusa,  Sulli- 
van, Jr.,  Ahrens,  Beck,  Sweet,  McDonnell,  Czarsty, 
Bobruff,  Waldron  and  Fabro. 

Also  present:  Mr.  Norbeck,  Mrs.  Lindquist,  Mr. 
Brunell,  Mr.  Fiorentino,  Mr.  Sweeney,  Mr.  Tomat 
(FCMA)  and  Mrs.  Sandler  (President,  Auxiliary). 

Absent  were:  Drs.  Rubinow,  Hayes,  Reyelt,  Jr.  and 
Sharon. 

Reports  from  Physicians  Serving  on  State 
and  Federal  Agencies 

Dr.  Hess  reported  that  the  Board  of  Directors  of  the 
South  Central  Connecticut  Health  Systems  Agency,  in 
Woodbridge,  voted  to  begin  close-out  activities  with  final 
termination  slated  for  March  31,  1983.  These  actions 
came  as  a result  of  limited  funding  by  the  federal  govern- 
ment for  HSAs.  He  also  referred  members  to  the  staff 
report  which  accompanied  the  Council’s  agenda. 

Dr.  Mendillo  updated  the  Council  on  the  activities  of 
PSRO  II  and  drew  attention  to  the  fact  that  the  agency’s 
leadership  and  staff  had  met  with  the  Society’s  PRO 
Steering  Committee  and  Dr.  Freedman  of  the  Statewide 
Medical  Planning  Committee  concerning  the  PRO  plan. 
He  indicated  that  much  cooperative  work  remains  to  be 
accomplished  in  the  implementation  of  the  PRO  plan. 

Dr.  Eslami  reviewed  the  efforts  of  the  Ambulatory 
Care  Task  Force  of  the  Statewide  Health  Coordinating 
Council.  He  also  provided  comments  on  the  importance 
of  prospective  payment  schemes  currently  being  formu- 
lated by  the  feds  and  insurers. 

Mr.  Fiorentino  summarized  his  state  and  federal  report, 
and  also  commented  on  his  report  on  the  5th  Annual 
Health  Planning  and  the  Law  Conference  held  in 
Washington,  D.C.,  in  early  December. 

Mr.  Fiorentino  noted  that  the  prospective  payment  sys- 
tems envisioned  by  HFCA  would  be  based  on  the  DRG 
system  and  that  the  New  Jersey  system  may  be  utilized  as 
the  national  model.  He  urged  Council  members  to  be- 


come familiar  with  these  approaches  and  detailed  many  of 
the  criticisms  of  that  particular  system. 

Report  of  the  President 

President  Gioacchino  S.  Parrella,  M.D.,  reported  on 
his  most  recent  activities  on  behalf  of  the  Society.  In  late 
November,  Dr.  Parrella  was  the  guest  of  Dean  Massey 
and  Vice  President  James  Mulvihill  of  the  UConn  School 
of  Medicine  in  Farmington.  Dean  Massey  related  that 
30%  of  the  medical  students  are  women  and  that  two- 
thirds  of  all  graduates  remain  in  Connecticut  to  practice 
medicine.  Dr.  Parrella  reminded  the  Council  that  its  April 
meeting  will  be  held  in  Farmington  and  hosted  by  Dean 
Massey.  The  President  also  reported  on  his  meeting  with 
AMA  officials  at  the  AMA  Convention  on  the  FTC  au- 
thorization bill  situation  and  a discussion  held  with  the 
orthopedic  section  about  tort  reform. 

Report  on  the  AMA  Convention 

Members  of  the  CSMS  AMA  Delegation  reported  on 
the  recent  Interim  Convention  of  the  AMA  held  in  Miami, 
Florida.  It  was  reported  to  the  Council  that  the  two  Con- 
necticut resolutions  on  nursing  education  and  prescription 
drugs  were  not  approved  by  the  AMA  House  of  Dele- 
gates. The  AMA  House  of  Delegates  voted  not  to  shorten 
its  Interim  meeting  and  did  not  accept  changes  in  its 
composition  but  did  approve  of  the  establishment  of  a 
Section  on  Hospital  Medical  Staffs.  A summary  of  ac- 
tions taken  was  distributed  by  the  Executive  Director. 

Committee  on  Third  Party  Payments 

Dr.  Donn  Barton,  Chairman,  joined  the  Council  to 
discuss  3 resolutions  submitted  by  the  committee.  Fol- 
lowing is  the  action  taken: 

Standardization  of  Insurance  Form  Procedure  Code  and 
Diagnostic  Code  by  all  Third  Party  Payors  in 
Connecticut. 

It  was  VOTED  to  authorize  the  Chairman  of  the  Coun- 
cil to  name  an  ad  hoc  committee  of  three  people  to 
approach  the  Insurance  Commissioner,  Health  Insurance 
Council  and  the  Business  Coalition  for  Health  Care  in  an 
effort  to  have  the  State  mandate  that  all  third  party  payors 
utilize  the  standard  diagnostic  codes  and  procedural 
codes. 

Third  Party  Payor  Reimbursement  for  an  Additional 
Procedure  Accompanying  Major  Surgery. 

It  was  VOTED  to  table  the  resolution  relating  to  the 
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above  subject. 

Equalization  of  Third  Party  Payor  Reimbursements  Be- 
tween the  Emergency  Room  and  the  Physician’s  Office. 

It  was  VOTED  that  the  CSMS  support  the  concept  of 
equal  reimbursement  for  services  rendered  regardless  of 
where  they  are  rendered  and  that  ad  hoc  committee 
appointed  by  the  Chairman  of  the  Council  be  authorized 
to  discuss  the  issue  with  the  Insurance  Commissioner,  the 
Health  Insurance  Council  and  the  Business  Coalition  for 
Health  Care. 

Association  of  Retired  Persons 

It  was  VOTED  to  accept  as  information  the  com- 
munication from  Louis  Lawrence,  State  Director  of 
AARP,  relating  to  Medicare  fees  for  senior  citizens. 

Health  Policy  Agenda  (HPA)  for  the  American  People 

The  names  of  Drs.  Stewart  J.  Petrie,  Lawrence  B. 
Ahrens  and  Frank  K.  Abbot  were  suggested  as  possible 
CSMS  representatives  to  the  AMA  HPA  Advisory  Com- 
mittee. Inasmuch  as  the  committee  will  not  meet  until  the 
summer  of  1983,  it  was  agreed  to  discuss  the  issue  again 
at  the  February  3,  1983,  Council  meeting. 

CSMS  Fourth  Delegate  to  AMA 

It  was  VOTED  to  inform  the  Nominating  Committee 
that  CSMS  is  entitled  to  a 4th  delegate  and  alternate  to  the 
AMA. 

Judicial  Committee 

It  was  VOTED  to  replace  Dr.  Richard  F.  Grant,  Crom- 
well, with  F.  Raymond  James,  M.D.,  Essex,  on  the 
subject  committee.  Dr.  Grant  had  passed  away  on 
October  25,  1982. 

Committee  on  Statewide  Medical  Planning 

Dr.  Jerome  K.  Freedman,  Chairman  of  subject  com- 
mittee, joined  the  Council  to  review  the  activities  of  the 
committee  since  the  last  Council  meeting.  The  Council 
VOTED  to  approve  the  two  recommendations  submitted 
by  the  committee,  which  are: 

“That  a statewide  medical  review  organization 
(PRO)  be  established  under  the  auspices  of  the 
CSMS.” 

“That  in  order  to  accomplish  this  end,  the  CSMS 
invite  the  cooperation  of  the  CHA.” 

Following  discussion  the  Council  VOTED  the  follow- 
ing actions: 

That  the  Council  authorize  the  Chairman  of  the  Council 
to  select  representatives  to  meet  with  interested  parties  to 
implement  the  concept  of  the  CSMS  PRO,  using  as  a 
guideline  the  document  submitted  to  the  Council  entitled 
“Proposed  Connecticut  Peer  Review  Organization.” 

To  express  to  the  Chairman  of  the  Committee  on 
Statewide  Medical  Planning  and  his  committee  the  appre- 
ciation of  the  Council  for  a job  well  done. 

That  the  previous  action  that  the  Committee  on 
Statewide  Medical  Planning  negotiate  a PRO  plan  with 
CHA  be  rescinded. 


Life  Members 

It  was  VOTED  to  accept  for  information  the  list  of  life 
members  which  are  attached  to  these  minutes. 

Miscellaneous 

Isadore  H.  Friedberg,  M.D.,  Chairman  of  the  CSMS 
Committee  on  Legislation,  pointed  out  that  his  committee 
would  be  meeting  later  that  evening  to  formulate  plans  for 
the  upcoming  session  of  the  Connecticut  State 
Legislature. 

Peer  Review  Organization  Task  Force 

It  was  VOTED  to  allocate  $1,000  in  support  of  the 
initial  activities  to  be  undertaken  by  the  Task  Force  of  the 
PRO. 


N.B.:  The  foregoing  is  a summary  of  the  proceedings 
and  actions  of  the  Council  on  December  15, 
1982.  Detailed  minutes  of  the  meetings  are  on 
file  at  160  St.  Ronan  Street,  New  Haven,  for 
perusal  by  any  interested  member  of  the  Society. 


IN  MEMORIAM 


BELLWIN,  ROBERT  O.,  New  York  Medical  Col- 
lege, 1974.  Dr.  Bellwin  was  a Obstetrician-Gynecolo- 
gist in  the  Fairfield  area  since  1 978.  He  was  a member 
of  the  Fairfield  County  Medical  Association  and  the 
Connecticut  State  Medical  Society.  Dr.  Bellwin  died 
November  7,  1982,  at  the  age  of  33. 

LUBCHANSKY,  JACOB,  New  York  University 
Medical  School,  1933.  Dr.  Lubchansky  was  a general 
practitioner  in  the  New  London  area  since  1933.  He 
served  as  a Captain  in  the  U.  S.  Army  from  1944  to 
1946  and  was  a member  of  the  New  London  County 
Medical  Association  and  the  Connecticut  State  Med- 
ical Society.  Dr.  Lubchansky  died  November  6,  1982, 
at  the  age  of  68. 

MAJOR,  JAMES  W.,  Vanderbilt  University,  1939. 
Dr.  Major  was  a general  and  thoracic  surgeon  in  the 
Windham  area  since  1942  until  his  retirement  in  1979. 
From  1942  to  1946  he  was  with  the  39th  General 
Hospital  known  as  The  Yale  Unit  in  the  U.S.  Army. 
From  1947  to  1948  he  was  resident  of  surgery  at  Yale- 
New  Haven  Hospital.  He  was  a member  of  the 
Windham  County  Medical  Association,  the  Connecti- 
cut State  Medical  Society  and  the  American  Medical 
Association.  Dr.  Major  died  in  Jalisco,  Mexico,  on 
November  6,  1982,  at  the  age  of  68. 
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NEW  MEMBERS 

HARTFORD  COUNTY 
Derrick  A.A.  Bailey,  Hartford 
Antoinetta  M.  Capriglione,  New  Britain 
Theresa  M.  Caputo,  Manchester 
Leonard  Cohen,  West  Hartford 
John  W.  Connolly,  Manchester 
Robert  B.  Daly,  Hartford 
Lois  Estok,  Plainville 
Thomas  A.  Feldman,  Hartford 
Peter  R.  Fletcher,  Farmington 
Richard  N.  Goldberg,  Kensington 
Fayyaz  H.  Hashmi,  Hartford 
Herbert  S.  Hoffman,  West  Hartford 
Steven  M.  Horowitz,  Hartford 
Steven  J.  Kastoff,  Hartford 
Rolf  W.  Knoll,  Hebron 
David  M.  Markowitz,  Bristol 
James  J.  Matino,  Hartford 
John  B.  Monaco,  Glastonbury 
Michael  I.  Packman,  Hartford 
Mark  Peterson,  Southington 
Jonathan  H.  Rosen,  Bristol 
Joseph  Rosenblatt,  New  Britain 
Akella  S.V.  Sarma,  New  Britain 
Richard  I.  Stone,  Bloomfield 
Marilynn  R.  Stuart,  West  Hartford 
Russell  J.  Tonkin,  Manchester 
Brian  VanLinda,  Simsbury 
Carlos  W.  Vildozola,  Manchester 

NEW  HAVEN  COUNTY 
Gary  Wayne  Androphy,  Ansonia 
Sandra  Lee  Carbonari,  Waterbury 
Jackie  J.  H.  Chuong,  Branford 
Ralph  John  DeVito,  New  Haven 
Robert  George  Dorr,  Branford 
Linda  Durhan,  North  Haven 
Dennis  Paul  Durante,  New  Haven 
Israel  Dvoretzky,  Derby 
John  Warren  Edelglass,  New  Haven 
Judith  Debra  Ferholt,  Orange 
William  Warner  Field,  New  Haven 
Frederick  J.  A.  Font,  Waterbury 
Douglas  William  Gibson,  Derby 
Arvind  Kumar  Gupta,  Milford 
Sabet  Wadih  Hashim,  New  Haven 
Richard  Holden,  Waterbury 
Gordon  Hutchinson,  New  Haven 
Scott  Douglas  Kantor,  Waterbury 
Kenneth  Michael  Kearns,  Worcester 
Charles  F.  McKhann,  New  Haven 
Thomas  McNamee,  New  Haven 
Denis  J.  Miller,  Branford 
Ernest  David  Moritz,  New  Haven 
Jane  Elizabeth  Rudolph,  Waterbury 
James  Karl  Sabshin,  New  Haven 
Daniel  Stephen  Schwartz,  Meriden 
Marc  David  Shapiro,  Meriden 
Joseph  Soufer,  Waterbury 
Sydney  Zane  Spiesel,  New  Haven 
Harold  E.  Trinkoff,  New  Haven 
Kenneth  Andrew  Ward,  Shelton 
Gregory  Gerhardt  Weltin,  New  Haven 
Norman  S.  Werdiger,  New  Haven 
Joseph  Chung-Liang  Wu,  New  Haven 
Philip  Arndt  Zetterstrand,  Ansonia 
Ronald  A.  Zlotoff,  Waterbury 

TOLLAND  COUNTY 
James  P.  Colangelo,  Rockville 
James  S.  Kort,  Rockville 
Harold  E.  Sandals,  Tolland 


WINDHAM  COUNTY 
Krishnan  Gopal,  Willimantic 


LIFE  MEMBERS 


Name 

Town 

Effective  Date 

Gert  Wallach 

Waterbury 

1/1/82 

Francis  E.  Korn 

Middletown 

1/1/82 

Gustav  W.  Anderson 

Hartford 

1/1/83 

Paul  H.  Barbour 

Farmington 

1/1/83 

John  F.  Beakey 

Hartford 

1/1/83 

John  T.  Beaty 

Cos  Cob 

1/1/83 

James  M.  Bunce 

West  Hartford 

1/1/83 

James  V.  Calio 

Hartford 

1/1/83 

John  E.  Cartland.  Jr. 

Hartford 

1/1/83 

Marion  M.  Castagno 

Hartford 

1/1/83 

Henry  R.  Corpin 

Norwalk 

1/1/83 

Anthony  F.  Delibero 

Trumbull 

1/1/83 

Gregory  K.  Duyer 

New  York.  NY 

1/1/83 

Richard  Farrell 

Stamford 

1/1/83 

Jchn  F.  Felber 

West  Hartford 

1/1/83 

Morgan  V.  Flaherty 

Hartford 

1/1/83 

George  A.  Fowler 

Sante  Fe.  NM 

1/1/83 

William  I.  Gefter 

Stamford 

1/1/83 

Ward  D.  Heinrich 

Litchfield 

1/1/83 

Helen  P.  Langner 

Milford 

1/1/83 

Gerald  V.  Levreault 

East  Sandwich,  MA 

1/1/83 

Howard  J.  Lockward 

Manchester 

1/1/83 

Archibald  D.  MacDougall 

Groton 

1/1/83 

A.  Gerard  Mack 

Trumbull 

1/1/83 

Edward  P.  McCreery 

Fairfield 

1/1/83 

Frederick  L.  Nichols 

Hartford 

1/1/83 

Jacob  H.  Ohanesian 

New  Britain 

1/1/83 

John  J.  O’Looney 

Bridgeport 

1/1/83 

John  E.  Pulaski 

Hartford 

1/1/83 

Martin  F.  Randolph 

Danbury 

1/1/83 

Joseph  C.  Reidy 

Winsted 

1/1/83 

Frank  J.  Riccio 

Bridgeport 

1/1/83 

Daniel  P.  Richman 

Norwalk 

1/1/83 

A.  Rocke  Robertson 

Torrington 

1/1/83 

John  R.  Russo 

Bridgeport 

1/1/83 

John  Shoukiinas 

Hartford 

1/1/83 

Salvatore  Staffieri 

Danbury 

1/1/83 

Carl  P.  Steglich 

Stamford 

1/1/83 

Kathryn  E.  Verie 

New  London 

1/1/83 

Vincent  J.  Vinci 

Middletown 

1/1/83 

Robert  C.  Walden,  Jr. 

Manchester 

1/1/83 

Morris  A.  Wessel 

New  Haven 

1/1/83 

Ralph  C.  Wright 

New  Britain 

1/1/83 

Eugene  A.  Wrona 

Darien 

1/1/83 

NOTICE  TO  CONTRIBUTORS 

Members  of  the  Connecticut  State  Medical  Society 
reading  papers  before  other  organizations  are  requested  to 
submit  their  papers  to  the  JOURNAL  for  consideration 
by  the  Board  of  Editors  for  publication.  Authors  preparing 
manuscripts  for  submission  to  Connecticut  Medicine 
should  consult  INFORMATION  FOR  AUTHORS. 
This  material  may  be  obtained  from  the  Journal  office. 
Adherence  to  the  instructions  will  prevent  delays  both  in 
acceptance  and  in  publication. 

Please  send  them  to: 

J.  Alfred  Fabro.  M.D.,  Editor 
Connecticut  Medicine 
160  St.  Ronan  Street 
New  Haven,  Connecticut  0651 1 
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PHYSICIAN  PLACEMENT  SERVICE 

The  Society  maintains  the  Physician  Placement  Service  as  a service  to  the  medical  profession  in  Connecticut. 
Opportunities  for  physicians  to  locate  in  Connecticut  will  be  published  as  space  permits  and  will  be  distributed 
to  physicians  making  inquiries  of  such  opportunities.  Information  should  be  sent  to  160  St  Ronan  St.,  New 
Haven,  CT  06511  (203-865-0587). 

Physicians  wishing  to  establish  practice  in  Connecticut  are  invited  to  submit  a resume  to  be  kept  on  file  with 
the  Society.  An  announcement  of  a physician’s  availability  will  be  published  in  two  issues  of  Connecticut 
Medicine  as  space  permits. 


OPPOR  TUNITIES  FOR  PRA  CTICE 

(If  no  name  is  listed,  contact  the  Physician  Placement  Service  for 
more  details.) 

FAMILY  PRACTICE 

Immediate  opening  for  primary  care  physician  to  join  a practice  in 
Fairfield.  Clinical  faculty  opportunities.  Subspecialty  interests  en- 
couraged. Contact  Dr.  Shapiro  (203-255-3535 ) at  1220  Post  Road, 
Fairfield,  CT  06430. 

INTERNAL  MEDICINE 

General  Internist  seeks  associate  ( BC/BE  internist)  for  primary  care 
medicine  practice  in  New  Haven,  CT  area  starting  July  1983.  Some 
geriatric  interest  essential.  Send  C.V.  to  IM/CRJR 

General  practitioner  or  an  internist  to  share  a new  professional 
building  in  Historic  Litchfield.  Presently  only  one  medical  man  here 
with  hospital  privileges.  Call  Dr.  Norman  Smith.  489-5068  or  Dr. 
George  Carofino,  567-9488. 

INTERNIST.  Immediate  opportunity.  Primary  care.  Solo  practice 
in  central  Connecticut  suburban  setting.  Rapidly  expanding  com- 
munity. UConn  and  Yale  medical  centers  easily  accessible.  Excel- 
lent community  hospital  with  a wide  range  of  ancillary  services. 
Medical  Staff  of  Family/General  Practitioners  and  most  specialties. 
Financial  assistance  available.  Write  Director,  Bradley  Memorial 
Hospital,  Meriden  Avenue,  Southington,  CT  06489. 

PSYCHIATRY 

Urban  State  Hospital  in  Hartford,  Connecticut  has  need  for  part  and 
full  time  Psychiatrists.  35  hour  work  week.  JCAH  Accredited 
Institution.  Civil  Service  Benefits.  Excellent  school  and  cultural 
activities  located  nearby.  Salary  to  $52,452.00,  additional  income 
available.  Contact,  Stephen  A.  Glass,  Administrative  Director,  Blue 
Hills  Hospital,  5 1 Coventry  Street,  Hartford,  CT 061  12.  (203)  566- 
4405. 

Mental  Health  Chief  of  Professional  Services.  JCAH  Accredited 
Mental  Health  Institution  has  need  for  full-time  Clinician  trained  in 
Psychiatry  with  knowledge  and  experience  in  Substance  Abuse. 
Board  Certification  necessary.  Responsible  for  directing  all  Clinical 
Services  and  training.  Publication  assistance  available;  excellent 
benefits;  salary  to  $61,000.  Contact:  Stephen  A.  Glass,  Adminis- 
trative Director,  Blue  Hills  Hospital,  51  Coventry  Street,  Hartford, 
CT  06112.  (203)  566-4405. 

PHYSICIANS  WISHING  TO  LOCA  TE  IN  CONNECTICUT 
ANESTHESIOLOGY 

Presently.  Age  29.  FLEX.  AB  elig.  MD.  Creighton,  Omaha.  NE; 
Int..  Medical  College  of  Georgia,  Augusta;  Res.,  Baylor  College  of 
Medicine,  Houston,  TX.  Prefers  solo,  group  or  assoc,  type  practice 
in  medium  to  large  size  community.  Write:  Bert  Guajardo,  M.D., 
7907  Belle  Park  Dr..  Houston,  TX  77072. 

EMERGENCY  MEDICINE 

June  ’82.  Age  35.  Nat’l  bds.  AB  cert.  MD.,  University  of  Virginia; 
Int.  and  Res.,  University  of  Kentucky  and  full-time  ER  physician, 
Lynchburg  General  Hospital.  Currently  Medical  Director  of  a 
regional  EMS  system.  Now  interested  in  ER  practice  in  New 
England.  Write:  Robert  E.  Kenyon,  Jr.,  M.D..  Rt.  5,  Sunset  Drive, 
Amherst,  VA  24521. 


FAMILY  PRACTICE 

Variable.  Age  36.  Presently  in  Practice.  Nat’l  bds.  AB  cert.  MD, 
Kansas  City  College  of  Osteopathic  Medicine;  Int.,  Doctors’ 
Hospital,  Columbus,  OH.  Desires  to  relocate  and  buy  a viable 
general  practice.  Would  not  completely  rule  out  a partnership. 
Contact,  Ralph  W.  Newman,  D O.,  3121  Griggsview  Court, 
Columbus,  OH  43220. 

Sept.  ’83.  Age  38.  Presently  in  practice.  Nat’l  bds.  AB  cert.  MD, 
University  of  Maryland;  Int.,  French  Hospital,  San  Francisco,  CA. 
Desires  solo  or  group  type  practice.  Curriculum  Vitae  available  on 
request  by  physician.  Write,  HA/FP. 

Jan.  '83.  Age  30.  Licensed  in  Connecticut.  Presently  in  practice. 
Nat’l  bds.  AB  cert.  MD,  Boston  University;  Int.,  University  of 
Miami,  FL;  Res.,  University  of  Connecticut.  Desires  solo  practice  in 
small  to  medium  size  community.  Write,  AG/FP. 

INTERNAL  MEDICINE 

July  ’83.  Age  33.  Licensed  in  Connecticut.  FLEX.  AB  elig.  MD, 
University  of  Louvain,  Belgium;  Int.,  Yale-New  Haven  Hospital; 
Res.,  Waterbury  Hospital  and  Yale-New  Haven  Hospital.  Desires 
group  or  associate  type  practice  in  a small  to  medium  size  community. 
Write,  Peter  Levinson,  M.D.,  19  Ives  Hill  Court,  Cheshire,  CT 
06410. 

Feb.  '83.  Age  33.  Presently  in  practice.  Licensed  in  Connecticut. 
Nat’l  bds.  AB  cert.  MD,  New  York  University  School  of  Medicine; 
Int.  and  Res.,  Medical  College  of  Virginia.  References  available  on 
request.  Desires  solo,  group,  associate  or  institutional  type  practice. 
Write,  Mel  B.  Kaplan,  M.D.,  48  Medinah  Drive,  Reading,  PA 
19607. 

July  ’83.  Age  27.  Nat’l  bds.  AB  elig.  MD,  University  of  Pittsburgh; 
Int.,  University  of  Florida;  Res.,  University  of  Pittsburgh.  Desires 
group  or  associate  type  practice  in  a medium  to  large  size  commu- 
nity. Write,  Wayne  A.  Evron,  M.D.,  1536  Asbury  Place,  Pittsburgh, 
PA  15217. 

Immediately  available.  Age  30.  Nat'l  bds.  AB  cert.  MD,  University 
of  Michigan;  Int.  and  Res.,  George  Washington  University,  Wash- 
ington, DC.  Desires  group  or  associate  type  practice.  Will  consider 
HMO  with  special  interest  in  primary  care,  general  adult  medicine. 
Write:  Jack  D.  Summer,  M.D..  c/o  Levitt,  5700  Bunker  Hill  St., 
Pittsburgh,  PA  15206. 

CARDIOLOGY.  July  ’83.  Age  30.  Nat’l  bds.  AB  cert.  MD,  New 
York  University;  Int.  and  Res.,  NYU-Bellevue;  Fellowship,  NYU- 
Manhattan  VA  Medical  Center.  Prefers  group,  associate  or  institu- 
tional type  practice.  Write  CSMS,  IM/JMR. 

GASTROENTEROLOGY.  July  ’83.  Age  34.  FLEX.  AB  elig. 
MD,  King  Edward  Medical  College,  Lahore,  Pakistan;  Int.  and 
Res.,  St.  Mary's  Hospital,  Rochester,  NY;  Fellowship,  University  of 
Rochester,  NY  and  Georgetown  University,  Washington,  DC. 
Desires  solo  or  associate  type  practice  in  small  to  medium  size 
community.  Write,  CSMS,  IM/RAL. 

GASTROENTEROLOGY.  June  ’83.  Age  30.  Nat’l  bds.  AB  cert. 
MD,  Dartmouth  Medical  School;  Int.  and  Res.,  St.  Vincent’s 
Hospital  and  Medical  Center,  NY;  Chief  Resident,  University  of 
Rochester,  Strong  Memorial  Hospital.  Looking  for  Gl/Intemal 
Medicine  combined  practice  opportunity  or  predominantly  GI 
practice.  Write:  Richard  M.  Moccia,  M.D.,  10  Loden  Lane, 
Rochester,  NY  14620. 
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CLASSIFIED 


CLASSIFIED  ADVERTISING  RATES 

$40.00  for  25  words  or  less;  50  cents  for  each  additional 
word. 

$3.00  per  insertion  for  confidential  answers  sent  in  care  of 
CONNECTICUT  MEDICINE.  Payable  in  advance. 


GROW  WITH  US  IN  THE  SUNBELT-The  INA  Healthplan 
needs  physicians  in  family  practice  and  most  specialties  in  Miami, 
Tampa,  Dallas,  Houston,  Phoenix,  Tucson  and  Los  Angeles. 
Attractive  salaries  and  comprehensive  benefits  including  profes- 
sional development,  retirement  and  profit  sharing  programs  are 
provided.  If  team  interaction  and  casual  living  interest  you,  send  a 
brief  CV  to  Medical  Administration,  INA  Healthplan,  Inc.,  7616 
LBJ  Freeway,  Suite  303,  Dallas,  Texas  75251. 


OUR  NEWEST 


fflEDICM  OF 

XCEOTIR  WATERBURY 


GENERAL  PRACTITIONER  wants  to  relocate  and  buy  a viable 
general  practice  in  western  Connecticut.  Reply,  Box  RWN,  Connect- 
icut Medicine. 


FEMALE  PHYSICIAN/PSYCHIATRIST— become  partner/co- 
therapist Growing  private  practice  specializing  marriage,  family, 
sexual  dysfunction  therapy.  New  offices,  furnishings.  Counterpart 
1 8 years  experience/extensive  training — will  train  partner  with  little 
experience.  Send  C.V.  to:  P.O.  Box  14244,  Hartford,  CT  041 14. 


Professional  Office 
Space  for 

Discerning  Physicians 

ABOVE  AVERAGE 


NEW  YORK  FERTILITY 
RESEARCH  FOUNDATION,  INC. 

For  the  Investigation  of  Problems  of 
Human  Infertility 

The  Foundation  provides  a complete  diag- 
nostic and  consultation  service  for  infertile 
couples.  Investigations  are  conducted  bywell- 
known  specialists  in  conjunction  with  consul- 
tants in  the  various  fields  of  medicine  related 
to  infertility. 

The  Foundation  is  supported  by  an  in-house 
modern  laboratory  equipped  to  do  most  tests 
required  for  diagnosis  and  treatment.  Litera- 
ture on  request. 

1430  Second  Avenue,  New  York,  N.Y.  10021 
Phone:  744-5500 


* * * Location  * * * 

* * * Suite  Design  * * * 

* * * Amenities  * * * 

* * * Parking  * * * 


LOW  RENTAL  RATES 


For  Further  Information 
Contact 


THE 

LEXINGTON  COMPANY 

50  State  Street 
Hartford,  CT  06103 
(203)  241-0356 
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INTERNAL  MEDICINE— Continued 
GASTROENTEROLOGY.  July  '82.  Age  40.  Board  eligible.  MD, 
University  Guadalajara,  Mexico;  Int.  and  Res.,  Misericordia/Lincoln 
Hospital,  NY;  Fellowship,  Letterman  Army  Medical  Center,  San 
Francisco,  CA.  Seeks  partnership  with  multi- specialty  group.  Trained 
in  ERCP,  Sclerotherapy  Laparoscopy,  Hyperalimentation.  Write 
CSMS.  WWM/IM. 

PULMONARY.  Immediately  available.  Age  31.  Nat’l  bds.  AB 
cert.  MD,  Harvard  Medical  School;  Int.  and  Res.,  Temple  Univer- 
sity Medical  Center;  Fellowship,  Boston  University  Medical  Center. 
Prefers  group  type  practice  in  coastal  area  but  would  consider  other 
possibilities.  Write:  Michael  C.  Zaslow,  M.D.,  24  Westgate  Rd., 
Chestnut  Hill.  MA  02167. 

PULMONARY.  July  '83.  Age  36.  Nat'l  bds.  AB  cert.  MD, 
Harvard;  Int.,  Presbyterian  Hospital,  Philadelphia;  Res.,  Packer 
Hospital,  Sayre,  PA;  Fellowship,  University  of  Massachusetts, 
Worcester.  Prefers  group,  assoc,  or  institutional  type  practice.  Will 
mix  general  internal  medicine  with  sub-specialty  work.  Write: 
Andrew  Larkin,  M.D.,  University  of  Massachusetts  Medical  School, 
Worcester,  MA  01605. 

PULMONARY  MEDICINE.  July  '83.  Age  3 1 Nat'l  bds.  AB  cert. 
(IM);  AB  elig.  (Pulmonary).  MD,  Mount  Sinai  Medical  School. 
NY;  Int.  and  Res.,  Graduate  Hospital,  Philadelphia,  PA;  Fellowship, 
Mount  Sinai  Hospital,  Miami  Beach,  FL.  Prefers  pulmonary 
medicine  or  willing  to  do  internal  medicine  with  group  or  assoc,  type 
practice.  Write:  David  S.  Lipton,  M.D.,  6967  S.W.  1 15  PI.,  #H, 
Miami.  FL  33173. 

PULMONARY  MEDICINE.  July  '83.  AB  cert.  MD,  University  of 
Bombay;  Int.  and  Res.,  Jewish  Hospital  and  Medical  Center, 
Brooklyn,  NY;  Fellowship,  Coney  Island  Hospital  and  Queens 
Hospital  Center.  Interested  in  working  as  a Pulmonary  Internist  in  a 
solo,  group  or  associate  type  practice.  Willing  to  do  Internal 
Medicine,  Write,  Viswanath  P.  Vasudevan,  M.D.,  59-21  Calloway 
St.,  Apt.  #5L,  Corona,  NY  1 1368. 

RHEUMATOLOGY.  July  '83.  Age  31.  Nat'l  bds.  AB  cert.  MD, 
Mt.  Sinai  School  of  Medicine,  NY;  Int.,  S.U.N.Y.  Downstate 
Medical  Center,  Kings  Co.  Hospital,  NY;  Res.,  County  Hospital, 
Brooklyn  VA  Medical  Center;  Fellowship,  University  of  Pennsyl- 
vania. Prefers  solo,  group,  or  associate  type  practice.  Write  CSMS. 
IM/MIK. 

OBSTETRICS  & GYNECOLOGY 

July  '83.  Age  28.  Nat’l  bds.  AB  elig.  MD,  Avt.  Univ.,  Guadalajara; 
Int.,  NY  medical  college;  Res.,  Mt.  Zion  Hospital,  San  Francisco 
and  Downstate  Medical  Center.  Prefers  group,  assoc,  or  institu- 
tional type  practice  in  a medium  to  large  size  community.  Write: 
Arthur  Brantz,  M.D.,  1828  Broadway,  San  Francisco,  CA  94109. 

July  '83.  Age  29.  Nat'l  bds.  AB  elig.  MD,  New  York  Medical 
College;  Int.  and  Res.,  Nassau  County  Medical  Center.  Desires 
group  or  institutional  type  practice  within  traveling  distance  to  Man- 
hattan, Westchester  and/or  Queens.  Write  Francine  A.  Guzman, 
M.D.,  132-17  58th  Rd.,  Flushing,  NY  1 1355. 

July  '83.  Age  29.  Nat’l  bds.  AB  elig.  MD,  Boston  University;  Int. 
and  Res.,  Long  Island  Jewish  Hospital;  Fellowship,  Thomas  Jeffer- 
son Medical  College.  Interested  primarily  in  Reproductive  Endo- 
crinology with  solo,  group  or  institutional  type  practice  in  a large 
community.  Write,  CSMS,  PRL/OB-GYN. 

ORTHOPEDICS 

HAND  SURGERY.  April  '83.  Age  31.  Nat'l  bds.  AB  elig.  MD, 
Albany  Medical  College;  Int.  and  Res.,  Albany  Medical  Center; 
Fellowship,  Johns  Hopkins  Hospital  and  University  of  California, 
San  Francisco,  CA.  Desires  solo  practice  of  100,000  population  or 
more.  Write,  D.  Dennis  Faludi,  M.D.,  6947-A  Greary  Blvd.,  San 
Francisco,  CA  94121. 

PATHOLOGY 

Immediately  available.  Age  33.  FLEX.  AB  elig  MD,  DRS.N. 
Medical  College,  India;  Int.,  Mahatma  Gandhi  Hospital,  India; 
Res.,  Miami  Valley  Hospital,  Dayton,  OH.  Desires  full  time  position 
as  soon  as  possible.  Location  and  salary  are  no  consideration.  Write: 
Pushpa  Gupta,  M.D.,  1005  Thorndale  Dr.,  Dayton,  OH  45429. 


PATHOLOGY— Continued 

July  '83.  Age  29.  Presently  in  practice.  Nat’l  bds.  AB  elig.  MD, 
Virginia  Polytechnic  Institute;  Res.,  Medical  College  of  Virginia. 
Interested  in  general  pathology  practice  with  or  without  forensic 
work.  Desires  solo,  group  or  associate  type  practice.  Write,  Robert  J. 
Sinnenberg,  M.D.,  2221  E.  Tremont  Court,  Richmond,  Virginia 
23225. 

Available  upon  notice.  Presently  in  practice.  Licensed  in  Connecti- 
cut. Age  50.  AB  cert.  MD,  Yonsei  University,  College  of  Medicine, 
Korea;  Int.  and  Res.,  The  Memorial  Hospital,  Pawtucket,  RI. 
Desires  General  Practice  with  part-time  Pathology.  Write,  Won  P. 
Chung,  M.D.,  1-B  Cobb  Lane,  Middletown,  NY  10940. 

PEDIATRICS 

Presently  in  practice.  Availability  negotiable.  Age  29.  Nat’l  bds.  AB 
elig.  MD,  Brown  University;  Int.,  Res.  and  Fellowship,  St.  Louis 
Children’s  Hospital,  Washington.  Desires  group  or  associate  type 
practice  in  a medium  to  large  size  community.  Write,  Alan  M. 
Muney,  M.D.,  2353  Moreno  Drive,  Los  Angeles,  CA  90039. 

PSYCHIATRY 

Negotiable.  Age  41.  Licensed  in  Connecticut.  Presently  in  practice. 
FLEX.  AB  elig.  MD,  Kakatiya  Medical  College,  Warangal,  A.P., 
India;  Int.,  Rotatory-India  and  Internal  Medicine-England;  Res., 
Internal  Medicine-India  and  Psychiatry-England;  Fellowship,  Nor- 
wich Hospital.  Prefers  group,  assoc.,  institutional,  industrial  or 
consultation  (part-time).  Write:  Ahmed  N.  Syed,  M.D.,  P-7  Village 
Green,  3930  Broad  River  Rd.,  Columbia,  SC  29210. 

RADIOLOGY 

Presently.  Age  46.  Presently  in  practice.  ABcert.  MD,  University  of 
Texas  Southwestern;  Int.,  University  of  Colorado  Medical  Center; 
Res.,  Baylor  University  Medical  Center.  Will  consider  any  size 
community  and  any  type  or  practice.  Write:  Arthur  Mitchell  Gay, 

RADIOLOGY 

DIAGNOSTIC.  Immediately  available.  Age  32.  FLEX.  AB  elig. 
MD,  Delhi  University,  India;  Int.,  University  of  Rochester,  Ro- 
chester, NY;  Res.,  St.  Francis  General  Hospital,  Pittsburgh,  PA. 
Desires  solo  type  practice  in  a small  size  community.  W rite,  Kailash 
C.  Tarneja,  M.D..  8710  A Park  Crestwood  Drive,  Crestwood, 
Missouri  63126. 

REHABILITATION  MEDICINE 

March  '83.  Licensed  in  Connecticut.  Presently  in  practice.  Age;  48. 
AB  elig.  MD,  Medical  School  of  Saigon,  University  of  South 
Vietnam;  Int.  and  Res.,  Lutheran  Hospital  of  Maryland,  Baltimore, 
MD  and  University  Hospital  of  Saskatchewan,  Canada.  Prefers 
group,  associate,  institutional  or  industrial  type  practice.  Special 
interest  in  Sports  Medicine.  Write:  CSMS,  OTN/PHYS.M. 

SURGERY 

GENERAL.  July  '83,  Age:  32.  AB  elig.  MD.  University  of 
Pennsylvania;  Int.  and  Res.,  Hospital  of  University  ofPennsylvania, 
Philadelphia.  Would  prefer  a group  practice  doing  general  and 
vascular  surgery.  Also  has  some  thoracic  training.  Write:  James  P. 
Gadzik,  M.D..  414  Country  Lane,  Narberth,  PA  19072. 

GENERAL.  Aug.  '83.  Age  3 1 . AB  cert.  MD,  Alexandria  School  of 
Medicine,  Egypt;  Int.  and  Res.,  Hurley  Medical  Center,  Flint,  MI; 
Fellowship,  University  of  Texas  (Surgical  Oncology).  Prefers  solo, 
group,  assoc,  or  institutional  type  practice  in  a medium  to  large  size 
community.  Write:  Raouf  A.  Mikhail,  M.D.,  7202  Selma  St..  #2, 
Houston,  TX  77030. 

GENERAL  SURGEON.  Available  immediately.  Age  33.  FLEX. 
AB  elig.  MD,  King  Edwards  Medical  College,  Pakistan;  Int., 
Harlem  Hospital,  NY;  Res.,  Wyckoff  Heights  Hospital,  NY. 
Anxious  to  begin  private  group  practice  in  a medium  size  community. 
Write.  Rashid  Ayyub,  M.D.,  87-41  118  St.,  Richmond  Hills, 
Queens,  NY  11418. 
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Mycotic  Aneurysm  of  the  Abdominal  Aorta: 
Successful  Management  of  Campylobacter  fetus  Aortitis 

ROBERT  G.  BLABEY,  JR.,  M.D.,  MICHAEL  F.  PARRY,  M.D., 
SHERMAN  M.  BULL,  M.D.,  AND  CLAYTON  B.  WEED,  M.D. 


ABSTRACT— A 68-year-old,  previously  healthy 
male,  admitted  with  diarrhea  and  low  back  pain,  was 
found  to  have  a rapidly  expanding  abdominal  aortic 
aneurysm  due  to  infection  with  Campylobacter 
fetus.  The  pre-operative  evaluation  as  well  as  the 
bacteriologic  management  of  this  unusual  but  clin- 
ically important  organism  is  discussed.  The  patient 

Infected  ( mycotic)  aneurysms  of  the  abdominal  aorta 
are  rare  and  account  for  less  than  one  percent  of  aortic 
aneurysms  in  most  series.  The  majority  of  these  infec- 
tions are  due  to  staphylococci  and  enteric  gram-nega- 
tive bacilli,  particularly  Salmonella. 1 Typically, 
mycotic  aortic  aneurysms  occur  in  elderly,  diabetic  or 
debilitated  patients  and  present  as  an  undiagnosed  feb- 
rile illness.  Despite  effective  antibiotics,  the  mortality 
in  cases  due  to  gram-negative  bacilli  is  over  80%. 

To  our  knowledge  we  are  reporting  the  second 
occurrence  and  first  survivor  of  a mycotic  aortic 
aneurysm  due  to  Campylobacter  fetus. 

Case  Report 

A previously  healthy  68-year-old  man  was  admitted  to  the  St. 
Joseph  Hospital  on  6/14/81  with  a one-week  history  of  fever, 
diarrhea  and  increasingly  severe  low  back  pain.  He  had  no  significant 
past  illness  except  for  anaphylaxis- type  penicillin  allergy  and  chronic 
low  back  discomfort.  Prior  to  admission,  the  patient  was  an  active 
golfer  with  a moderate  daily  alcohol  intake.  There  was  no  history  of 
recent  travel  or  animal  exposure.  He  had  taken  erythromycin  for  five 
days  prior  to  admission. 

Physical  examination  revealed  a healthy  male  complaining  of  low 
back  pain.  He  was  afebrile  ( 37. 1°C)  with  a pulse  of  68  beats/minute, 
a blood  pressure  of  148/80  mm  Hg,  and  respiration  of  18/minute.  The 
chest  was  clear  and  the  cardiac  exam  was  normal.  Abdominal  exam- 
ination revealed  no  mass  or  tenderness.  The  extremities  were  normal 

ROBERT  G.  BLABEY,  JR.,  M.D..  Instructor  in  Surgery,  Depart- 
ment of  Surgery,  Columbia  University  College  of  Physicians  and 
Surgeons,  New  York.  MICHAEL  F.  PARRY,  M.D..  Assistant 
Clinical  Professor  of  Medicine,  Division  of  Infectious  Diseases, 
Columbia  University  College  of  Physicians  and  Surgeons.  SHER- 
MAN M.  BULL,  M.D.,  Instructor  in  Surgery,  Department  of  Sur- 
gery, Columbia  University  College  of  Physicians  and  Surgeons. 
CLAYTON  B.  WEED,  M.D.,  Clinical  Assistant  Professor  of  Medi- 
cine, Department  of  Medicine,  New  York  Medical  College,  Valhalla, 
N.Y.;  and  the  Saint  Joseph  Hospital,  Stamford,  CT. 

Reprint  requests  to:  Box  9317,  Stamford,  CT  06904  (Dr. 
Parry). 


was  managed  by  resection  of  the  aneurysm  with 
stapling  of  the  aortic  stump,  extra- anatomic  bypass, 
and  prolonged  administration  of  perioperative  and 
postoperative  bactericidal  antibiotics.  To  our 
knowledge,  this  is  the  first  survivor  of  this  rare 
mycotic  aneurysm. 

with  no  evidence  of  peripheral  vascular  disease. 

Initial  laboratory  studies  revealed  a hemoglobin  of  12.7  gm/dl.  The 
white  blood  cell  count  was  12,700/mm1  with  59%  polymorpho- 
nuclear leukocytes  and  23%  band  forms.  X-ray  examination  of  the 
spine  showed  narrowing  and  arthritic  changes  at  the  L5-S1  inter- 
space. 

The  presumptive  admission  diagnosis  was  acute  low  back  syn- 
drome although  the  patient’s  complaints  seemed  out  of  proportion  to 
his  physical  findings.  Shortly  after  admission  the  temperature  rose  to 
38.3°C,  the  patient  became  lethargic,  and  complained  of  crampy 
abdominal  pain  relieved  by  hip  flexion.  Ultrasound  and  computerized 
tomographic (C.T.)  examination  revealed  a normal  gall  bladder  and  a 
four-centimeter  infrarenal  aortic  aneurysm. 

The  patient  remained  febrile  to  39.4°C  and  on  the  fourth  hospital 
day  blood  cultures  grew  gram- negative  bacilli,  subsequently  iden- 
tified as  Campylobacter  fetus.  Gentamicin,  100  mg  intravenously 
every  eight  hours,  was  begun  without  clinical  response.  A mycotic 
aneurysm  was  suspected  and  repeat  C.T.  scan  performed  on  the 
patient’s  tenth  hospital  day  revealed  a two-centimeter  increase  in  the 
diameter  of  the  aneurysm.  At  this  time  a pulsatile  mass  and  ab- 
dominal bruit  were  also  present.  The  gentamicin  dose  was  increased 
to  1 30  mg  every  eight  hours,  and  cefotaxime,  two  gm  every  four  hours, 
was  added.  The  patient  promptly  became  afebrile  and  48  hours  later 
was  taken  to  surgery. 

At  exploration,  a large,  seven  centimeter,  infrarenal  aortic  an- 
eurysm was  found  together  with  extensive  inflammation  of  the  left 
psoas  muscle.  Both  aneurysm  and  necrotic  muscle  were  excised  com- 
pletely. The  aorta  was  closed  in  two  rows  utilizing  the  U.S.  Surgical 
TA  55  stapling  device.  Right  and  left  common  iliac  arteries  were 
closed  with  single  rows  of  staples.  The  posterior  parietal  peritoneum 
was  approximated  over  a large  Jackson-Pratt  drain  tunneled  extra- 
peritoneally  through  the  right  flank,  followed  by  closure  of  the  ab- 
domen. A continuous  intravenous  infusion  of  heparin  sulfate,  1000 
units/hour,  was  maintained  throughout  surgery. 

The  patient  was  reprepped  and  redraped  prior  to  a second  stage,  left 
axillo-bifemoral  graft  utilizing  an  eight  millimeter  Gore-Tex  pros- 
thesis. This  was  accomplished  without  difficulty,  and  the  patient  left 
the  operating  room  in  good  condition.  Surgical  pathology  confirmed 
the  infected  aneurysm  and  micro-organisms  were  seen  on  gram  stain 
but  could  not  be  grown  from  cultures  of  the  surgical  specimen. 

The  patient’s  post-operative  course  was  uneventful.  He  was  con- 
tinued on  gentamicin  and  cefotaxime  for  21  days  post-operatively 
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followed  by  sulfamethoxazole-trimethoprim,  three  tablets  every  eight 
hours,  for  30  days.  Follow-up  blood  cultures,  white  blood  cell  counts 
and  temperatures  were  normal.  The  patient  is  active  and  well  now 
1 8 months  post  surgery. 

Discussion 

In  1 885,  Osier  used  the  term  “mycotic  aneurysm”  to 
describe  aneurysms  arising  from  non-syphilitic  infec- 
tion of  the  vessel  wall.  Since  that  time,  many  causative 
organisms  have  been  implicated,  but  in  recent  years. 
Salmonella  species  and  staphylococci  account  for  more 
than  50%  of  reported  cases. 2 Several  reports  have 
documented  successful  treatment  of  infected  aortic 
aneurysms  due  to  Proteus,1  streptococci, 1 ' Arizona,4 
and  Candida. 1 File  and  Pass'  reported  the  first  case  of 
an  aortic  aneurysm  infected  by  Campylobacter.  How- 
ever, the  patient,  a 63-year-old  male,  expired  prior  to 
surgery. 

Campylobacter  species  are  microaerophilic.  curved, 
gram-negative  rods  of  considerable  importance  in  vet- 
erinary medicine  but  less  frequently  appreciated  as  a 
cause  of  human  illness.  Recent  developments  in  micro- 
biology. however,  have  defined  Campylobacter  fetus 
as  a common  cause  of  bacterial  diarrhea  and  occasional 
systemic  infection  in  man.' 7 

Diarrhea  due  to  Campylobacter  infection  in  adults  is 
usually  attributable  to  C.  fetus  ss.  jejuni.  Its  onset  is 
abrupt  and  its  course  may  be  severe  and  protracted. 
Fever,  abdominal  pain,  nausea,  vomiting,  and  watery 
diarrhea  occur.  Stools  frequently  contain  red  and  white 
blood  cells  although  sepsis  rarely  occurs.  C.  fetus  ss. 
intestinalis  was  isolated  from  our  patient  and  is  more 
commonly  found  in  patients  with  systemic  infection 
than  diarrhea.  Bacteremia  is  the  usual  manifestation 
and  may  present  as  septicemia  with  shock,  transient 
bacteremia,  or  a chronic,  relapsing  infection,  occasion- 
ally complicated  by  endocarditis. 

The  propensity  of  bacteremic  C.  fetus  to  infect  vas- 
cular endothelium  has  been  widely  appreciated.  In 
addition  to  endocarditis.  10%  of  bacteremic  infections 
are  complicated  by  suppurative  thrombophlebitis. 8 
However,  arterial  infections  due  to  C.  fetus  have  been 
described  only  twice:  one,  a mycotic  aneurysm  of  the 
femoral  artery  in  a patient  with  endocarditis  which  re- 
sponded to  medical  therapy,4  and  another,  the  patient 
of  File  and  Fass. 5 

Irrespective  of  the  causative  organism,  considerable 
difficulty  has  existed  in  the  premortem  diagnosis  of  bac- 
terial aortitis.  Computerized  tomography  has  recently 
been  recognized  as  helpful  in  the  accurate  diagnosis  of 
mycotic  aneurysms.1""  We  found  this  non-invasive 
modality  invaluable  in  our  case. 

The  surgical  principles  for  management  of  infected 
aneurysms  are  the  excision  of  all  infected  tissue  and 
revascularization  in  uninfected  tissue  planes. 11213 
These  principles  were  followed  in  our  case.  Although 
others  have  reported  successful  results  with  resection 
and  replacement  of  infected  aneurysms  with  in  situ  pro 
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stheses,  the  incidence  of  anastamotic  disruption  is 
high. ' For  this  reason  we  performed  a second  stage,  left 
axillo-bifemoral  bypass  with  Gore-Tex.  We  selected 
this  material  for  its  ease  and  rapidity  of  use  and  in  an 
attempt  to  minimize  hematoma  formation  along  the 
course  of  the  graft.  Finally,  since  the  incidence  of  aortic 
stump  rupture  is  high  following  resection  of  a mycotic 
aneurysm. 14  believed  due  to  suture  infection,  we 
elected  to  staple  rather  than  suture  the  aortic  stump. 

Specific  antimicrobial  therapy  was  selected  based  on 
the  in  vitro  susceptibility  of  the  isolated  micro- 
organism. 15  Antibiotic  blood  levels  and  serum  bacter- 
icidal concentrations  were  determined  to  assure  ade- 
quacy of  therapy.  The  ideal  duration  of  treatment  has 
not  yet  been  determined,  but  in  view  of  the  high  mor- 
tality associated  with  gram-negative  infections  of  the 
abdominal  aorta,  aggressive  surgery  and  prolonged 
(four  to  six  weeks),  preferably  bactericidal,  antimicro- 
bial therapy  is  indicated.  Using  this  approach  our  pa- 
tient remains  infection  free  1 8 months  after  surgery  and 
16  months  off  all  antimicrobial  agents. 
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Anterior  Approach  to  Resurfacing  Arthroplasty 
of  the  Hip:  A Preliminary  Experience 

ROBERT  P.  HENDRIKSON,  M.D.  AND  KRISTAPS  J.  KEGGI,  M.D. 


ABSTRACT — We  report  the  preliminary  out- 
come of  hip  joints  resurfaced  through  an  anterior 
hip  approach  by  retrospectively  studying  the  results 
and  complications  of  27  patients  (30  hips)  followed 
an  average  of  38  months.  The  Indiana  conservative 
instrumentation  and  components  were  used  in  all 
arthroplasties. 

The  patients  were  clinically  rated  according  to  the 
Iowa  hip  scale  and  radiographically  for  component 
malposition  or  loosening.  Of  our  27  patients  studied, 
22  had  an  excellent  result 

Conventional  total  hip  joint  arthroplasty  has  been 
accepted  as  the  operative  treatment  of  choice  for  severe 
disabling  hip  disease  in  the  older  patient.  Several  pro- 
blems, however,  remain  unsolved.  Infection  may  lead 
to  a Girdlestone  procedure  and  a short  unstable  leg. 
Loss  of  bone  stock  makes  subsequent  salvage  surgery 
technically  difficult.  The  bone  stresses  applied  by  the 
prosthesis  may  be  unphysiologic.  In  addition,  the  pro- 
blems of  calcar  resorption,  cement  breakage  and  pros- 
thetic loosening,  seen  specifically  with  conventional 
total  hip  replacement,  have  prompted  surgeons  to 
develop  other  approaches  in  the  treatment  of  hip  joint 
disease  requiring  arthroplasty. 

Hip  surface  replacement  procedures  began  in  the 
early  1970s  and  were  introduced  for  general  use  in 
1978.  The  advantages  of  resurfacing  arthroplasty  are 
several.  The  preserved  femoral  head  facilitates  conver- 
sion to  conventional  total  hip  replacement  should  initial 
resurfacing  fail.  There  is  less  polymethylmethacrylate 
used  and  the  chances  of  infection  are  thus  reduced. 

Since  the  advent  of  hip  joint  resurfacing,  several 
follow-up  studies  have  been  published. 1 14  The  overall 

ROBERT  P.  HENDRIKSON,  M.D.,  Instructor  of  Orthopaedic 
Surgery,  Yale  University  School  of  Medicine  and  Yale-New  Haven 
Hospital.  KRISTAPS  j.  KEGGI.  M.D..  Associate  Clinical  Pro- 
fessor of  Orthopaedic  Surgery,  Yale  University  School  of  Medicine; 
attending  Orthopaedic  Surgeon,  Waterbury  Hospital;  attending 
Orthopaedic  Surgeon,  St.  Mary’s  Hospital,  Waterbury. 


Complications  included  femoral  neck  fracture  in 
one  hip,  acetabular  component  loosening  in  one  hip, 
and  mechanical  loosening  of  the  femoral  component 
in  one  hip.  There  were  no  infections. 

The  advantages  of  this  anterior  approach  are 
shown  to  be  minimal  soft  tissue  dissection  and  no 
need  for  trochanteric  osteotomy. 

Obese  patients  are  not  good  candidates  for  the 
procedure.  Inflammatory  arthritis  may  be  a relative 
contraindication  to  hip  resurfacing. 

complication  rate  has  been  20%  or  higher  in  most 
series.  Heterotopic  ossification  has  been  especially 
prevalent  with  other  problems  being  femoral  neck  frac- 
ture, femoral  or  acetabular  component  loosening,  infec- 
tion, and  trochanteric  non-union. 

The  purpose  of  this  study  is  to  analyze  the  results  of 
the  first  thirty  hips  resurfaced  through  the  anterior 
approach  at  the  Waterbury  Hospital  between  1978 
and  1982. 

The  anterior  muscle  splitting  approach  to  the  hip 
allows  rapid  joint  resurfacing  and  low  morbidity.  It  has 
been  used  extensively  by  one  of  the  authors  ( K.K.)  for 
conventional  total  hip  replacement.  The  approach  is 
described  in  detail  in  an  earlier  publication. 

Materials  and  Methods 

Twenty-seven  patients  with  30  hips  underwent  hip 
joint  resurfacing  of  the  Indiana  type  between  1978  and 
1982  at  the  Waterbury  Hospital,  Waterbury,  Connect- 
icut. The  average  follow-up  was  38  months  with  a range 
from  8 to  49  months.  There  were  1 8 male  and  9 female 
patients.  The  average  age  was  45  years  with  a range 
from  22  to  69  years.  The  diagnosis  was  degenerative 
joint  disease  in  1 7 patients,  rheumatoid  arthritis  in  two, 
congenital  hip  disease  in  two;  avascular  necrosis  in  two, 
slipped  capital  femoral  epiphysis  in  one  and  ankylosing 
spondylitis  in  one. 
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All  patients  were  rated  by  history,  physical  exam, 
and  radiographs.  The  Iowa  hip  rating  scale  was  used  to 
evaluate  each  patient  (35  points).  This  rating  system  is 
based  on  100  points:  function-35  pts.,  pain-35  pts., 
fixed  deformity- 10  pts.,  gait- 10  pts.,  and  range  of 
motion- 10  pts.  In  addition,  ability  to  participate  in 
sports  was  evaluated.  A rating  of  excellent  was  given  to 
patients  with  no  pain,  unlimited  function  and  less  than 
20°  difference  from  motion  on  the  normal  side.  A rating 
of  good  was  given  to  patients  having  pain  with  excessive 
activity  and  slight  limitation  with  running  and  jumping. 
A rating  of  fair  was  given  to  patients  having  pain  with 
moderate  activity  and  ability  to  function  in  normal 
activities,  and  greater  than  60°  difference  in  range  of 
motion  from  the  normal  side.  Post-operative  radio- 
graphs were  evaluated  for  component  position.  The 
presence  of  radiolucent  lines  at  the  bone-cement  inter- 
face of  the  acetabular  component  was  also  evaluated 
and  correlated  with  loosening. 4 

Surgical  Technique 

The  anterior  approach  to  the  hip  allows  satisfactory 
soft  tissue  releases,  good  exposure,  and  preservation  of 
the  blood  supply  to  the  femoral  head.  The  Indiana 
resurfacing  system  allows  resurfacing  with  relatively 
little  loss  of  bone  ( more  than  the  Wagner  system 111  less 
than  the  Tharies  system2  ). 

The  patient  is  placed  in  the  supine  position  with  a 
sandbag  under  the  sacrum.  The  leg  is  draped  free  and  a 
skin  incision  from  a point  just  distal  to  the  anterior 
superior  iliac  spine  to  the  anterior  border  of  the  greater 
trochanter  is  made.  The  hip  is  approached  by  splitting 
the  tensor  fascia  lata  muscle  close  to  its  medial  margin. 
This  approach  preserves  the  lateral  femoral  cutaneous 
nerve  and  the  motor  branch  of  the  superior  gluteal 
nerve.  The  hip  capsule  is  incised  in  a circumferential 
manner  close  to  the  acetabular  rim  (this  preserves  the 
circumflex  and  retinacular  vessels  and  the  blood  sup- 
ply to  the  femoral  head).  The  femoral  head  is  dislocated 
from  the  acetabulum.  This  is  frequently  facilitated  by 
contouring  the  femoral  head  with  osteotomies  while  it  is 
still  in  the  acetabulum  (removal  of  large  osteophytes). 

In  the  30  hips  reviewed,  it  was  not  necessary  to  osteo- 
tomize  the  greater  trochanter.  Trochanteric  osteotomy 
contributes  significantly  to  patient  morbidity  and  is 
avoided  if  possible.  If  necessary,  a “fold  back"  osteo- 
tomy of  the  greater  trochanter  is  performed.  This  “fold 
back”osteotomy  preserves  the  attachment  of  the  ab- 
ductors and  the  vastus  lateralis  on  the  trochanter.  This 
simple  osteotomy  also  increases  exposure  yet  leaves 
the  abductor  muscles  in  dynamic  stability  with  the 
vastus  lateralis.  It  also  preserves  the  soft  tissues  along 
the  posterior  aspect  of  the  greater  trochanter  and  de- 
creases chances  of  proximal  trochanteric  migration. h If 
necessary  the  osteotomy  can  be  advanced  allowing 
better  seating  of  the  femoral  component  on  a short 
femoral  neck. 
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After  dislocation  of  the  femoral  head  it  is  shaped  with 
osteotomes  and  Indiana  femoral  reamers  with  empha- 
sis on  protection  of  the  femoral  neck.  Slight  valgus  posi- 
tion of  the  femoral  component  is  desirable  for  optimum 
function.  Next  the  acetabulum  is  reamed.  After  ce- 
menting the  components  into  position,  the  hip  is  re- 
duced and  the  wound  is  closed  over  a drain. 

Precautions  during  the  procedure  are  necessary  to 
avoid  component  malposition.  Maximal  bony  coverage 
of  the  acetabular  component  is  obtained  by  first  shaping 
the  femoral  head  to  a smaller  size.  This  also  allows  pre- 
servation of  pelvic  bone  stock  should  revision  surgery 
become  neccesary. 

Progressive  ambulation  is  begun  on  the  second  post- 
operative day  and  the  average  hospital  stay  is  1 2 days. 

Results 

Of  the  30  hips  in  27  patients  studied  for  an  average  of 
38  months,  23  hips  had  excellent  and  two  had  good 
results  (83%),  one  had  a fair  result.  There  were  four 
poor  results  in  three  patients.  One  patient  with  a poor 
result  had  bilateral  abductor  lurches.  All  excellent  and 
good  results  were  able  to  participate  in  sports  such  as 
golf,  swimming  and  bicycling. 

The  average  pre-operative  Iowa  hip  scale  rating  was 
65  and  the  average  rating  at  follow-up  was  90.  Twenty- 
eight  percent  of  hips  had  radiolucent  lines  at  the  ace- 
tabular bone-cement  interface,  24  patients  (25  hips) 
were  pain  free  with  daily  functional  and  light  sports 
activity.  The  excellent  results  continue  to  do  well  with 
time.  All  15  hips  with  more  than  a three  year  followup 
had  excellent  results.  Of  interest  is  that  when  failures 
occur,  they  take  place  relatively  early:  before  one  year 
in  two  hips  and  before  two-and-one-half  years  in  the 
other  two  hips.  Of  the  three  patients  (four  hips)  with 
poor  results,  two  had  acetabular  component  loosening 
and  underwent  revision  to  conventional  total  hip  re- 
placement. One  of  these  patients  had  progressive  pain 
from  mechanical  loosening ofthe  femoral  component  of 
the  contralateral  resurfaced  hip  and  underwent  a con- 
ventional total  hip  replacement  at  another  institution. 
The  third  patient  had  a femoral  neck  fracture,  necessi- 
tating conversion  to  a total  hip.  These  failures  will  be 
discussed  in  more  detail,  after  first  presenting  a typical 
excellent  result. 

This  is  a 57-year-old  male  with  degenerative  joint 
disease  of  the  left  hip  (Figure  1).  He  has  a 25  degree 
flexion  contracture,  progressive  hip  pain,  moderate 
limitation  of  hip  motion  and  ambulates  with  a cane.  AP 
and  frog  lateral  radiographs  show  marked  narrowing  of 
the  joint  space  with  sclerosis  of  the  lateral  acetabulum 
and  subchondral  cyst  formation.  Resurfacing  arthro- 
plasty was  done.  AP  and  lateral  views  on  the  left  show 
the  femoral  component  in  five  degrees  of  valgus  and 
excellent  bony  coverage  of  the  acetabular  component 
(Figure  2).  At  three  year  followup  the  radiographs  are 
unchanged ( Figure  3).  The  patient  is  pain  free,  does  not 
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Figure  1 A & B 

Radiographs  of  the  left  hip  showing  degenerative  changes  in  a 57- 
year-old  man  with  progressive  pain  and  limitation  of  functions. 


use  a cane,  and  has  full  function.  He  plays  golf 
regularly. 

Complications  included  femoral  neck  fracture,  ace- 
tabular component  loosening  and  mechanical  loosen- 
ing of  the  femoral  component.  There  were  no  infections. 
As  noted,  femoral  head  fracture  occurred  in  one  hip.  In 
this  case  the  patient  is  a 57-year-old  male  with  inflam- 
matory arthritis  and  osteoporotic  bone.  At  the  time  of 
surgery,  conventional  total  hip  replacement  was  con- 
sidered because  of  the  osteopenia.  However,  a resur- 
facing procedure  was  chosen.  The  femoral  component 
was  not  optimally  seated  and  perhaps  should  have  been 
one  size  larger  (Figure  4).  This  is  a technical  error 
which  should  be  avoided  since  femoral  neck  notching 
may  occur.  The  fracture  occurred  one  month  following 
surgery  (Figure  5).  The  patient  was  revised  to  a total 
hip. 

Documented  acetabular  component  loosening  oc- 
curred in  two  patients.  The  first  is  an  obese  38-year-old 


Figure  2 

Optimum  positioning  of  the  prosthetic  components  with  minimal 
removal  of  pelvic  bone  stock.  The  acetabulum  is  well  covered. 


Figure  3 

The  position,  of  the  components  is  unchanged  2 Vi  years  after 
surgery. 


male  who  had  degenerative  joint  disease  and  underwent 
bilateral  resurfacing  procedures  early  in  our  series.  At 
this  time  he  would  not  be  considered  a candidate  for  the 
operation.  There  was  an  acetabular  radiolucent  line 
four  months  after  surgery  with  progression  of  the  radio- 
lucency  1 1 months  later(  Figure  6).  He  functioned  well 
until  he  fell  on  his  right  hip  and  then  complained  of  an 
unstable  feeling  in  the  joint.  The  patient  was  admitted  to 
the  hospital.  An  arthrogram  was  done  and  this  showed 
extravasation  of  dye  around  the  loose  acetabular  com- 
ponent (Figure  6C).  A conventional  total  hip  replace- 
ment was  done.  The  same  patient  had  mechanical 
loosening  of  the  femoral  component  on  the  other  side. 
He  began  having  progressive  pain  in  the  left  hip  four 
months  following  the  total  hip  replacement  done  on  the 
right.  The  component  was  originally  in  a stable  valgus 
position  but  subsequently  shifted  to  a varus  position 
(Figure  6D  and  6E).  At  surgery  it  was  easily  removed 
by  hand.  He  again  underwent  total  hip  replacement  and 
is  currently  doing  well.  The  other  patient  with  acetab- 
ular component  loosening  was  obese  as  well.  The  prox- 
imal left  femur  was  severely  deformed  from  an  old 
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Figure  4 

The  femoral  component  is  not  seated  on  the  central  axis  of  the  femoral 
neck.  The  arrow  indicates  excess  femoral  neck  superiorly. 


slipped  capital  femoral  epiphysis.  A radiolucent  line 
developed  at  the  acetabular  bone  cement  interface 
within  four  months  of  surgery  and  revision  to  a conven- 
tional total  hip  replacement  was  done. 

Acetabular  bone  cement  radiolucency  was  found  in 
28%  of  hips.  However,  all  radiolucent  lines  were  less 
than  two  mm  in  width  and  all  patients,  with  the  excep- 
tion of  those  just  presented,  were  asymptomatic. 

Ectopic  bone  formed  in  6%  of  patients.  However, 
this  was  not  a clinical  problem. 

Discussion 

The  early  results  of  hip  joint  resurfacing  using  the 
Indiana  components  through  an  anterior  approach  to 
the  hip  are  encouraging.  Excellent  and  good  results 
were  present  in  83%  of  hips. 

The  anterior  approach  to  the  hip  can  be  performed 
with  minimal  soft  tissue  dissection  and  blood  loss.  The 
minimized  operative  trauma  may  decrease  the  high 
incidence  of  heterotopic  ossification  seen  in  other 
studies.  Trochanteric  osteotomy  is  avoided.  White- 
sides  used  injection  studies  of  femoral  head  and  neck 
vasculature  to  show  that  the  retinacular  vessels  con- 
tribute significantly  to  the  blood  supply  of  the  femoral 
head."  When  these  are  interrupted,  adequate  blood 


Figure  5 

Fracture  through  the  femoral  neck.  The  patient  was  a 57-year-old 
male  with  inflammatory  arthritis. 


Figure  6A 

This  38-year-old  obese  male  has  had  a hip  resurfacing  for  degenera- 
tivejoint  disease.  The  components  are  in  excellent  position,  a radiolu- 
cent line  has  developed  at  the  acetabular  bone-cement  interface  at  4 
month  followup. 

supply  through  cancellous  femoral  neck  bone  is  not 
obtained  and  avascular  necrosis  of  the  femoral  head 
may  ensue.  The  anterior  approach  as  performed  in 
these  cases  preserves  the  femoral  circumflex  vessels 
and  the  retinacular  vessels.  We  believe  that  satisfactory 
valgus  positioning  of  the  femoral  component  without 
femoral  neck  notching  and  the  removal  of  minimal 
femoral  head  bone  stock  by  use  of  the  Indiana  com- 
ponents are  important  factors  in  preventing  femoral 
neck  fracture. 

Technical  aspects  of  acetabular  preparation  include 
reaming  to  avoid  lateralization  and  to  obtain  coverage 
of  the  acetabular  prosthesis.  The  cement  anchoring 
holes  are  also  made  smaller  and  shallower  to  avoid 
areas  of  excessive  stress  deformation  of  the  thin  poly- 
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Figure  6B 

The  arrow  shows  increased  width  of  the  radiolucent  line  1 1 months 
later. 


Figure  6C 

The  acetabular  loosening  is  shown  by  extravasation  of  dye  between 
the  acetabular  component  and  the  pelvis. 

ethylene  acetabular  component  and  to  facilitate  revision 
surgery  should  it  become  necessary. 

Careful  patient  selection  is  advised.  Those  who  are 
obese  are  not  good  candidates  for  the  procedure.  In- 
flammatory arthritis  may  be  a relative  contraindication 
to  hip  resurfacing  because  of  unreliable  bone  stock. 
Severe  distortion  of  the  proximal  femur  makes  recon- 
struction difficult  since  one  needs  the  flexibility  of  vari- 
able neck  lengths  to  restore  adequate  hip  mechanics. 

The  relatively  low  failure  rate  ( 1 1 percent)  in  an  early 
experience  has  been  encouraging.  However,  a longer 
followup  will  be  of  interest. 
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Figure  6E 
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Percutaneous  Endoscopic  Gastrostomy 

Report  of  Two  Cases  and  a Review  of  the  Literature 
B.M.  VAN  LINDA,  M.D.,  R.A.  COHN,  M.D.  AND  J.J.  HAJJAR,  M.D. 


Gastrostomy  is  frequently  performed  in  patients  who 
have  a normally  functioning  gastrointestinal  tract  but 
are  unable  to  tolerate  oral  feeding.  In  1876  Verneuil 
performed  the  first  successful  gastrostomy  in  the  human 
patient. 1 Since  that  time  many  modifications  in  techni- 
que have  been  developed  in  an  effort  to  reduce  com- 
plications.2 The  purpose  of  this  communication  is  to 
report  our  initial  experience  with  a percutaneous  endo- 
scopic technique  of  gastrostomy  tube  placement. ' 

Case  Reports 

Case  #1:  The  patient,  a 90-year-old  white  male,  was  admitted  to 
the  NVAMC  on  4/9/82  with  aspiration  pneumonia.  On  physical 
examination  he  was  noted  to  be  demented,  to  have  findings  suggestive 
of  Parkinson’s  Disease  and  to  have  a deficient  gag  response  to  pharyn- 
geal stimulation.  His  hospitalization  was  prolonged  and  complicated 
by  urosepsis  and  inadequate  oral  intake.  Alimentation  was  only 
achieved  through  a nasoenteric  tube.  However,  because  of  the  need 
for  long  term  enteral  alimentation,  and  the  difficulty  encountered  in 
placing  a patient  with  a nasoenteric  tube  in  a convalescent  home,  a 
gastrostomy  was  performed  on  6/1/82  by  the  percutaneous  endo- 
scopic technique.  Enteral  alimentation  through  gastrostomy  was 
begun  48  hours  later  and  was  maintained  without  complications.  The 
patient  was  discharged  to  an  extended  care  facility  on  6/7/82. 

Case  #2:  The  patient  was  an  86-year-old  white  male  who  had  a 
prior  history  of  atherosclerotic  cardiovascular  disease  complicated 
by  congestive  heart  failure,  schizophrenia  and  Parkinson's  Disease. 
He  was  admitted  to  the  NVAMC  on  5/14/82  with  hemetemesis.  On 
admission  his  physical  examination  revealed  an  obtunded  elderly 
male  with  a decubitus  ulcer  over  his  coccyx  and  hemoccult  positive 
stools.  Chest  x-ray  demonstrated  an  infiltrate  in  the  left  lung  which 
was  presumed  to  be  secondary  to  aspiration  pneumonia.  The  day 
after  admission  he  developed  EKG  and  serum  enzyme  changes  con- 
sistent with  the  diagnosis  of  acute  inferior  wall  myocardial  infarction. 
He  also  developed  left  hemiparesis  secondary  to  a cerebrovascular 
accident.  During  his  hospital  course  his  mental  status  improved; 
however,  he  was  unable  to  tolerate  oral  feedings  because  of  aspiration 
due  to  an  inadequate  gag  response  to  pharyngeal  stimulation.  Naso- 
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enteric  tube  feeding  was  begun.  However,  because  of  the  need  for  long 
term  enteral  nutritional  therapy,  a gastrostomy  was  performed  by  the 
percutaneous  endoscopic  technique  on  6/10/82.  Tube  feeding  was 
successfully  begun  on  6/1 1/82  and  the  patient  was  discharged  to  a 
convalescent  facility  on  6/16/82. 

Technique 

The  technique  of  percutaneous  endoscopic  gastros- 
tomy has  been  previously  described, 3,45  and  was  util- 
ized by  us  with  only  slight  modifications.  Thirty 
minutes  prior  to  the  procedure  1 gm  Cefazolin  is  ad- 
ministered intravenously;  this  has  been  previously  re- 
ported to  prevent  local  wound  infection.4  With  the 
patient  in  the  standard  left  lateral  position  for  upper  gas- 
trointestinal endoscopy,  the  upper  portion  of  the  ab- 
domen is  prepped  with  Betadine  scrub  and  draped 
with  sterile  linen.  After  appropriate  sedation,  a stand- 
ard upper  gastrointestinal  endoscopy  is  performed  with 
the  GIF-Q  endoscope  (Olympus,  Medical  Instruments 
Division,  New  Hyde  Park,  NY).  We  believe  that  a 
diagnostic  endoscopy  is  indicated  prior  to  the  pro- 
cedure since  it  excludes  conditions  which  may  prevent 
the  proper  functioning  of  the  gastrostomy  such  as  gas- 
tric outlet  obstruction  or  severe  gastroesophageal  reflux 
disease.  The  anterior  abdominal  wall  is  trans- 
illuminated  while  the  stomach  is  fully  inflated  with  air. 
The  area  over  the  transilluminated  area  in  the  left  upper 
quadrant  is  then  anesthetized  with  1%  xylocaine  and  a 
16  F medicut  catheter  (Aloe  Medical,  St.  Louis,  MO) 
is  introduced  through  the  anesthetized  area  into  the 
stomach.  The  needle  is  withdrawn  and  a #2  silk  suture 
thread  is  passed  through  the  catheter  and  grasped  endo- 
scopically  with  biopsy  forceps.  The  suture  is  then 
brought  out  through  the  mouth  with  the  endoscope  and 
tied  to  a specially  prepared  16F  Pezzar  type  mushroom 
catheter(C.R.  Bard,  Inc.,  Murry  Hill,  NJ).  The  mush- 
room catheter  (Figure  1)  is  then  pulled  through  the 
mouth,  esophagus  and  stomach  so  that  the  mushroom 
tip  is  snug  against  the  anterior  gastric  wall.  The  endo- 
scope is  re- inserted  to  insure  proper  positioning  of  the 
catheter  (Figure  2);  a second  rubber  tubing  cross  bar  is 
attached  to  the  catheter  and  sutured  to  the  skin  (Figure 
3).  Tube  feeding  is  administered  the  following  day. 
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Figure  1 

Mushroom  tip  catheter  adapted  for  endoscopic  placement. 


Figure  2 

Mushroom  tip  snug  against  gastric  wall. 


Figure  3 

Gastrostomy  tube  in  place  with  rubber  tubing  cross  bar  sutured  to 
skin. 


Discussion 

Standard  feeding  gastrostomies  require  laparotomy 
and  frequently  are  done  under  general  anesthesia.6  As 
is  apparent  from  our  two  cases,  patients  who  require 
gastrostomy  are  frequently  those  who  are  least  able  to 
tolerate  the  stress  of  general  anesthesia.  Also,  com- 
plications of  gastrostomy  performed  during  laparotomy 
have  included  leakage  around  the  gastrostomy  tube, 
wound  infection,  skin  separation,  hemorrhage,  pyloric 
obstruction,  gastric  prolapse  through  the  enterostomy 
site  and  death.  The  overall  reported  complication  rates 
have  varied.  In  1956  Connar  reported  14%  nonfatal 
complications  and  6%  fatal  complications  in  125 
Stamm  gastrostomies. 6 Smith  and  F arris  observed  only 
nine  major  complications  in  2,512  temporary  gastros- 
tomies in  1961  (.3%).  More  recently  Parrish  reported 
a 3%  complication  rate  in  492  Stamm  gastrostomies. K 
Holder  noted  one  death  in  280  Stamm  gastrostomies 
(.4%)  anda6.8%  incidence ofcomplicationsinagroup 
of  pediatric  patients. 9 Webster,  using  a gastrointestinal 
anastomotic  stapler  reported  seven  major  com- 
plications in  29  patients  (24%).  In  addition,  five  pa- 
tients died  within  one  month  of  operation  ( 1 7%). 

Including  our  two  cases,  there  have  been  55  patients 


described  in  the  literature  who  have  had  a percutaneous 
endoscopic  gastrostomy. 2 3 No  deaths  have  occurred. 
There  have  been  two  major  complications  described 
(3.6%).  One  patient  developed  a leak  into  his  perito- 
neal cavity  three  weeks  after  placement  of  the  tube 
which  required  surgical  correction  and  a standard  gas- 
trostomy. 4 Another  patient,  who  had  previously  under- 
gone multiple  abdominal  laparotomies  developed  a 
gastrocolic  fistula  which  spontaneously  closed  with 
removal  of  the  gastrostomy  tube. 4 Gastroesophageal 
reflux  and  aspiration  have  not  yet  been  encountered. 
Should  this  become  a problem,  pharmacologic  ma- 
neuvers to  increase  lower  esophageal  sphincter  pres- 
sure and  increase  gastric  emptying  ( i.e.  Metaclopro- 
mide)  or  percutaneous  maneuvers  to  convert  the  gas- 
trostomy to  a jejunotomy  may  be  helpful. 12  Contrain- 
dications to  performance  of  the  procedure  include  con- 
ditions which  prevent  endoscopic  access  (i.e.  obstruct- 
ing esophageal  carcinoma),  significant  infectious, 
inflammatory  or  neoplastic  disease  of  the  anterior  wall 
of  the  stomach  or  abdominal  wall,  massive  hepatos- 
plenomegaly,  a prior  history  of  multiple  upper  abdom- 
inal surgical  procedures,  coagulopathy,  intestinal  ob- 
struction or  massive  ascites. 
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Summary 

This  report  describes  the  successful  utilization  of 
percutaneous  endoscopic  gastrostomy  in  two  elderly 
patients  who  have  had  a disturbance  in  their  pharyngeal 
gag  reflex.  Including  these  two  patients  there  are  only 
55  patients  reported  in  the  literature  on  whom  such  a 
procedure  has  been  performed.  The  mortality  rate  has 
been0.0%  and  the  complication  rateof3.6%.  This  pro- 
cedure is  believed  to  be  a safe  and  economical  alterna- 
tive to  the  standard  surgical  gastrostomy.  It  permits 
feeding  to  commence  24  hours  after  the  procedure  and 
it  does  not  require  general  anesthesia  or  laparotomy. 
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The  Daikon  Shield  Debate 

PETER  A.  GOODHUE,  M.D. 


The  Intrauterine  Device  (IUD)  continues  to  be  a 
method  of  contraception  for  over  3 million  women  in 
the  United  States.  Because  of  so  many  variables,  the 
task  of  determining  a causal  relationship  between  IUD 
use  and  pelvic  inflammatory  disease  ( PID)  is  a most 
difficult  epidemiologic  problem.  The  literature  seems  to 
have  settled  the  controversy  among  physicians  as  to 
whether  or  not  the  Daikon  Shield  is  the  real  culprit.  This 
review  of  the  literature  suggests  that  all  types  of  IUDs  in 
use  have  the  potential  to  enhance  PID. 

The  Daikon  Shield  debate  today  is  mainly  between 
attorneys  for  A.H.  Robins  and  attorneys  for  Plaintiffs 
who  claim  injury  from  PID  and  infected  pregnancies. 
The  National  Law  Journal  on  January  1 1,  1982  re- 
ported that  in  July  1 979  a jury  in  Denver,  Colorado  a- 
warded  a patient  $600,000  in  compensatory  damages 
and  $6.2  million  punitive  damages  against  A.H. 
Robins,  maker ofthe  Daikon  Shield. 1 Even  more  shock- 
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ing  was  that  already,  verdicts  and  settlements  against 
Robins  in  some  3,200  cases  have  cost  the  company 
about  $69  million.  More  than  1 .500  lawsuits  are  pend- 
ing, seeking  a total  of  $2.8  billion  in  compensatory  and 
punitive  damages  from  Robins.  In  view  of  this  informa- 
tion another  review  of  the  literature  does  not  at  all  seem 
to  be  superfluous. 

The  Early  Experience 

During  the  1920s  the  IUD  first  became  a popular 
method  of  contraception.  The  devices  were  made  of 
metal,  and  soon  condemned  by  most  physicians  be- 
cause of  many  reports  of  infections.  It  was  with  great 
trepidation  that  Gynecologists  in  the  United  States 
began  inserting  plastic  IUDs  in  the  1960s.  The  de- 
velopment of  the  Lippes  Loop(  Ortho)  was  presented  at 
the  first  International  Conference  on  Intrauterine  De- 
vices held  in  New  York  City  on  April  30,  1962.  The 
IUD  method  of  contraception  became  popular  in  the 
United  States  in  1964  after  the  Lippes  Loop  was  ap- 
proved for  general  use. 
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The  epidemiologic  studies  on  the  new  plastic  devices 
suggested  a significant  incidence  of  PID  was  not  associ- 
ated with  IUD  usage. : 3 4 

Reports  of  Infection 

Scott  in  1 968  reported  on  the  1 967  ACOG  survey  of 
the  efficacy  and  safety  of  various  IUDs. h There  were  1 0 
deaths  and  369  acute  pelvic  infections.  8 of  the  deaths 
were  related  to  severe  pelvic  infections,  and  2 deaths 
were  associated  with  infected  pregnancies.  Lippes 
Loops  and  Saf-T-Coils  (Schmid)  were  the  devices 
involved.  That  same  year,  Wright  reported  a 2 Vi  to  5 
times  incidence  of  PID  in  IUD  users  as  compared  to 
those  using  other  methods  of  contraception  in  an  indi- 
gent population. 

Our  particular  group  had  been  inserting  Lippes 
Loops  and  Saf-T-Coils  in  patients  since  1965  and  ex- 
perienced no  problem  with  pelvic  infection.  It  should  be 
noted  that  80%  of  our  patients  are  middle  class,  with  the 
remainder  comprised  of  an  equal  number  of  high  and 
low  income  patients.  We  also  were  most  liberal  in 
removing  IUDs  in  patients  with  pelvic  pain,  severe  dys- 
menorrhea or  irregular  menses. 

The  Daikon  Shield  Experience 

December,  1970,  A.H.  Robins  began  a nationwide 
distribution  of  the  Daikon  Shield.  In  1972  a product 
promotion  review  indicated  that  the  Daikon  Shield  was 
being  used  by  more  than  80%  of  all  Obstetricians  and 
Gynecologists  in  the  United  States. 8 On  November  1 1 , 
1971  our  group  received  its  first  shipment  of  Daikon 
Shields.  For  nearly  two  years  the  Daikon  Shield  was 
the  most  popular  device  used  in  the  Stamford  area. 

Clinical  experience  proved  that  the  Daikon  Shield 
was  the  one  IUD  most  likely  not  to  be  expelled.  The  dis- 
advantages were  pain  on  insertion  and  removal.  Many 
of  my  patients,  especially  those  who  were  nulliparous, 
experienced  syncopal  attacks  on  insertion.  Our  clinical 
experience  was  also  that  the  contraceptive  failure  rate 
was  greater  than  the  reported  1 . 1%. 9 For  these  reasons 
we  stopped  inserting  Daikon  Shields.  Pelvic  infection 
was  not  at  all  a determining  factor  in  abandoning  the  use 
of  the  Daikon  Shield.  An  invoice  review  reveals  that  on 
March  22,  1974  15  packages  of  Daikon  Shields  were 
returned  to  A.H.  Robins.  We  soon  received  our  first 
order  of  Copper  7 IUDs  ( Searle),  and  with  few  excep- 
tions we  have  used  that  particular  device  until  the  pre- 
sent time. 

A most  damaging  study  for  the  Daikon  Shield  ap- 
peared in  June  1974.  Christian  reported  5 midtrimester 
maternal  deaths,  and  7 cases  of  septic  abortion  associ- 
ated with  IUD  usage. 10  The  Daikon  Shield  was  in- 
volved in  10  cases  and  2 cases  involved  the  Lippes 
Loop.  This  report  caused  suspicion  that  there  may  be 
something  about  the  design  of  the  Daikon  Shield  that 
allows  dissemination  of  infection.  Our  reaction  to  this 
information  was  to  recommend  removal  of  all  types  of 


IUD  devices  in  nulliparous  patients.  Multiparous  pa- 
tients were  allowed  to  continue  wearing  all  types  of 
IUD  including  the  Daikon  Shield.  They  were  cautioned 
to  report  a missed  menses,  irregular  bleeding,  pelvic  or 
abdominal  pain  and  fever  of  unknown  origin  so  that  the 
device  could  be  removed.  In  accordance  with  an 
ACOG  Technical  Bulletin  published  in  September 
1974,  we  did  not  require  that  any  inert  plastic  IUD  be 
removed  and  replaced  at  any  specific  interval  of  time  in 
the  asymptomatic  patient. 

The  coup  de  grace  for  the  Daikon  Shield  occurred  in 
1975  when  Tatum  et.  al.  demonstrated  by  in  vitro 
studies  that  the  multifilament  tail  of  the  Daikon  Shield 
was  different  from  tails  of  other  IUDs. 13  They  per- 
formed an  experiment  employing  a petroleum  jelly 
barrier  to  represent  cervical  mucous.  Bacteria  ascen- 
ded the  multifilament  tail  of  the  Daikon  Shield,  but  not 
the  monofilament  tail  of  the  Lippes  Loop,  Saf-T-Coil  or 
Copper  7. 

June  28,  1 974  Robins  voluntarily  suspended  domes- 
tic distribution  of  the  Daikon  Shield  at  the  request  of  the 
Food  and  Drug  Administration.  There  was,  however, 
no  recall  of  the  device  until  September.  1980. 

PID  May  Be  Associated  With  All  IUDs 

Further  studies  in  the  1 970s  caused  many  to  question 
why  the  Daikon  Shield  was  singled  out  to  receive  such 
bad  press.  Targum  and  Wright  in  1974  reported  PID 
rates  that  ranged  from  1%  per  year  among  advantaged 
patients  to  as  high  as  8%  among  disadvantaged  pa- 
tients.1 ' All  their  cases  were  associated  with  Lippes 
Loops,  Majzlin  Springs,  and  Saf-T-Coils.  No  Daikon 
Shields  were  involved.  They  also  estimated  that  the 
death  rate  among  IUD  users  is  less  than  1 per  100.000 
women  years  use.  That  figure  compared  favorably  with 
the  risk  of  fatal  pulmonary  or  cerebral  thromboem- 
bolism among  oral  contraceptive  users.  Other  papers 
reported  infected  ovarian  cysts  and  tubo-ovarian  ab- 
scesses with  various  types  of  IUD. 141  lh 

Schiffer  et.  al.  in  1975  reported  10  patients  with 
actinomycosis  infections  associated  with  intrauterine 
devices. 1 8 of  the  devices  were  Majzlin  Springs,  1 a 
Bimberg  Bow  and  the  other  a Lippes  Loop.  Dr.  Schiffer 
in  a recent  personal  communication  suggested  that  the 
large  number  of  Majzlin  Springs  in  his  study  was  rela- 
tive to  the  frequency  of  the  use  of  the  device  in  his  com- 
munity of  patients.  Kahn  in  1975  reported  5 deaths 
associated  with  an  IUD. 18  4 were  related  to  severe 
infection,  and  1 to  a cardiac  arrest  at  the  time  of  laparo- 
tomy to  remove  an  IUD  that  had  perforated  the  uterus. 
The  types  of  IUDs  involved  were  2 Lippes  Loops,  2 
Saf-T-Coils  and  1 Daikon  Shield.  It  is  important  to  note 
that  Dr.  Kahn  estimated  the  mortality  associated  with 
IUDs  to  be  lower  than  that  attributable  to  combination 
oral  contraceptives. 

Mead  et.  al.  in  1976  reported  a series  of  patients  in 
which  septic  abortion  occurred  in  association  with  the 
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Daikon  Shield. 14  They  found,  however,  in  the  same 
population  that  Gynecologic  IUD  associated  infec- 
tions occurred  with  various  types  of  devices  relative  to 
the  frequency  with  which  each  IUD  was  used.  This 
same  year  Westrom  and  Associates  reported  515  pa- 
tients using  IUDs,  with  laparoscopically  verified  sal- 
pingitis. 20  They  found  a 6.9  times  increased  risk  of  PID 
among  nulligravid  IUD  users  and  a 1 .7  times  increased 
risk  among  previously  gravid  users.  None  of  these 
Swedish  women  were  using  the  Daikon  Shield. 

An  extensive  study  in  1977  by  Eschenbach  and 
colleagues  concluded  that  IUD  users  have  a 4.4  times 
greater  risk  of  developing  PID  than  nonusers,  and  no 
particular  type  of  device  was  found  to  be  dispropor- 
tionately associated  with  PID. :i  The  higher  risk  of  PID 
among  nulligravid  women  than  among  previously 
gravid  women  confirmed  the  findings  of  Westrom. 

At  this  time  some  Gynecologists  questioned  whether 
or  not  long  term  use  of  an  IUD  might  increase  the 
incidence  of  infection.  An  ACOG  Technical  Bulletin  in 
1 976  once  again  stated  that  the  inert  IUD  had  no  time 
limit  for  use. 22  In  1977  Kaye  reported  on  the  long  term 
safety  of  the  IUD,  and  the  results  of  his  study  suggested 
that  IUDs  can  provide  a safe  and  effective  long  term 
method  of  contraception  in  his  practice. 21  He  placed 
arbitrarily  a 10  year  limit  on  continuous  IUD  use. 

The  High  Risk  Patient  Is  Defined 

Five  papers  in  1978  and  1 979  defined  high  risk  pa- 
tients using  the  IUD. 24  25  26  27  2X  The  young,  nulliparous 
sexually  active  patient  with  more  than  one  sexual  part- 
ner, and  of  the  lower  socioeconomic  strata  is  at  the 
highest  risk  for  developing  PID  when  using  IUD  con- 
traception. 

In  sharp  contrast  to  these  studies  Thaler  et.  al.  in 
1 978  reported  an  experience  with  a population  of  IUD 
users  in  Israel. 24  The  main  finding  of  the  study  was  that 
there  was  no  significantly  higher  proportion  of  first  PID 
cases  currently  wearing  IUDs  compared  to  controls. 
They  did  point  out  that  when  using  the  routine  diagnos- 
tic criteria  for  PID  (e.g.  37.7°  fever  or  more,  abdominal 
pain,  cervical  tenderness,  vaginal  discharge,  abdominal 
bleeding  and  adnexal  mass)  one  can  expect  at  best  an 
accuracy  of  65%.  One  must  remember  that  IUD  users 
can  present  with  PID  symptoms  and  have  other  gyn- 
ecological pathology  such  as  ovarian  cysts,  infarcted 
uterine  leiomyomata  and  endometriosis. 

Other  Clarifying  Reports 

Purreret.  al.  in  1979  published  a second  in  vitro  study 
on  IUD  tails  exposed  to  pathogenic  bacteria.20  This 
study  was  in  complete  disagreement  with  the  con- 
clusions of  Tatum  that  condemned  the  multifilament 
tail  of  the  Daikon  Shield.  The  experiment  studied  IUD 
tails  coated  with  human  cervical  mucous  rather  than  the 
petroleum  jelly  used  in  the  Tatum  study.  They  con- 
cluded that  the  use  of  the  multifilament  or  monofila- 
ment tails  of  an  IUD  provides  a potential  route  for  the 
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development  of  PID. 

Edelman  in  1980  concluded  that  the  available  evi- 
dence suggests  that  although  there  is  an  increased  risk 
of  PID  among  IUD  users,  the  magnitude  of  the  risk  is 
small.  1 Otherfactors  such  as  a woman's  life-style,  may 
have  a greater  influence  on  the  risk  of  PID  than  the  IUD 
per  se.  To  date  questions  of  whether  all  types  of  IUDs 
are  associated  with  similar  rates  of  PID  has  not  been 
resolved. 

Summary 

The  Daikon  Shield  debate  is  no  longer  of  clinical 
significance,  but  it  is  certainly  still  of  legal  importance. 
This  review  of  the  literature  suggests  that  the  Daikon 
Shield  was  in  fact  not  associated  with  a dispropor- 
tionately large  number  of  cases  of  PID  as  compared  to 
other  IUDs.  A particular  IUD  may  appear  to  be  associ- 
ated with  a greater  incidence  of  PID  because  it  is  em- 
ployed more  in  a given  population  of  patients.  Recent 
clinical  and  in  vitro  studies  have  shown  that  any  type  of 
IUD  with  a tail  may  enhance  the  possibility  of  PID. 
The  nulliparous  patient  with  multiple  sexual  partners 
has  been  defined  as  especially  high  risk  for  PID  when 
using  IUD  contraception.  These  patients  have  a greater 
exposure  to  Gonococcous  and  other  pathogens.  The 
increased  risk  of  PID  in  the  high  risk  patient  should  not 
be  generalized  to  include  all  IUD  users.  Possibly  the 
“sexual  revolution"  rather  than  negative  effects  of  the 
IUD  is  the  real  culprit. 
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AMA  WILL  ASK  JCAH  TO  DEFER  FINAL  ACTION  on  the  proposed  revisions  of  the 
standards  in  its  Accreditation  Manual  for  Hospitals.  The  Board  of  Trustees  decided  that 
the  postponement  was  needed  to  allow  for  a full  and  open  discussion  by  the  AMA  House 
of  Delegates  at  its  annual  meeting  in  June.  The  Board  also  urged  the  Joint  Commission  on 
the  Accreditation  of  Hospitals  to  assure  that  physicians  would  have  a majority  on  hospital 
executive  committees  in  acute  care  general  hospitals. 

One  of  the  revisions  in  the  JCAH  standards  would  change  the  name  of  the 
“medical  staff”  section  in  the  current  manual  to  the  “organized  staff”  section 
because  of  antitrust  considerations.  An  alternative  would  be  to  continue  using 
“medical  staff”  and  include  all  licensed  nonphysicians  under  that  rubric. 

The  JCAH  is  the  defendant  in  antitrust  lawsuits  alleging  that  the  existing  standards  exclude 
licensed  nonphysician  professionals  who  are  authorized  under  state  law  to  provide  services 
in  hospitals.  The  commission's  parent  organizations — the  AMA.  American  Hospital  Assn., 
American  College  of  Surgeons.  American  College  of  Physicians,  and  American  Dental 
Assn. — are  not  only  responsible  for  the  cost  of  litigation,  but  could  also  be  held  liable  for 
damages  if  the  plaintiffs  are  successful. 

The  proposed  standards  are  more  flexible  than  the  current  standards.  As  a 
result,  hospitals  could  not  use  the  JCAH  manual  as  a defense  for  excluding 
certain  applicants. 

In  a related  decision,  the  board  took  issue  with  a change  specifying  that  the  hospital 
executive  committee  must  be  composed  of  “physicians  and  other  members  of  the  organized 
staff.”  The  AMA  board  suggested  that  the  phrasing  be  deleted,  and  the  following  sentence 
be  inserted:  “In  acute  care  general  hospitals,  the  majority  of  the  members  of  the  executive 
committee  are  fully  licensed  physicians  actively  practicing  in  the  hospital.” 

— AMA  Newsletter,  Vol.  15,  No.  7,  Feb.  14,  1983 
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Why  do  more  than  2,700  Connecticut  physicians 
participate  in  the  Century  Plan? 


1 


They  got  to  the  heart  of  the  matter. 


What  they  discovered  impressed  them.  Like  Blue 
Cross  & Blue  Shield's  annual  program  for  updating 
the  schedule  of  professional  services.  And  a realistic 
new  charge  formula  to  determine  equitable  allow- 
ances. They  also  liked  the  Blue  Cross  & Blue  Shield 
policy  of  paying  Century  Plan  participating  providers 
directly  for  covered  services. 

Further  examination  revealed  Blue  Cross  & Blue 
Shield  finances  the  health  care  of  almost  1.6  million 
subscribers  in  Connecticut.  This  becomes  espe- 
cially significant  during  a tight  economy  when  cost- 


conscious subscribers  tend  to  select  participating 
providers. 

Why  do  more  than  2,700  Connecticut  physi-l 
cians  participate  in  the  Century  Plan?  One  reason  is 
the  prognosis  is  excellent. 

Blue  Cross 
Blue  Shield 

of  Connecticut 

The  Century  Plan  — nothing  covers  better. 


Prevention  of  Bacterial  Endocarditis 


EDWARD  L.  KAPLAN,  M.D.,  CHAIRMAN;  BASCOM  F.  ANTHONY,  M.D., 
ALAN  BISNO,  M.D.,  DAVID  DURACK,  M.B.,  D.PHIL.,  HAROLD  HOUSER,  M.D., 
H.  DEAN  MILLARD,  D.D.S.,  JAY  SANFORD,  M.D., 

STANFORD  T.  SHULMAN,  M.D.,  MAX  STILLERMAN,  M.D., 
ANGELO  TARANTA,  M.D.,  NANETTE  WENGER,  M.D. 


Bacterial  endocarditis  remains  one  of  the  most  serious 
complications  of  cardiac  disease.  The  morbidity  and 
mortality  remain  significant  despite  advances  in  anti- 
microbial therapy  and  cardiovascular  surgery.  This  in- 
fection occurs  most  often  in  patients  with  structural 
abnormalities  of  the  heart  or  great  vessels.  Effective 
measures  for  prevention  of  this  infection  by  physicians 
and  dentists  are  highly  desirable. 

Dental  treatment,  or  surgical  procedures  or  instru- 
mentation involving  the  upper  respiratory  tract,  geni- 
tourinary tract,  or  lower  gastrointestinal  tract,  may  be 
associated  with  transitory  bacteremia.  Bacteria  in  the 
bloodstream  may  lodge  on  damaged  or  abnormal 
valves  such  as  are  found  in  rheumatic  or  congenital 
heart  disease  or  on  endocardium  near  congenital  ana- 
tomic defects,  causing  bacterial  endocarditis  or  endar- 
teritis. However,  it  is  not  possible  to  predict  specific 
patients  with  structural  heart  disease  in  whom  this  in- 
fection will  occur,  nor  the  specific  causal  event. 

Prophylaxis  is  recommended  in  those  situations  most 
likely  to  be  associated  with  bacteremia  since  bacterial 
endocarditis  cannot  occur  without  a preceding  bac- 
teremia. Certain  patients  (e.g.,  those  with  prosthetic 
heart  valves)  appear  to  be  at  higher  risk  to  develop 
endocarditis  than  are  others  (e.g.,  those  with  mitral 
valve  prolapse  syndrome).  Likewise,  certain  dental 
(e.g.,  extractions)  and  surgical  (e.g.,  genito-urinary 
tract  surgery)  procedures  appear  to  be  much  more 
likely  to  initiate  significant  bacteremia  than  are  others. 


AHA  Committee  Report:  This  is  a statement  prepared  by  the 
Committee  on  Prevention  of  Rheumatic  Fever  and  Bacterial  Endo- 
carditis of  the  American  Heart  Association. 

Circulation , Volume  56,  Supplement  I,  pp  139A-143A,  July 
1977:  by  permission  of  the  American  Heart  Association. 


These  factors,  although  difficult  to  quantitate,  have 
been  considered  in  developing  these  recommendations. 

Since  there  have  been  no  controlled  clinical  trials, 
adequate  data  for  comparing  various  methods  for  pre- 
vention of  endocarditis  in  man  are  not  available.  How- 
ever, an  experimental  animal  model  permitting  consis- 
tent induction  of  bacterial  endocarditis  with  microor- 
ganisms which  often  cause  the  infection  in  man  has 
allowed  experimental  evaluation  of  both  prophylaxis 
and  treatment.  Data  from  these  studies,  although  de- 
rived from  animal  rather  than  clinical  investigations, 
represent  the  only  direct  information  on  the  efficacy  of 
prophylaxis  that  is  presently  available.  This  informa- 
tion has  influenced  formulation  of  the  current  recom- 
mendations. The  significant  morbidity  and  mortality 
associated  with  infective  endocarditis  and  the  paucity 
of  conclusive  clinical  studies  emphasize  the  need  for 
continuing  research  into  the  epidemiology,  pathogen- 
esis, prevention,  and  therapy  of  infective  endocarditis. 

When  selecting  antibiotics  for  bacterial  endocar- 
ditis prophylaxis  one  should  consider  both  the  variety 
of  bacteria  that  is  likely  to  enter  the  blood  stream  from 
any  given  site  and  those  organisms  most  likely  to  cause 
this  infection.  Certain  species  of  microorganisms  cause 
the  majority  of  cases  of  infective  endocarditis,  and  their 
antimicrobial  sensitivity  patterns  have  been  defined. 
The  present  recommendations  are  based  on  a review  of 
available  information  about  the  organisms  responsible 
for  endocarditis  including  their  in  vivo  and  in  vitro 
sensitivity  to  specific  antibiotics  and  the  pharmaco- 
kinetics of  these  drugs. 

In  general  .parenteral  administration  of  antibiotics 
provides  more  predictable  blood  levels  and  is  preferred 
when  practical,  especially  for  patients  thought  to  be  at 
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high  risk.  Optimal  prophylaxis  requires  close  coopera- 
tion between  physicians,  and  between  physicians  and 
dentists. 

Dental  Procedures  and  Upper  Respiratory  Tract 
Surgical  Procedures 

Patients  at  risk  to  develop  infective  edocarditis 
should  maintain  the  highest  level  of  oral  health  to 
reduce  potential  sources  of  bacterial  seeding.  Even  in 
the  absence  of  dental  procedures,  poor  dental  hygiene 
or  other  dental  disease  such  as  periodontal  or  peria- 
pical infections  may  induce  bacteremia.  Patients  with- 
out natural  teeth  are  not  free  from  the  risk  of  bacterial 
endocarditis.  Ulcers  caused  by  ill-fitting  dentures  should 
be  promptly  cared  for  since  they  may  be  a source  of 
bacteremia. 

Antibiotic  prophylaxis  is  recommended  with  all 
dental  procedures  (including  routine  professional  clean- 
ing) that  are  likely  to  cause  gingival  bleeding.  Chemo- 
prophylaxis for  dental  procedures  in  children  should  be 
managed  in  a similar  manner  to  the  way  in  which  it  is 
handled  in  adults.  Although  not  a procedure,  one  ex- 
ception to  this  is  the  spontaneous  shedding  of  decidu- 
ous teeth;  there  are  no  data  to  suggest  a significant  risk 
of  bacteremia  accompanying  this  common  event. 

Devices  which  utilize  water  under  pressure  to  clean 
between  teeth,  and  dental  flossing  may  improve  dental 
hygiene,  but  they  also  have  been  shown  to  cause  bac- 
teremia. However,  bacterial  endocarditis  associated 
with  the  use  of  these  devices  has  not  been  reported. 
Present  data  are  insufficient  to  make  firm  recommen- 
dations with  regard  to  their  use  in  patients  susceptible 
to  endocarditis.  However  caution  is  advised  in  their  use 
by  patients  with  cardiac  defects,  especially  when  oral 
hygiene  is  poor. 


Several  studies  suggest  that  local  gingival  degerm- 
ing  immediately  preceding  a dental  procedure  provides 
some  degree  of  protection  against  bacteremia.  How- 
ever, use  of  this  technique  is  controversial,  since  gingi- 
val sulcus  irrigation  itself  could  theoretically  induce 
bacteremia.  If  local  degerming  is  employed,  it  should 
be  used  only  as  an  adjunct  to  antibiotic  prophylaxis. 

Since  alpha  hemolytic  streptococci  (e.g. , viridans 
streptococci)  are  the  organisms  most  commonly  impli- 
cated in  bacterial  endocarditis  following  dental  proce- 
dures. antibiotic  prophylaxis  should  be  specifically 
directed  toward  them.  Certain  procedures  on  the  upper 
respiratory  tract  (e.g.,  tonsillectomy  or  adenoidec- 
tomy,  bronchoscopy — especially  with  a rigid  broncho- 
scope— and  surgical  procedures  involving  respiratory 
mucosa)  also  may  cause  bacteremia.  Since  bacteria 
entering  the  blood  stream  after  these  procedures  usu- 
ally have  similar  antibiotic  sensitivities  to  those  re- 
covered following  dental  procedures,  the  same  regi- 
mens are  recommended. 

The  following  table  contains  suggested  regimens  for 
chemoprophylaxis  for  dental  procedures,  or  surgical 
procedures  and  instrumentation  of  the  upper  respira- 
tory tract.  The  order  of  listing  does  not  imply  superi- 
ority of  one  regimen  over  another  although  parenteral 
administration  is  favored  when  practical.  The  commit- 
tee also  favors  the  combined  use  of  penicillin  and  strep- 
tomycin or  the  use  of  vancomycin  in  the  penicillin 
allergic  patient  ( regimen  B ) in  those  patients  felt  to  be  at 
high  risk  (e.g. , prosthetic  valves). 

For  Dental  Procedures  and  Surgery  of  the 
Upper  Respiratory  Tract 
Regimen  A— Penicillin 

1.  Parenteral-oral  combined: 


Prophylaxis  for  Dental  Procedures  and  Surgical  Procedures  of  the  Upper  Respiratory  Tract 


Most  congenital  heart  disease;3 
rheumatic  or  other  acquired 
valvular  heart  disease;  idio- 
pathic hypertrophic  subaortic 
stenosis;  mitral  valve4  prolapse 
syndrome  with  mitral  insufficiency. 

Prosthetic 
heart  valves5 

All  dental  procedures  that  are  likely 

Regimen 

Regimen 

to  result  in  gingival  bleeding.1'2 

A or  B 

B 

Surgery  or  instrumentation  of  the 

Regimen 

Regimen 

respiratory  tract.6 

A or  B 

B 

1 . Does  not  include  shedding  of  deciduous  teeth. 

2.  Does  not  include  simple  adjustment  of  orthodontic  appliances. 

3.  E.g.,  ventricular  septal  defect,  tetralogy  of  Fallot,  aortic  stenosis,  pulmonic  stenosis,  complex 
cyanotic  heart  disease,  patent  ductus  arteriosus  or  systemic  to  pulmonary  artery  shunts.  Does  not 
include  uncomplicated  secundum  atrial  septal  defect 

4.  Although  cases  of  infective  endocarditis  in  patients  with  mitral  valve  prolapse  syndrome  have 
been  documented,  the  incidence  appears  to  be  relatively  low  and  the  necessity  for  prophylaxis  in 
all  of  these  patients  has  not  yet  been  established. 

5 . Some  patients  with  a prosthetic  heart  valve  in  whom  a high  level  of  oral  health  is  being  maintained 
may  be  offered  oral  antibiotic  prophylaxis  for  routine  dental  procedures  except  the  following; 
parenteral  antibiotics  are  recommended  for  patients  with  prosthetic  valves  who  require  extensive 
dental  procedures,  especially  extractions,  or  oral  or  gingival  surgical  procedures. 

6.  E.g.,  tonsillectomy,  adenoidectomy,  bronchoscopy,  and  other  surgical  procedures  of  the  upper 
respiratory  tract  involving  disruption  of  the  respiratory  mucosa.  (See  text). 
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Adults:  Aqueous  crystalline  penicillin  G ( 1 ,000,000 
units  intramuscularly)  mixed  with  Procaine  Penicillin 
(7(600,000  units  intramuscularly).  Give  30  minutes  to 
1 hour  prior  to  procedure  and  then  give  penicillin  V 
(formerly  called  phenoxymethyl  penicillin)  500  mg 
orally  every  6 hours  for  8 doses,  f 
Children:*  Aqueous  crystalline  penicillin  G ( 30,000 
units/kg  intramuscularly)  mixed  with  Procaine  Peni- 
cillin G (600,000  units  intramuscularly).  Timing  of 
doses  for  children  is  the  same  as  for  adults.  For  chil- 
dren less  than  60  lbs.  the  dose  of  penicillin  V is  250  mg 
orally  every  6 hours  for  8 doses,  t 
2.  Oral:% 

Adults:  Penicillin  V (2.0  gm  orally  30  minutes  to  1 
hour  prior  to  the  procedure  and  then  500  mg  orally 
every  6 hours  for  8 doses),  f 

Children:*  Penicillin  V(2.0  gm  orally  30  minutes  to 
1 hour  prior  to  procedure  and  then  500  mg  orally  every 
6 hours  for  8 doses,  t For  children  less  than  60  lbs.  use 
1.0  gm  orally  30  minutes  to  one  hour  prior  to  the 
procedure  and  then  250  mg  orally  every  6 hours  for  8 
doses),  f 

For  Patients  Allergic  to  Penicillin: 

Use  either  Vancomycin  (see  Regimen  B) 
or  use 

Adults:  Erythromycin  (1.0  gm  orally  U/2-2  hours 
prior  to  the  procedure  and  then  500  mg  orally  every  6 
hours  for  8 doses),  f 

Children:  Erythromycin,  (20  mg/kg  orally  U/2-2 
hours  prior  to  the  procedure  and  then  1 0 mg/kg  every  6 
hours  for  8 doses),  t 

Regimen  B— Penicillin  plus  Streptomycin 

Adults:  Aqueous  crystalline  penicillin  G (1,000,000 
units  intramuscularly) 

mixed  with 

Procaine  penicillin  G(  600,000  units  intramuscularly) 
plus 

Streptomycin  ( 1 gm  intramuscularly).  Give  30  min- 
utes to  1 hour  prior  to  the  procedure;  then  penicillin  V 
500  mg  orally  every  6 hours  for  8 doses,  f 
Children.-*  Aqueous  crystalline  penicillin  G{  30,000 
units/kg  intramuscularly) 

mixed  with 

Procaine  penicillin  G(  600,000  units  intramuscularly) 
plus 

Streptomycin  (20  mg/kg  intramuscularly).  Timing  of 
doses  for  children  is  the  same  as  for  adults.  For  children 
less  than  60  lbs.  the  recommended  oral  dose  of  penicil- 
lin V is  250  mg  every  6 hours  for  8 doses,  f 
For  Patients  Allergic  to  Penicillin: 

Adults:  Vancomycin  ( 1 gm  intravenously  over  30 
minutes  to  1 hour).  Start  initial  vancomycin  infusion  Vi 
to  1 hour  prior  to  procedure;  then  erythromycin  500  mg 
orally  every  6 hours  for  8 doses,  f 


Children:*  Vancomycin  (20  mg/kg  intravenously 
over  30  minutes  to  1 hour).**  Timing  of  doses  for  chil- 
dren is  the  same  as  for  adults.  Erythromycin  dose  is  1 0 
mg/kg  every  6 hours  for  8 doses,  t 

Footnotes  to  Regimens: 

t In  unusual  circumstances  or  in  the  case  of  delayed  healing,  it  may 
be  prudent  to  provide  additional  doses  of  antibiotics  even  though 
available  data  suggest  that  bacteremia  rarely  persists  longer  than 
1 5 minutes  after  the  procedure.  The  physician  or  dentist  may  also 
choose  to  use  the  parenteral  route  of  administration  for  all  of  the 
doses  in  selected  situations. 

* Doses  for  children  should  not  exceed  recommendations  for 
adults  for  a single  dose  or  for  a 24-our  period. 

**  For  vancomycin  the  total  dose  for  children  should  not  exceed  44 
mg/kg/24  hours. 

t For  those  patients  receiving  continuous  oral  penicillin  for 
secondary  prevention  of  rheumatic  fever,  alpha  hemolytic  strep- 
tococci which  are  relatively  resistant  to  penicillin  are  occasional- 
ly found  in  the  oral  cavity.  While  it  is  likely  that  the  doses  of 
penicillin  recommended  in  regimen  A are  sufficient  to  control 
these  organisms,  the  physician  or  dentist  may  choose  one  of  the 
suggestions  in  Regimen  B or  may  choose  oral  erythromycin. 

Genitourinary  Tract  and  Gastrointestinal  Tract 
Surgery  or  Instrumentation 

Bacteremia  may  be  caused  by  surgery  or  instrumen- 
tation of  the  genitourinary  tract  (especially  urethral  or 
prostatic  manipulations,  including  urethral  catheteri- 
zation whether  the  urine  is  infected  or  not).  It  may  also 
accompany  surgery  and  instrumentation  of  the  lower 
gastrointestinal  tract  and  of  the  gall  bladder,  and  may 
be  associated  with  obstetrical  infections  such  as  septic 
abortion  or  peri-partum  infection.  Documented  cases 
of  bacterial  endocarditis  have  been  recorded  following 
these  procedures  and  antibiotic  prophylaxis  to  prevent 
this  infection  should  be  employed. 

Endocarditis  following  uncomplicated  vaginal  de- 
livery is  extremely  rare;  the  necessity  for  antibiotic 
prophylaxis  has  not  been  firmly  established.  Likewise, 
upper  gastrointestinal  endoscopy  (without  biopsy), 
percutaneous  liver  biopsy,  protoscopy,  sigmoidoscopy, 
barium  enema,  pelvic  examination,  dilatation  and 
curettage  of  the  uterus,  and  uncomplicated  insertion  or 
removal  of  intrauterine  devices  (IUDs) — although  oc- 
casionally associated  with  bacteremia — have  only  very 
rarely,  if  ever,  been  associated  with  development  of  in- 
fective endocarditis.  Based  upon  currently  available 
evidence,  they  do  not  require  antibiotic  prophylaxis  in 
most  patients  with  underlying  heart  disease.  However, 
since  the  patient  with  a prosthetic  valve  appears  to  be  at 
especially  high  risk,  it  may  be  wise  to  administer  anti- 
biotic prophylaxis  with  these  procedures.  This  empiric 
recommendation  is  based  more  upon  concern  than 
definitive  data. 

Enterococci  ( e.g Streptococcus  fecalis)  are  fre- 
quently responsible  for  endocarditis  following  geni- 
tourinary tract  and  gastrointestinal  tract  surgery  or 
instrumentation.  Although  bacteremia  and  even  sepsis 
with  gram-negative  bacteria  may  follow  instrumenta- 
tion of  the  genitourinary  tract  or  gastrointestinal  tract. 
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these  organisms  only  rarely  cause  bacterial  endocardi- 
tis. Thus,  antibiotic  prophylaxis  to  prevent  endocardi- 
tis following  these  procedures  should  be  directed 
primarily  against  enterococci.  Because  these  proce- 
dures are  usually  performed  in  a hospital  or  clinic, 
parenteral  antibiotics  are  recommended. 

Suggested  antibiotic  regimens  for  gastrointestinal 
and  genitourinary  tract  surgery  and  instrumentation 
are  shown  below. 

For  Gastrointestinal  and  Genitourinary  Tract 
Surgery  and  Instrumentation  $ 

Adults:  Aqueous  crystalline  penicillin  G ( 2,000,000 
units  intramuscularly  or  intravenously) 

or 

Ampicillin  ( 1.0  gm  intramuscularly  or  intravenously) 
plus 

Gentamicin  1 1.5  m^kg,  (not  to  exceed  80  mg)  intra- 
muscularly or  intravenously] 

or 

Streptomycin  (1.0  gm,  intramuscularly). 

Give  initial  doses  30  minutes  to  1 hour  prior  to 
procedure.  If  gentamicin  is  used  then  give  a similar 
dose  of  gentamicin  and  penicillin  ( or  ampicillin)  every 
8 hours  for  two  additional  doses,  t If  streptomycin  is 
used  then  give  a similar  dose  of  streptomycin  and  peni- 
cillin (or  ampicillin)  every  1 2 hours  for  two  additional 
doses,  f 

Children:*  Aqueous  crystalline  penicillin  G ( 30,000 
units/kg  intramuscularly  or  intravenously) 

or 

Ampicillin  (50  mg/kg  intramuscularly  or  intravenously) 
plus 

Gentamicin  (2.0  mg/kg  intramuscularly  or  intraven- 
ously) 

or 

Streptomycin  (20  mg/kg  intramuscularly).  Timing  of 
doses  for  children  is  the  same  as  for  adults,  t 
For  Those  Patients  who  are  Allergic  to  Penicillin  f 
Adults:  Vancomycin  (1.0  gm  intravenously  given 
over  30  minutes  to  1 hour) 
plus 

Streptomycin  ( 1 .0  gm  intramuscularly).  A single  dose 
of  these  antibiotics  begun  30  minutes  to  one  hour  prior 
to  the  procedure  is  probably  sufficient,  but  the  same 
dose  may  be  repeated  in  12  hours,  t 

Children:*  Vancomycin**  (20  mg/kg  given  intra- 
venously over  30  minutes  to  1 hour) 
plus 

Streptomycin  (20  mg/kg  intramuscularly).  Timing  of 
doses  for  children  is  the  same  as  for  adults,  t 
Footnotes: 

t During  prolonged  procedures,  or  in  the  case  of  delayed  healing,  it 
may  be  necessary  to  provide  additional  doses  of  antibiotics.  For 


brief  outpatient  procedures  such  as  uncomplicated  catheteriza- 
tion of  the  bladder  one  dose  may  be  sufficient. 

* Doses  for  children  should  not  exceed  recommendations  for 
adults  for  a single  dose  or  for  a 24  hour  period. 

**  For  vancomycin  the  total  dose  for  children  should  not  exceed  44 
mg/kg/24  hours. 

t In  patients  with  significantly  compromised  renal  function,  it  may 
be  necessary  to  modify  the  dose  of  antibiotics  used.  Some  of  these 
doses  may  exceed  manufacturer’s  recommendations  for  a 24 
hour  period.  However,  since  they  are  only  recommended  for  a 24 
hour  period  in  most  cases,  it  is  unlikely  that  toxicity  will  occur. 

Cardiac  Surgery 

Patients  undergoing  cardiac  surgery  utilizing  ex- 
tracorporeal circulation — especially  those  requiring 
placement  of  prosthetic  heart  valves  or  needing  pros- 
thetic intravascular  or  intracardiac  materials— are  at 
risk  to  develop  infective  endocarditis  in  the  periopera- 
tive and  postoperative  periods.  Because  the  morbidity 
and  mortality  of  infective  endocarditis  in  such  patients 
are  high,  maximal  preventive  efforts  are  indicated, 
including  the  use  of  prophylactic  antibiotics. 

Early  postoperative  infective  endocarditis  follow- 
ing these  surgical  procedures  is  most  often  due  to 
Staphylococcus  aureus  (coagulase  positive)  or 
Staphylococcus  epidermidis  (coagulase  negative). 
Streptococci,  gram  negative  bacteria,  and  fungi  are  less 
frequently  responsible.  No  single  antibiotic  regimen  is 
effective  against  all  these  organisms.  Furthermore,  the 
prolonged  use  of  broad  spectrum  antibiotics  may  itself 
predispose  to  superinfection  with  unusual  or  highly 
resistant  microorganisms.  Therefore,  antibiotic  pro- 
phylaxis at  the  time  of  open  heart  surgery  should  be 
directed  primarily  against  staphylococci  and  should  be 
of  short  duration.  The  choice  of  antibiotic  should  be 
influenced  by  each  individual  hospital's  antibiotic 
sensitivity  data,  but  penicillinase  resistant  penicillins 
or  cephalosporin  antibiotics  are  most  often  selected. 
Antibiotic  prophylaxis  should  be  started  shortly  be- 
fore the  operative  procedure  and  usually  is  continued 
for  no  more  than  three  to  five  days  post-operatively  to 
reduce  the  likelihood  of  emergence  of  resistant  micro- 
organisms. The  physician  or  surgeon  should  consider 
the  effects  of  cardiopulmonary  bypass  on  serum  anti- 
biotic levels  and  time  the  doses  accordingly. 

Careful  pre-operative  dental  evaluation  is  recom- 
mended so  that  any  required  dental  treatment  can 
be  carried  out  several  weeks  prior  to  cardiac  surgery 
whenever  possible.  Such  measures  may  decrease  the 
incidence  of  last  post-operative  endocarditis  (occurring 
later  than  6-8  weeks  following  surgery)  which  is  often 
due  to  the  same  organisms  which  are  responsible  for 
causing  infective  endocarditis  in  the  unoperated  patient. 

Status  Following  Cardiac  Surgery 

Following  cardiovascular  surgery  the  same  precau- 
tions should  be  observed  that  have  been  outlined  for  the 
unoperated  patient  undergoing  dental,  gastrointestinal, 
genitourinary,  and  other  procedures.  As  far  as  is 
known,  the  risk  of  endocarditis  probably  continues  in- 
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definitely;  it  appears  particularly  significant  in  patients 
with  prosthetic  heart  valves.  Exceptions  are  patients 
with  an  uncomplicated  secundum  atrial  septal  defect 
repaired  by  direct  suture  without  a prosthetic  patch, 
and  patients  who  have  had  ligation  and  division  of  a 
patent  ductus  arteriosus;  these  patients  do  not  appear 
to  be  at  increased  risk  of  developing  endocarditis.  For 
these  two  defects,  prophylaxis  for  prevention  of  infec- 
tive endocarditis  is  not  necessary  following  a healing 
period  of  six  months  after  surgery.  Although  prophy- 
lactic antibiotics  are  often  given  intraoperatively,  there 
is  no  evidence  to  suggest  that  patients  who  have  under- 
gone coronary  artery  operations  are  at  risk  to  develop 
endocarditis  in  the  months  and  years  following  surgery 
unless  there  is  another  cardiac  defect  present;  prophy- 
lactic antibiotics  to  protect  against  endocarditis  are  not 
needed  in  these  post-operative  patients. 

Other  Indications  for  Antibiotic  Prophylaxis 
to  Prevent  Endocarditis 

In  susceptible  patients  chemoprophylaxis  to  prevent 
endocarditis  is  also  indicated  for  surgical  procedures 
on  any  infected  or  contaminated  tissues,  including  in- 
cision and  drainage  of  abcesses.  Antibiotic  prophylaxis 
for  the  indicated  dental  and  surgical  procedures  should 
also  be  given  to  those  patients  who  have  had  a docu- 
mented previous  episode  of  infective  endocarditis, 
even  in  the  absence  of  clinically  detectable  heart  dis- 
ease. 

Indwelling  vascular  catheters,  especially  those  which 
reside  in  one  of  the  cardiac  chambers,  present  a con- 
tinual danger.  Particular  care  should  be  given  to  main- 
taining the  sterility  of  these  catheters  and  to  avoiding 
unnecessarily  prolonged  use. 

Indwelling  transvenous  cardiac  pacemakers  appear 
to  present  a low  risk  of  endocarditis;  however  dentists 
and  physicians  may  choose  to  employ  prophylactic 
antibiotics  to  cover  dental  and  surgical  procedures  in 
these  patients.  The  same  recommendations  apply  to 
renal  dialysis  patients  with  implanted  arteriovenous 
shunt  appliances.  Although  no  firm  recommendation 
can  be  made  on  the  basis  of  current  information,  anti- 
biotic prophylaxis  for  prevention  bacteremia  provoked 
by  dental  and  surgical  procedures  also  deserves  consi- 
deration in  patients  with  ventriculoatrial  shunts  placed 
to  relieve  hydrocephalus  since  there  are  documented 
cases  of  infective  endocarditis  in  these  patients. 

Prophylactic  antibiotics  are  not  required  in  diagnos- 
tic cardiac  catheterization  and  angiography  since,  with 
standard  techniques,  the  occurrence  of  endocarditis 
following  these  procedures  has  proven  to  be  extremely 
uncommon. 

It  is  important  to  recognize  that  antibiotic  doses  used 
to  prevent  recurrences  of  acute  rheumatic  fever  (“sec- 
ondary” rheumatic  fever  prophylaxis)  are  inadequate 
for  the  prevention  of  bacterial  endocarditis  (see  refer- 
ence). Special  attention  should  be  paid  to  these  patients 


and  appropriate  antibiotics  should  be  prescribed  in 
addition  to  the  antibiotic  they  are  receiving  for  pre- 
vention of  group  A beta  hemolytic  streptococcal  in- 
fections (the  addition  of  an  aminoglycoside  to  appro- 
priate doses  of  penicillin,  or  the  use  of  erythromycin  or 
vancomycin). 

Warning 

The  committee  recognizes  that  it  is  not  possible  to 
make  recommendations  for  all  possible  clinical  situa- 
tions. Practitioners  should  exercise  their  clinical  judg- 
ment in  determining  the  duration  and  choice  of  anti- 
biotics) when  special  circumstances  apply.  Further- 
more, since  endocarditis  may  occur  despite  antibiotic 
prophylaxis,  physicians  and  dentists  should  maintain  a 
high  index  of  suspicion  in  the  interpretation  of  any 
unusual  clinical  events  following  the  above  procedures. 
Early  diagnosis  is  important  to  reduce  complications, 
sequelae,  and  mortality. 
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Important  Advances  in  Clinical  Medicine 

Epitomes  of  Progress — Neurology 


Initiation  of  Anticonvulsant  Therapy 

The  choice  of  anticonvulsant  medication  with  which 
to  initiate  therapy  for  epilepsy  depends  on  accurate 
classification  of  a patient’s  seizures.  Patients  who  have 
primary  generalized  convulsive  seizures  are  best  treated 
with  phenytoin.  phenobarbital,  primidone  or  carba- 
mazepine.  Patients  who  have  generalized  nonconvul- 
sive  seizures  may  be  treated  with  ethosuximide.  val- 
proic acid  or  clonazepam.  Partial  seizure  disorders, 
including  those  with  complex  symptoms,  may  be 
treated  with  phenobarbital.  carbamazepine  or  pheny- 
toin. 

The  routine  use  of  multiple  anticonvulsant  medi- 
cations in  the  initial  treatment  of  epilepsy  is  wide- 
spread. However,  there  is  no  convincing  evidence  that 
therapy  using  several  agents  is  consistently,  or  even 
usually,  more  effective  than  with  a single  agent.  Ther- 
apy with  a single  agent  at  optimal  doses  in  previously 
untreated  patients  completely  controls  seizures  in  75 
percent  of  patients  and  the  addition  of  a second 
medication  often  does  not  improve  seizure  control. 
Routine  administration  of  multiple  anticonvulsant 
medications  increases  the  likelihood  of  undesirable 
drug  interactions,  or  may  lead  to  acute  or  chronic  toxic 
drug  reactions.  The  situation  may  also  be  complicated 
by  the  fact  that  toxic  or  high  therapeutic  doses  of 
phenytoin  may  actually  increase  the  frequency  of 
seizures  or  precipitate  status  epilepticus.  It  is  safer  and 
more  effective  to  initiate  therapy  with  a single  antiepi- 
leptic medication,  and  to  add  drugs  as  needed.  If  the 
initial  anticonvulsant  medication  is  totally  ineffective 
in  controlling  seizures,  however,  that  drug  should  be 
discontinued  and  an  alternate  medication  given. 

Initial  dosage  is  determined  by  the  choice  of  anti- 
convulsant medication.  Phenytoin  and  phenobarbital 
administration  may  be  begun  at  the  usual  maintenance 
dosage,  whereas  carbamazepine,  primidone,  clona- 
zepam, ethosuximide  and  valproic  acid  must  be  given 
at  a low  initial  dosage  and  gradually  increased  to  the 
maintenance  dosage.  This  gradual  increase  in  dosage 
minimizes  transient  initial  side  effects  such  as  gastro- 
intestinal upset,  mild  ataxia  or  sedation,  and  may 


improve  drug  compliance. 

Carbamazepine  and  phenobarbital  stimulate  their 
own  enzymatic  degradation,  so  that  initially  thera- 
peutic blood  concentrations  may  become  subthera- 
peutic  after  continued  use.  For  example,  carbamaz- 
epine administration  is  begun  at  200  mg  a day  and 
increased  every  two  days  to  a “plateau"  dosage  of  200 
mg  four  times  a day.  This  dosage  may  cause  a striking 
initial  reduction  in  seizure  frequency.  After  a time, 
however,  the  seizure  frequency  may  increase  and  be 
associated  with  a fall  in  blood  levels  so  that  the  dose  of 
carbamazepine  must  be  increased  to  1 ,200  to  1 ,600  mg 
a day.  A similar  phenomenon  may  occur  when  pheno- 
barbital is  used. 

When  anticonvulsant  therapy  is  initiated  with  the 
administration  of  phenytoin  or  phenobarbital  at  a 
maintenance  dosage,  two  weeks  or  more  may  elapse 
before  therapeutic  blood  concentrations  are  achieved. 
Under  some  circumstances,  it  is  desirable  to  attain 
therapeutic  blood  concentrations  more  quickly.  In 
adults,  orally  administered  loading  doses  of  phenytoin 
( 1 3 mg  per  kg  of  body  weight)  or  phenobarbital  ( 1 0 mg 
per  kg)  may  be  used.  Dosage  should  be  adjusted  so  that 
therapeutic  blood  concentrations  are  maintained.  It  is 
important  to  remember,  however,  that  whereas  attain- 
ing therapeutic  blood  levels  is  an  important  adjunct  to 
management  of  patients  with  seizures,  the  goal  of  any 
anticonvulsant  regimen  is  to  control  clinical  seizures. 

George  K.  York,  M.D. 

Andrew  J.  Gabor,  M.D. 

REFERENCES 

Penry  JK,  Newmark  ME:  The  use  of  antiepileptic  drugs.  Ann 
Intern  Med  90  (2):  207-218.  Feb  1979. 

Reynolds  EH,  Shorvon  SD:  Monotherapy  or  polytherapy  for 
epilepsy?  Epilepsia  22(1):  110  Epilepsia,  Feb  1981. 

Tharp  BR:  Recent  progress  inepilepsy-Diagnostic  procedures  and 
treatment.  Calif  Med  119:  19-48,  Jul  1973. 

Wilder  BJ.  Bruni  J:  Medical  management  of  seizure  disorders, 
chap  3,  Seizure  Disorders:  A Pharmacological  Approach  to  Treat- 
ment. New  York  Raven  Press;  pp  23-26,  1981. 

Benign  Paroxysmal  Positional  Vertigo 

Benign  paroxysmal  positional  vertigo  is  the  most 
common  type  of  vertigo  seen  in  our  neurotolcgy  clinic. 
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Brief  episodes  of  vertigo  develop  ( less  than  30  seconds) 
with  position  change,  typically  when  a patient  turns 
over  in  bed,  or  when  bending  over  and  straightening  up 
or  extending  the  neck  to  look  up.  Benign  paroxysmal 
positional  vertigo  can  result  from  head  injury,  viral 
labyrinthitis  and  vascular  occlusion,  or  it  may  occur  as 
an  isolated  symptom  of  unknown  cause.  The  latter  is 
particularly  common  in  elderly  persons.  This  syn- 
drome is  important  to  recognize  because  in  most 
patients  the  symptoms  spontaneously  remit  without 
sequelae. 

The  diagnosis  of  benign  paroxysmal  positional  vert- 
igo rests  on  finding  characteristic  paroxysmal  position- 
al nystagmus  after  a rapid  change  from  a sitting  to  a 
head-hanging  position  ( Dix-Hallpike  maneuver).  The 
positional  nystagmus  occurs  usually  after  a 3-  to  10- 
second  latency  and  it  rarely  lasts  longer  than  15  sec- 
onds. A burst  of  nystagmus  in  the  reverse  direction 
usually  occurs  when  a patient  moves  back  to  a sitting 
position.  Another  key  feature  is  that  a patient  experi- 
ences severe  vertigo  with  the  initial  positioning  but. 
with  repeated  positioning,  the  vertigo  and  nystagmus 
gradually  disappear  (so-called  fatigability). 

Studies  of  the  temporal  bones  of  a few  patients  with 
typical  benign  paroxysmal  positional  nystagmus  have 
found  basophilic  deposits  on  the  cupulae  of  the  poster- 
ior semicircular  canals.  These  deposits  were  typically 
present  on  only  one  side,  the  side  that  was  undermost 
when  paroxysmal  positional  nystagmus  and  vertigo 
were  induced.  These  cupular  basophilic  deposits  are 
apparently  otoconia  released  from  a degenerating 
utricular  macule.  The  otoconia  settle  on  the  cupula  of 
the  posterior  canal  ( situated  directly  under  the  utricular 
macule)  causing  it  to  become  heavier  than  the  surround- 
ing endolymph.  When  a patient  moves  from  a sitting  to 
a head-hanging  position  ( a provocative  test  for  paroxys- 
mal positional  vertigo)  the  posterior  canal  moves  from 
an  inferior  to  a superior  position,  a displacement  of  the 
cupula  towards  the  utricle  occurs  and  a burst  of  nystag- 
mus is  produced.  The  latency  before  the  nystagmus 
occurs  could  be  due  to  the  time  required  for  the 
otoconial  mass  to  be  displaced  and  fatigability  may  be 
caused  by  the  dispersing  of  particles  in  the  endolymph. 
Consistent  with  this  theory,  the  burst  of  rotatory 
paroxysmal  positional  nystagmus  is  always  in  the 
plane  of  the  posterior  canal  of  the  "down"  ear  with  the 
fast  component  directed  upward  ( toward  the  forehead). 
Additional  support  for  this  concept  has  come  from 
reports  showing  disappearance  of  fatigable  paroxys- 
mal positional  nystagmus  after  the  ampullary  nerve 
has  been  dissected  from  the  posterior  canal  on  the 
diseased  side. 

The  treatment  of  benign  paroxysmal  positional  vert- 
igo is  a difficult  problem  because  the  episodes  of  vertigo 
are  very  severe  but  usually  last  only  a few  seconds.  To 
completely  suppress  these  brief  bouts  with  antivertig- 
inous  medication,  patients  would  have  to  be  heavily 
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sedated  throughout  the  day,  usually  an  unacceptable 
circumstance.  More  than  90  percent  of  patients  with 
benign  paroxysmal  positional  vertigo  have  a spontan- 
eous remission  within  six  months,  but  the  episodic 
vertigo  does  recur  in  a small  percentage  of  patients.  As 
the  syndrome  subsides  patients  may  complain  of 
positional  dizziness  or  lightheadedness  for  a time, 
without  easily  recognizable  nystagmus  with  change  of 
position. 

Once  the  diagnosis  is  clear,  a simple  explanation  of 
the  nature  of  the  disorder  and  its  good  prognosis  gives  a 
patient  a great  deal  of  relief.  Preliminary  studies 
indicate  that  having  a patient  make  repeated  positional 
changes  from  a sitting  to  a lateral  position  several  times 
a day  causes  the  episodic  vertigo  to  remit  faster  than 
when  a patient  avoids  positional  changes.  In  rare  cases 
of  intractable  positional  vertigo,  transection  of  the 
posterior  ampullary  nerve  has  resulted  in  prompt  and 
complete  remission  of  symptoms.  Severe  sensorineural 
hearing  loss  is  a possible  complication  of  such  a 
procedure,  however. 

Robert  W.  Baloh.  M.  D. 
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Lorazepam:  A New  Antiepileptic  Drug  in 
Status  Epilepticus  Therapy 

Status  epilepticus  is  a serious  and  often  an  acute,  life- 
threatening  neurologic  disorder.  Although  currently 
available  drugs  for  treatment  of  status  epilepticus  are 
often  effective,  they  also  have  some  undesirable  pro- 
perties. Phenobarbital  often  impairs  consciousness  and 
depresses  respiration.  Phenytoin  has  to  be  given  by 
slow  intravenous  injection  and  it  also  is  relatively  slow 
acting.  It  may  produce  hypotension,  cardiac  arrhyth- 
mia and  conduction  block.  The  anticonvulsant  effect  of 
a single  intravenous  injection  of  diazepam  is  of  short 
duration  because  it  is  rapidly  distributed  through 
tissue. 

Lorazepam  has  been  used  as  a premedicant  or 
induction  agent  in  anesthesia  and  to  treat  acute 
symptoms  of  severe  anxiety.  Recent  clinical  studies 
have  indicated  that  lorazepam  appears  to  be  an  ideal 
drug  for  treatment  of  status  epilepticus.  Intravenously 
given  lorazepam  is  rapidly  effective  and  has  a pro- 
longed duration  of  action  with  minimal  side  effects. 
The  overall  success  rates  are  80  percent  to  100  percent. 
In  most  patients  repeated  injections  are  not  required. 
Lorazepam  is  effective  in  treating  both  generalized  and 
partial  status  epilepticus,  but  it  is  less  effective  in 
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managing  status  epilepticus  due  to  myoclonic  epilepsy, 
Lennox-Gastaut  syndrome  or  seizures  associated  with 
acute  destructive  cerebral  pathologies.  The  onset  of 
action  following  intravenous  administration  is  usually 
within  one  to  three  minutes,  and  the  duration  is  at  least 
2 hours  but  often  longer  than  48  hours  when  previous 
anticonvulsant  medication  is  continued.  Electroen- 
cephalography shows  that  lorazepam  is  capable  of 
preventing  the  spread  of  seizures  and  of  suppressing  the 
epileptic  discharges  of  the  focus.  Complications  of  the 
therapy  are  minimal  and  temporary:  sedation,  agitated 
confusion,  tremor,  hallucination,  ataxia  and  vomiting. 
In  a study  by  Walker  and  co-workers  on  25  patients, 
however,  there  was  one  case  of  transient  respiratory 
arrest. 

Lorazepam  is  a benzodiazepine  derivative.  It  is 
given  by  slow  intravenous  injection  for  two  minutes,  the 
doses  ranging  from  2.5  to  8 mg.  but  usually  4 mg  is 
given.  Administration  of  the  drug  can  be  repeated  in  1 5 
minutes  if  status  epilepticus  is  not  controlled.  The  drug 
is  highly  protein-bound,  has  a half-life  of  8 to  26  hours 
and  it  is  rapidly  conjugated  and  excreted  by  the  kidney. 
It  is  less  lipid  soluble  than  diazepam  and.  consequently, 
its  tissue  distribution  is  less  rapid  and  extensive.  This 
allows  longer  duration  of  action. 

Nai-Shin  Chu.  M.D. 
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Aspirin  Use  in  Stroke  Therapy 

Transient  ischemic  attacks  of  the  brain  due  to 
platelet  emboli,  typically  forming  on  atherosclerotic 
lesions  of  extracranial — arteries,  have  played  a major 
role  in  stroke  therapy.  In  up  to  half  of  thrombotic  strokes 
these  warning  symptoms  yield  to  both  medical  and 
surgical  treatments  that  can  avert  devastating  strokes. 
Medical  therapy  includes  administration  of  antiplate- 
let aggregation  drugs  and  anticoagulation.  Antiplatelet 
aggregation  agents  are  favored  because  they  are  less 
often  attended  by  complications  such  as  hemorrhages. 
“Platelet  stickiness"  can  be  reduced  by  a variety  of 
drugs  such  as  aspirin  and  dipyridamole. 

Although  a Canadian  study  showed  a reduction  of 
strokes  after  transient  ischemic  attacks  with  the  use  of 
four  aspirin  a day.  the  benefit,  which  was  for  men  only, 
was  at  best  modest.  The  expectation  of  developing 


more  effective  and  specific  treatment  to  prevent  strokes 
has  dove-tailed  with  research  on  the  pathophysiology 
of  platelets,  coagulation  and  prostaglandins.  Prosta- 
glandins are  inhibited  by  aspirin,  but  two  prostaglan- 
dins are  crucial  in  platelet  aggregation.  Prostacyclin, 
which  is  synthesized  in  vessel  walls,  is  a powerful 
antiaggregant  and  is  opposed  by  thromboxane  A2,  a 
potent  platelet  aggregant  that  is  synthesized  in  the 
platelets.  Low-dose  aspirin  therapy  preferentially  in- 
terferes with  function  of  thromboxane  A2,  which 
reduces  the  likelihood  of  platelet  aggregation.  Adeno- 
sine diphosphate  plus  thromboxane  A2  are  two  potent 
platelet  aggregants;  therefore,  inhibition  of  adenosine 
diphosphate  secretion  with  dipyridamole  may  be  sy- 
nergistically  effective. 

Ongoing  collaborative  studies  by  Lields  and  co- 
workers on  combination  therapy  using  aspirin  (one 
320-mg  tablet  four  times  a day)  plus  dipyridamole  (75 
mg  four  times  a day)  and  by  Bousser  and  associates  in 
Paris  should  shed  light  on  this  problem.  Lurthermore. 
more  specific  agents  that  will  directly  affect  the  prosta- 
glandins show  promise  of  even  greater  effectiveness. 

While  awaitingthe  results  of  clinical  trials  and  newer 
drugs,  the  following  medical  therapy  for  transient 
ischemic  attacks  of  the  brain  can  be  recommended: 
low-dose  aspirin  (one  320-mg  tablet  a day)  and  dipyr- 
idamole (50  mg  three  times  a day). 

Prank  M.  Yatsu.  M.D. 
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Treatment  of  Febrile  Convulsions 

The  management  of  febrile  convulsions  must  be 
based  on  both  a clear  understanding  of  the  natural 
history  of  the  disease  and  the  risks  and  benefits  of 
treatment.  Pebrile  convulsions  affect  5 percent  of 
children  in  the  United  States,  with  the  peak  age  of 
susceptibility  being  between  9 and  20  months.  The 
sequelae  of  febrile  convulsions  have  been  reported  to 
include  death,  hemiplegia,  epilepsy  and  intellectual 
impairment.  However,  a number  of  both  prospective 
and  retrospective  studies  involving  large  numbers  of 
patients  have  suggested  that  serious  sequelae  are  rare. 
Lor  example,  in  a recent  study  of  1.706  children  with 
febrile  seizures  there  were  no  deaths  and  no  persisting 
hemiplegias.  Moreover,  large  groups  of  cases  with  a 
primary  diagnosis  of  febrile  convulsions  have  been 
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followed  for  up  to  20  years  and  in  only  1 percent  to  4 
percent  has  epilepsy  been  reported  to  develop. 

The  most  frequent  sequel  of  an  initial  febrile  seizure 
is  another  febrile  seizure  because  approximately  30 
percent  of  untreated  children  have  at  'least  one  recur- 
rence. The  best  predictor  of  recurrence  is  early  age  at 
onset.  Therefore,  children  whose  first  seizure  occurs 
before  they  are  a year  old  should  receive  prophylactic 
medication.  It  has  also  been  proposed  that  all  children 
should  be  treated  after  a second  seizure. 

The  major  goals  of  chronic  anticonvulsant  treatment 
of  febrile  seizures  are  the  reduction  of  recurrence  and 
the  prevention  of  afebrile  convulsions.  Considering  the 
relatively  benign  nature  of  most  febrile  convulsions  and 
the  risks  inherent  in  chronic  prophylaxis,  it  seems 
prudent  to  identify  a subset  of  children  for  whom 
treatment  would  be  recommended.  In  a recent  National 
Institutes  of  Health  collaborative  study,  three  risk 
factors  were  identified  that  correlated  with  an  increas- 
ed risk  of  epilepsy  developing;  a family  history  of 
afebrile  seizures;  a preexisting  neurological  abnormal- 
ity, and  a "complicated"  initial  seizure — that  is,  one 
lasting  more  than  1 5 minutes,  recurring  within  24  hours 
or  having  focal  features.  The  relatively  high-risk  group 
with  two  or  more  risk  factors  deserves  consideration  for 
prophylactic  anticonvulsant  treatment. 

Regular  prophylaxis  with  phenobarbital  or  valproic 
acid  given  in  adequate  doses  can  decrease  the  fre- 
quency of  recurrent  febrile  convulsions  by  approxi- 
mately half.  However,  there  is  no  evidence  that  pro- 
longed anticonvulsant  therapy  prevents  the  develop- 
ment of  epilepsy  or  significant  neurological  deficits. 
Side  effects  or  toxic  reactions  to  phenobarbital,  in- 
cluding behavioral  changes  and  sleep  disturbance, 
develop  in  up  to  40  percent  of  children.  Valproic  acid 
has  fewer  side  effects,  but  the  rare  case  of  toxic 
hepatitis  can  be  life-threatening.  Liver  function  tests 
should  be  done  when  this  medication  is  prescribed  and, 
whenever  chronic  prophylaxis  is  undertaken,  blood 
levels  should  be  monitored  and  drug  concentrations 
kept  within  therapeutic  range.  Diphenylhydantoin 
therapy  does  not  prevent  recurrence  in  children  younger 
than  3 years,  and  intermittent  medication  is  of  no 
benefit.  There  is  no  consensus  about  how  long  to 
continue  treatment,  some  authors  suggesting  until  4 
years  of  age  or  after  one  seizure-free  year,  whichever  is 
later.  Parent  education  both  about  the  nature  of  the 
illness  and  possible  side  effects  of  medication  is  the 
most  important  factor  in  maintaining  compliance. 

Arnold  R.  Kriegstein,  M.D.  Ph.D. 
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The  Role  of  Valproic  Acid  in  the 
Management  of  Seizure  Disorders 

Valproic  Acid  (Depakene)  was  approved  for  use  in 
the  United  States  as  an  anticonvulsant  in  1978. 
Subsequent  experience  with  this  medication  indicates 
that  it  is  a useful  therapeutic  agent  for  several  types  of 
seizures  but  also  has  significant  toxicity. 

Valproic  acid  appears  to  be  more  effective  for 
treating  generalized  than  focal  types  of  epilepsy.  In 
several  large  series,  between  50  percent  and  75  percent 
of  patients  taking  this  medication  had  at  least  75 
percent  improvement  in  seizure  control.  Patients  who 
have  petit  mal  epilepsy  ( absence  seizures)  respond  best 
to  valproic  acid,  though  patients  who  have  atypical 
absence,  myoclonic  and  generalized  tonic-clonic  sei- 
zures also  respond  well.  Infantile  spasms  and  akinetic 
seizure  disorders  are  minimally  affected  by  valproic 
acid. 

Although  it  has  significant  side  effects,  valproic  acid 
is  a useful  anticonvulsant  medication,  especially  in 
refractory  cases  of  generalized  seizure  disorders.  The 
initial  dosage  is  usually  250  mg  four  times  a day  in 
adults  and  15  to  20  mg  per  kg  of  body  weight  a day  in 
children,  after  which  the  dosage  is  adjusted  to  achieve  a 
blood  level  of  50  to  lOO^g  per  ml.  Valproic  acid  has  a 
relatively  short  half-life  (6  to  15  hours)  and  is  thus 
given  in  several  doses  a day.  Some  centers,  however, 
have  reported  improved  seizure  control  with  once  or 
twice  a day  administration.  Valproic  acid  administra- 
tion increases  serum  concentrations  of  phenobarbital 
and  decreases  phenytoin  concentrations,  so  that  blood 
concentrations  of  these  medications  should  be  moni- 
tored closely  when  used  in  combination  with  this  drug. 
Complete  blood  counts,  platelet  counts  and  liver 
function  tests  (determining  ammonia  content  may  be 
especially  helpful)  should  be  checked  at  about  two-to 
three-month  intervals  while  a patient  is  taking  valproic 
acid. 

Despite  initial  reports  of  low  toxicity,  several  major 
adverse  effects  have  been  described.  At  least  50  reports 
of  fatal  hepatic  necrosis  have  appeared  in  this  country 
since  1 978.  In  these  cases  there  does  not  appear  to  be  a 
clear  relationship  between  the  hepatic  disorder  and 
dosage,  duration  of  time  taking  valproic  acid  or  serum 
aspartate  aminotransferase  values.  Withdrawal  of  the 
drug  after  symptoms  appear  has  not  always  led  to 
reversal  of  the  problem,  and  some  patients  have  later 
died  of  liver  disease  despite  drug  withdrawal  early  in 
the  course.  Acute  pancreatitis,  in  at  least  one  instance, 
has  also  been  reported  to  occur  in  association  with 
valproic  acid  use.  Less  dangerous  side  effects  include 
gastrointestinal  disturbances  (nausea,  vomiting,  diar- 
rhea and  changes  in  appetite),  which  occur  in  as  many 
as  45  percent  of  patients.  Alopecia  (usually  mild)  has 
been  found  in  0.5  percent  to  4 percent  of  patients. 
Valproic  acid  inhibits  the  second  phase  of  platelet 
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aggregation  and  may  produce  clotting  abnormalities. 
Thrombocytopenia  has  also  been  reported  rarely. 

Doris  A.  Trauner.  M.D. 
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Gilles  de  la  Tourette’s  Syndrome 

Gilles  de  la  Tourette's  syndrome  ( GTS)  is  a disorder 
consisting  of  multiple  motor  tics  and  vocalizations, 
which  begins  in  childhood  or  early  adolescence.  Co- 
prolalia, the  involuntary  utterance  of  obscenities,  long 
considered  to  be  pathognomonic,  is  present  in  less  than 
half  of  patients.  Related  features  such  as  echolalia, 
palilalia  and  compulsive  behaviors  are  not  always 
present  but  help  to  clarify  the  diagnosis  when  they  are. 
The  clinical  course  characteristically  waxes  and  wanes. 

The  lack  of  neuropathological  findings  in  GTS  has 
led  to  an  array  of  psychological  explanations  of  the 
unusual  characteristics.  Shapiro  and  associates  estab- 
lished GTS  as  a neurologic  disorder  with  an  increased 
incidence  of  sinistrality,  generalized  electroenceph- 
alographic  abnormalities,  neurological  soft  signs  and 
organic  indices  found  on  psychological  testing.  The 
response  of  the  tics  to  haloperidol  suggested  that  GTS 
is  a disorder  of  central  dopaminergic  activity.  With  the 
introduction  of  clonidine  (a  presynaptic  a^-noradre n- 
ergic  agonist)  for  the  treatment  of  GTS  ( Cohen  and  co- 
workers 1 980),  an  alternative  pharmacologic  approach 
became  available  that  focused  attention  on  noradren- 
ergic systems. 

Behavioral  features  including  hyperactivity,  impul- 
sivity,  compulsivity,  irritability  and  a low  frustration 
tolerance  have  recently  been  emphasized.  Shapiro  and 
colleagues  reported  that  more  than  half  of  their  GTS 
cases  met  criteria  for  a diagnosis  of  hyperkinetic 
syndrome  (minimal  brain  disturbance,  now  called 
attention-deficit  disorder).  Other  features  such  as  ob- 
sessive-compulsive behavior  are  less  universally  ac- 
cepted but  appear  to  be  increasingly  prevalent  in  GTS. 

Clonidine  may  most  beneficially  affect  the  behavioral 
abnormalities,  whereas  haloperidol  affects  the  tics. 
Because  of  the  overall  lower  incidence  of  significant 
side  effects,  clonidine  has  been  useful  in  treating 
patients  who  are  unresponsive  to  or  who  cannot 
tolerate  the  side  effects  of  haloperidol.  A combination 
of  the  two  drugs  often  produces  beneficial  effects,  even 
when  both  drugs  are  given  in  lower  doses  than  is  useful 
if  either  is  given  alone.  Experimental  treatments  using 
drugs  that  exert  their  primary  effects  of  cholinergic  and 
g-aminobutyric  acid-aminergic  systems  have  met  with 
limited  success. 


Two  new  syndromes  related  to  GTS  have  been 
described.  Toxic  Tourette’s  syndrome  is  the  develop- 
ment of  GTS  in  children  treated  with  stimulant  medica- 
tions for  hyperkinetic  syndromes.  It  is  unclear  whether 
these  medications  cause  expression  of  an  underlying 
predisposition  toward  the  development  of  GTS.  Be- 
cause the  syndrome  is  irreversible  in  some  patients, 
even  when  the  medications  are  withdrawn,  caution  is 
advised  in  the  use  of  these  agents. 

Tardive  Tourette's  syndrome  describes  the  develop- 
ment of  a GTS-iike  disorder  in  patients  exposed  to  high 
doses  of  neuroleptic  medication  for  several  years.  Most 
patients  with  this  syndrome  have  been  schizophrenic. 

Gilles  de  la  Tourette’s  syndrome  should  be  viewed 
as  a “pervasive  neuropsychiatric"  syndrome  with 
motor  and  behavioral  features,  both  of  which  should  be 
considered  in  the  evaluation  and  treatment  of  the 
disorder. 

Michael  Frankel,  M.D. 

D.  Frank  Benson,  M.D. 
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Neurologic  Complications  of  Routine 
Immunization 

Complications  following  immunization  have  been 
described  at  each  anatomic  level  of  the  nervous  system: 
peripheral  nerve,  nerve  root  and  nerve  plexus,  spinal 
cord  and  brain.  Awareness  of  these  complications  will 
aid  a physician  in  the  diagnosis  and  treatment  of  many 
unexplained  acute  neurologic  problems  following  im- 
munization. 

A disorder  of  distal  peripheral  nerves  resembling 
carpal  tunnel  syndrome  has  been  described  following 
rubella  immunization.  Clinically  patients  have  intense 
pain  at  the  wrist  ( and  sometimes  the  knee),  occasional- 
ly bilaterally,  with  pain  most  severe  at  night.  Fatency  of 
onset  is  10  to  70  days,  with  a mean  of  45  days,  after 
immunization.  Electrophysiologic  studies  show  slowed 
median  nerve  conduction  velocity  and  prolonged  medi- 
an nerve  motor  and  sensory  distal  latency.  This  syn- 
drome resolves  completely  without  any  specific  ther- 
apy usually  within  a month. 

Brachial  plexopathy  has  occurred  following  immuni- 
zation. Peak  incidence  of  occurrence  is  usually  two  to 
three  weeks  after  immunization.  Administration  of 
tetanus  toxoid  or  horse  tetanus  antitoxin  is  occasional- 
ly associated  with  this  complication.  This  syndrome  is 
often  heralded  by  intense  pain  in  the  shoulder,  arm  and 
hand,  but  most  patients  recover  completely.  Treatment 
with  steroids  has  not  been  proved  effective. 

Guillain-Barre  syndrome  has  been  linked  epidemio- 
logically  to  the  A/New  Jersey  (swine  flu)  National 
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Influenza  Immunization  Program  of  1976.  The  peak 
period  of  increased  risk  was  within  five  weeks  of 
immunization,  and  lasted  for  up  to  ten  weeks.  Subse- 
quent influenza  immunization  programs  have  not  been 
associated  with  increased  risk  of  Guillain-Barre  syn- 
drome. 

The  spinal  cord  is  sometimes  involved  following 
routine  immunization.  Rarely,  orally  given  live  polio 
vaccine  (OPV)  has  caused  acute  poliomyelitis. This 
disorder  occurs  in  both  vaccine  recipients  and  their 
contacts.  The  risk  is  estimated  at  0.06  cases  per  million 
doses  for  recipients  of  OPV  and  0.14  per  million  for 
contacts.  There  is  an  increased  risk  of  vaccine-induced 
poliomyelitis  in  adults  (older  than  18  years)  receiving 
OPV.  (There  is  no  risk  of  poliomyelitis  developing 
from  inactivated  polio  virus  vaccine.)  The  interval 
between  immunization  and  onset  is  one  to  four  weeks 
and  clinically  it  is  essentially  the  same  as  naturally 
occurring  poliomyelitis. 

Encephalopathy,  sometimes  with  permanent  neuro- 
logic sequelae,  is  a rare  complication  of  routine  pertus- 
sis immunization.  Estimate  of  the  rate  of  serious 
central  nervous  system  complications  occurring  with 
residual  deficit  is  about  1 per  510.000  vaccinations. 


though  the  incidence  of  transient  convulsions  or  shock 
may  be  as  low  as  1 per  3. 100.  There  is  no  evidence  that 
a preexisting  neurologic  deficit  is  a contraindication  to 
pertussis  immunization  unless,  of  course,  the  deficit 
was  due  to  a previous  pertussis  immunization.  Neuro- 
logic reactions  to  pertussis  vaccine  occur  soon  after 
vaccination,  often  within  1 to  48  hours. 

Lawrence  Steinman.  M.D. 

REFERENCES 

Cody  CL.  Baraff  LJ.  Cherry  JD.  et  al:  Nature  and  rates  of  adverse 
reactions  associated  with  DTP  and  DT  immunizations  in  infants  and 
children.  Pediatrics  68  (5):  650-660.  Nov  1981. 

Fulginiti  VA:  Active  and  passive  immunization  in  the  prevention 
of  infectious  diseases,  chap  29  in  Stiehm  ER.  Fulginiti  VA  Eds: 
Immunologic  Disorders  in  Infants  and  Children-2nd  Ed.  Philadel- 
phia. Saunders  WB.  p 67 1 . 1980. 

Kilroy  AW,  Schaffner  W.  Fleet  WF  Jr.  et  al:  Two  syndromes 
following  rubella  immunization — Clinical  observations  and  epide- 
miological studies.  JAMA:  214:  2287-2292,  Dec  28,1970. 

Schonberger  LB.  Bregman  DJ.  Sullivan-Bolyal  JZ.  et  al:  Guillain- 
Barre  syndrome  following  vaccination  in  the  National  Influenza 
Immunization  Program.  United  States.  1976-77.  Am  J Epidemiol 
1 10  (2):  105-123.  Aug  1979. 


Reprinted  with  permission  from  the  Western  Journal  of  Medicine, 
October  1982. 


Denial  of  Privileges  Not  Subject  to  Court  Review 

A Michigan  appellate  court  has  ruled  that  the  decision  of  the  governing  body  of  a private 
osteopathic  hospital  to  deny  staff  privileges  to  physicians  was  not  subject  to  judicial  review. 

Two  osteopathic  physicians — one  certified  as  a subspecialist  in  gastroenterology  and  one 
expecting  such  certification  in  a short  time — applied  for  medical  staff  privileges  at  the 
hospital.  On  the  recommendation  of  the  credentials  committee  and  the  department  of  internal 
medicine,  the  hospital  board  denied  such  privileges  on  the  basis  of  a determination  of  lack  of 
need. 

The  physicians  brought  an  action  against  the  hospital,  the  members  of  the  board,  and  the 
medical  staff  physicians,  claiming  that  the  decision  was  arbitrary,  capricious,  and  unreason- 
able in  that  it  fulfilled  a conspiracy  to  protect  the  financial  interests  of  the  individual  staff 
members.  The  plaintiffs  also  claimed  restraint  of  trade.  The  trial  court  granted  a motion  for 
involuntary  dismissal  by  the  hospital  and  the  other  parties  being  sued. 

On  appeal,  the  physicians  did  not  argue  that  receipt  of  federal  and  local  public  funds  by  the 
private  hospital  transformed  its  action  into  state  action.  They  did  contend,  however,  that  the 
hospital  was  so  "affected  with  a public  interest"  as  to  require  that  its  decisions  on  medical 
staff  privileges  be  subject  to  judicial  review  in  order  to  protect  the  public. 

The  court  noted  that  there  was  a well-established  rule  that  a private  hospital  has  a right  to 
exclude  any  physician  from  its  medical  staff.  There  was  also  a general  rule  that  a private 
hospital  has  the  power  to  appoint  or  remove  physicians  without  judicial  intervention.  The 
court  found  that  the  action  of  hospital  authorities  in  refusing  to  appoint  a physician  to  its 
medical  staff  was  not  subject  to  judicial  review.  Holding  that  the  decision  of  hospital 
authorities  in  such  matters  is  final,  the  court  declined  to  review  the  hospital’s  reasons  for 
denying  staff  privileges  to  the  physicians  in  the  present  case. 

On  reviewing  the  lower  court’s  finding  that  there  had  not  been  an  unreasonable  restraint  of 
trade,  the  appellate  court  found  that  it  was  not  clearly  erroneous  and  affirmed  the  trial  court's 
findings.  Hoffman  v.  Garden  City  Hospital-Osteopathic,  321  N.W.  2d  810  (Mich.  Ct.  of 
App.,  May  4,  1982) 

— Physician/Hospital  Memo,  January  1983 
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Fraud  and  Negligence  in  Science 

WARREN  SCHMAUS 


Fraud  in  science,  or  the  willful  misrepresentation  of 
experimental  results  in  order  to  gain  some  unjust 
advantage  or  to  cause  some  injury  to  another,  has  been 
held  to  be  in  violation  of  a special  moral  norm  of  dis- 
interestedness which  is  unique  to  the  scientific  profes- 
sion. The  recent  spate  of  reported  cases  of  fraud  in 
science  is  then  attributed  to  a growing  number  of 
scientists  selfishly  succumbing  to  the  pressures  to 
succeed  in  an  increasingly  competitive  research  en- 
vironment, rather  than  selflessly  pursuing  the  growth  of 
knowledge. 

In  this  paper  I argue  that  most  of  the  recently 
reported  cases  of  what  has  been  called  “scientific 
fraud”  instead  involve  a violation  of  the  general  moral 
rule  which  requires  that  one  fulfill  one’s  job  or  role 
related  responsibilities  honestly.  In  the  case  of  scien- 
tists, this  general  moral  rule  entails  that  they  fulfill  their 
obligations  as  scientists,  which  consist  largely  in  main- 
taining the  highest  standards  of  intellectual  rigor. 
Negligence  in  science  violates  this  same  moral  rule. 

The  Sociological  Perspective 
The  view  that  fraud  represents  a deviation  from  a 
special  scientific  norm  of  disinterestedness  has  been 
expressed  by  Harriet  Zuckerman. 1 Merton,  however, 
defines  disinterestedness  not  as  a characteristic  of  the 
personal  motives  of  scientists,  but  rather  as  an  attribute 
of  the  institution  of  science.  Thus  he  denies  that  what  he 
perceives  to  be  “the  virtual  absence  of  fraud”  in  science 
can  be  “attributed  to  the  personal  qualities  of  scien- 
tists.” The  reason,  he  believes,  is  to  be  sought  instead  in 
the  “verifiability  of  (scientific)  results, . . . the  exacting 
scrutiny  of  fellow  experts, . . . (and)  rigorous  policing.” 2 
To  define  disinterestedness  in  this  way  is  to  make  it 
wholly  derivative  from  another  of  Merton's  norms,  that 
is,  “organized  skepticism,”  or  “the  temporary  suspen- 
sion of  judgement  and  the  detached  scrutiny  of  beliefs 
in  terms  of  empirical  and  logical  criteria.” 1 It  is 
unclear,  however,  why  either  disinterestedness  or  or- 
ganized skepticism  should  be  regarded  as  moral  norms 
rather  than  merely  as  methodological  prescriptions. 
Nevertheless,  both  Merton4  and  Zuckerman  believe 
that  the  moral  integrity  of  scientists  is  essential  for 
science: 

The  institution  of  science  involves  an  implicit  social 
contract  between  scientists  that  each  can  depend  on 
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the  trustworthiness  of  the  rest ...  the  entire  cogni- 
tive system  of  science  is  rooted  in  the  moral  integ- 
rity of  aggregates  of  individual  scientists. 5 

Zuckerman  carefully  points  out  that  she  views 
disinterestedness  as  “contributing  to  the  mutual  trust 
that  is  central  to  that  system.”6  At  the  same  time, 
however,  the  norm  of  disinterestedness  does  not  pro- 
scribe scientists  from  ever  acting  out  of  self-interest, 
but  only  when  doing  so  interferes  with  the  aims  of 
science.  This  norm  “enjoins  scientists  from  self- 
aggrandizement  in  ways  that  conflict  with  the  institu- 
tional, if  not  necessarily  personal,  objective  of  extend- 
ing knowledge.”7 

In  fact,  Zuckerman  goes  so  far  as  to  claim  that  the 
motivation  of  the  scientist  is  not  relevant  to  the  question 
of  whether  he  or  she  has  committed  fraud. 8 She  makes 
a similar  claim  with  respect  to  negligence  in  science.9 
Nevertheless,  she  also  wishes  to  distinguish  between 
fraud  as  a deviation  from  the  moral  norms  of  science 
and  negligence  as  a deviation  from  the  methodological 
norms.  But  if  the  intentions  of  the  scientist  are  irrele- 
vant in  both  cases,  it  is  not  clear  why  she  would  want  to 
distinguish  these  two  classes  of  deviance,  viewing  fraud 
alone  as  a violation  of  moral  norms.  Either  fraud  or 
negligence  may  result  from  the  scientist’s  failure  to 
subject  his  or  her  own  beliefs  or  practices  to  critical 
scrutiny.  Thus  we  are  led  back  to  our  earlier  question 
concerning  the  reason  organized  skepticism  should  be 
viewed  as  a moral  and  notjust  a methodological  norm. 

In  an  earlier  article,  written  with  Andre  Cournand, 
Zuckerman  concedes  that  Merton's  norms  “are  held  to 
be  functional  for  the  advancement  of  science,  rather 
than  to  have  intrinsic  moral  or  ethical  value."  In  other 
words,  these  norms  are  valued  merely  as  means 
towards  the  achievement  of  the  aims  of  science. 
“Ethical  prescriptions,  on  the  other  hand,  are  believed 
to  have  intrinsic  rather  than  instrumental  value;  they 
readily  become  ends  in  themselves.”  However,  they 
add,  the  norms  of  science  have  come  to  acquire  moral 
force,  for  the  following  reason:  “When  violations  of  a 
code  evoke  anger  and  indignation,  one  can  be  reason- 
ably certain  that  the  code  has  taken  on  a certain  moral 
significance.”  10 

As  it  stands,  their  argument  is  question-begging. 
Indignation  is  righteous  anger  aroused  by  something 
which  one  considers  to  be  unjust  or  otherwise  morally 
wrong.  In  order  to  determine  whether  someone's  anger 
expresses  indignation,  one  must  be  able  to  know 
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whether  the  angry  person  in  question  believes  some 
moral  principle  has  been  violated.  His  or  her  anger 
alone  is  not  a sufficient  indicator  of  any  moral  beliefs. 

Among  philosophers,  the  emotive  theory  of  ethics 
merely  entails  that  our  ethical  beliefs  express  emotional 
attitudes.  It  does  not  necessarily  imply  that  all  of  our 
emotional  attitudes  constitute  ethical  convictions.  For 
example,  a baseball  fan  may  express  anger  when  a 
player  on  his  or  her  favorite  team  strikes  out  in  the 
bottom  of  the  ninth  with  the  score  tied.  One  would 
hardly  want  to  say  that  this  fan  was  expressing  indig- 
nation at  the  violation  of  a moral  rule,  even  if  he  or  she 
had  an  emotional  commitment  to  the  success  of  his  or 
her  team. 

Even  if  we  do  wish  to  regard  an  emotional  commit- 
ment to  science  as  constituting  a moral  value,  however, 
we  would  still  not  have  established  that  a scientist’s 
emotional  response  to  fraud  is  indicative  of  his  or  her 
holding  some  special  ethical  norm  unique  to  his  or  her 
profession.  Rather,  he  or  she  may  simply  be  responding 
to  a violation  of  an  ethical  principle  held  in  common 
with  the  rest  of  society. 

Science  and  Professional  Ethics 

Alan  Goldman  has  argued  that  the  mere  fact  “that 
the  professional  role  involve  relations  with  unique 
morally  relevant  features”  is  not  a sufficient  reason 
for  holding  that  the  members  of  a profession  are  con- 
strained by  special  moral  principles.  He  reasons  that  it 
may  very  well  be  that  “these  features  can  be  evaluated 
by  applying  in  the  usual  way  moral  principles  appli- 
cable elsewhere  as  well.”  In  order  for  someone  to  be 
considered  as  acting  in  accordance  with  moral  values 
unique  to  his  profession,  it  must  be  the  case  that  this 
person  “be  permitted  or  required  to  ignore  or  weigh  less 
heavily  what  would  otherwise  be  morally  overriding 
considerations  in  the  relations  into  which  he  enters  as  a 
professional.”"  More  specifically,  this  person's  pro- 
fessional obligations  would  be  taken  to  override  what 
are  usually  held  to  be  human  rights,  because  this  person 
would  otherwise  not  be  able  to  perform  a professional 
function  upon  which  society  places  a high  moral  value. 
Such  special  moral  values  may  be  found  in  the  institu- 
tion of  the  family,  where  parents  enjoy  a specific  right 
to  interfere  with  the  liberty  of  action  of  their  children  in 
order  to  secure  the  latter’s  well-being. 

What  Merton  characterizes  as  the  norms  of  science 
derive  from  its  goals  and  its  methods  of  achieving 
them. 12  These  norms,  as  Zuckerman  herself  describes 
them,  may  be  regarded  as  contractual  obligations 
resulting  from  one’s  accepting  a position  as  a scientist. 
However,  she  characterizes  this  social  contract  as 
existing  only  among  members  of  the  scientific  commu- 
nity. In  order  to  determine  whether  these  norms  may  be 
considered  special  moral  rules  for  scientists  over  and 
above  those  incumbent  on  them  as  members  of  society, 
it  would  be  more  helpful  to  think  of  scientists  as 
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participating  in  a larger  social  contract  existing  among 
all  members  of  society. 

If  the  moral  rules  articulated  in  the  social  contract 
are  to  be  regarded  as  just  and  fair,  Rawls  has  argued, 
they  must  be  those  which  we  would  imagine  would  be 
unanimously  agreed  upon  by  rational  people  under 
conditions  of  equality.  In  order  to  ensure  such  condi- 
tions of  equality,  these  principles  would  be  “chosen 
behind  a veil  of  ignorance,”  under  which  no  one  would 
know  one’s  social  role  or  status,  personal  attributes, 
conception  of  the  good,  nor  even  the  level  of  develop- 
ment of  one’s  society. 13 

The  rational  contractors  would  immediately  en- 
counter two  stumbling-blocks  if  they  attempted  to 
specify  a set  of  moral  rules  which  applied  uniquely  to 
scientists:  (1)  defining  precisely  what  the  role  of  the 
scientist  is,  and  (2)  agreeing  upon  the  importance  for 
society  of  carrying  out  the  functions  attached  to  that 
role.  Struggling  with  the  first  problem,  the  rational 
contractors  will  confront  what  have  become  for  us  the 
familiar  difficulties  with  demarcating  science  from 
non- science.  A solution  to  the  second  problem  would 
be  impossible,  on  Rawls'  hypothesis  that  the  rational 
contractors  would  be  ignorant  of  their  concept  of  the 
good. 

To  the  extent  to  which  any  moral  rule  unique  to  the 
scientific  profession  would  only  prohibit  self-interested 
behavior  which  conflicts  with  the  aim  of  extending 
knowledge,  it  may  even  prove  unnecessary.  It  must  first 
be  shown  that  a scientist’s  rational  self-interest  may 
come  into  conflict  with  this  goal.  Cournand  and 
Zuckerman  themselves  concede  that  if  scientists  were 
engaged  in  the  selfish  pursuit  of  professional  recogni- 
tion rather  than  the  disinterested  pursuit  of  knowledge, 
“Science,  seen  as  certified  knowledge,  will  not  under 
these  circumstances  be  much  hurt.”14  At  the  same 
time,  however,  there  is  one  aspect  of  disinterested 
behavior  they  believe  to  be  essential: 

Most  scientists  understand  that  commitment  to  the 
fullest  exploration  of  ideas  may  involve  the  over- 
turning of  the  accepted  framework  of  their  fields 
and  their  own  work  along  with  it.  There  does  not  as 
a consequence  seem  to  be  much  collective  unhappi- 
ness with  this  fact  even  though  it  can  be  an 
excoriating  experience  for  an  individual  to  see  his 
work  invalidated  or  trivialized. 15 
A scientist  who  did  not  live  up  to  the  norm  of  disinter- 
estedness, presumably,  would  then  be  one  who  actively 
resisted  the  ideas  of  other  scientists  which  undermine 
his  work. 

In  reply,  one  may  raise  the  question  as  to  whether 
this  is  truly  a bad  thing  for  science.  Any  scientist  intent 
on  defending  his  own  ideas  has  two  options  available  to 
him:  he  can  either  patch  up  his  own  theory  with  ad  hoc 
hypotheses  or  attack  the  theories  of  his  competitors. 
Neither  of  these  alternatives  is  necessarily  detrimental 
to  scientific  progress.  As  Larry  Laudan  has  recently 
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argued,  it  may  even  prove  advantageous  to  adopt  an  ad 
hoc  hypothesis  if  it  succeeds  in  eliminating  the  anoma- 
lies, inconsistencies,  ambiguities,  or  circular  arguments 
in  one’s  original  theory  to  which  objections  have  been 
raised,  as  long  as  one  does  not  create  more  serious 
problems  in  so  doing. 16  To  adopt  the  alternative  tactic 
could  also  prove  beneficial  for  science,  as  long  as  one 
confined  one’s  criticism  to  rival  ideas  rather  than  rival 
scientists.  Furthermore,  the  controversy  thus  generated 
may  actually  prove  beneficial  to  a scientist’s  career. 
The  worst  thing  that  can  happen  to  a scientist  is  to  have 
his  ideas  ignored,  not  overturned.  No  special  norms 
need  be  invoked  to  explain  why  scientists  seek  what 
Norman  Storer  has  called  “competent  response.”  ' To 
seek  it  is  to  engage  in  the  self-interested  pursuit  of  a 
career. 

One  might  object,  however,  that  insofar  as  it  may  not 
be  in  a scientist’s  self-interest  to  spend  his  or  her  time 
providing  competent  response  for  others,  a special 
moral  obligation  must  be  imposed  upon  scientists 
requiring  them  to  do  so.  Yet  the  same  effect  can  be 
achieved  through  positing  a general  moral  rule  requir- 
ing everyone  to  do  one’ s job,  whatever  that  may  be.  The 
latter  rule  must  be  qualified,  of  course,  unless  we  want 
to  open  the  door  to  the  objection  that  we  are  thereby 
requiring  safe-crackers  to  crack  safes.  This  rule  should 
specify  that  everyone  is  required  to  carry  out  one’s  job 
or  role  related  responsibilities  in  such  a way  that  is  not 
in  violation  of  other  moral  rules,  such  as  that  requiring 
honesty.  Exceptions  to  such  a rule,  such  as  that 
involving  the  parental  obligations  mentioned  earlier, 
would  have  to  be  agreed  upon  in  advance. 

Scientists  who  fail  to  submit  their  own  work  and  the 
work  of  others  to  careful  scrutiny,  as  well  as  those  who 
commit  fraud,  would  be  in  violation  of  this  general 
moral  rule  requiring  one  to  do  one’s  job.  This  approach 
to  the  norms  of  science  has  the  virtue  of  making 
negligent,  careless,  sloppy,  and  of  course  outright 
reckless  work  on  the  part  of  scientists  just  as  much  a 
violation  of  a moral  duty  as  fraud  is.  The  desirability  of 
this  result  can  be  argued  for  by  appealing  to  the  fact  that 
the  potentially  disastrous  effects  for  science  and  society 
at  large  which  may  accrue  from  false  information  are 
the  same  regardless  of  the  intentions  of  the  author.  For 
instance,  erroneous  data  reported  from  the  testing  of 
new  drugs  can  be  just  as  dangerous  whether  they  are  a 
consequence  of  unintentional  negligence  or  deliberate 
fraud. 

Concluding  Remarks 

Of  course,  if  we  are  to  sanction  scientists  for 
negligence  as  well  as  fraud,  we  will  need  to  establish 
certain  standards  regarding  what  a “reasonable  and 
prudent”  scientist  would  or  would  not  do.  Negligence 
may  very  well  prove  more  difficult  to  establish,  at  least 
in  some  cases,  than  outright  fraud.  Nevertheless, 
negligent  scientists  should  be  sanctioned.  The  fact  that 
there  may  be  a grey  area  where  the  responsibilities  of 


scientists  are  not  clear  and  negligence  is  difficult  to 
substantiate  cannot  excuse  scientists  who  are  obviously 
not  doing  their  job. 

The  most  perspicuous  way  to  think  about  the  obliga- 
tions of  scientists  may  be  in  terms  of  their  responsi- 
bilities as  authors.  If  a scientist  wishes  to  claim  his  or 
her  published  papers  as  his  or  her  intellectual  property, 
he  or  she  must  accept  the  responsibilities  entailed  by 
such  property  rights.  A scientist  must  be  held  account- 
able for  any  claims  published  under  his  or  her  name. 
This  holds  true  even  for  multiple  authorship.  Very  often 
a scientific  paper  will  be  accepted  on  the  strength  of  the 
reputation  of  a senior  author  who  may  have  actually 
contributed  little  or  nothing  to  the  actual  research.  This 
is  potentially  a more  serious  problem  than  fraud  itself, 
insofar  as  such  negligence  on  the  part  of  senior  authors 
allows  not  only  intentionally  misleading  but  even 
merely  erroneous  results  reported  by  junior  colleagues 
to  find  their  way  into  print. 

Consider  the  case  of  Drs.  Philip  Felig  and  Vijay 
Soman  at  Yale.  Felig  had  co-authored  a paper  with 
Soman,  who,  unbeknown  to  Felig,  had  fudged  some 
data.  Although  Felig  is  not  directly  responsible  for  any 
fraud  in  this  case,  is  he  not  guilty  of  some  sort  of 
intellectual  negligence  for  failing  to  familiarize  himself 
with  Soman’s  experiments?  Felig  admitted  to  an  in- 
vestigating committee  at  Columbia  College  of  Physi- 
cians and  Surgeons,  where  he  was  being  considered  for 
a faculty  position,  that  he  “was  not  fully  conversant 
with  the  methodology  of  Dr.  Soman.”18  In  fact,  the 
outside  auditor  who  was  called  in  to  review  Soman’s 
laboratory  notes  was  able  to  discover  the  crime  in  three 
hours. 1 ' How  could  Felig  have  paid  so  little  attention  to 
Soman’s  work  and  yet  justifiably  claim  co- authorship? 

If  scientists  were  to  be  sanctioned  for  this  sort  of 
negligence,  others  may  become  more  cautious  about 
adding  their  names  to  the  papers  of  junior  colleagues. 
This  could  prove  to  have  the  beneficial  effect  of  forcing 
scientific  journals  to  judge  papers  more  in  terms  of 
quality  and  less  in  terms  of  authorship.  2"  Funding 
agencies  are  thus  encouraged  to  debar  sloppy  as  well  as 
deceitful  scientists  from  further  grants.  Negligent  or 
careless  researchers  infringe  upon  the  same  general 
moral  rule  requiring  everyone  to  carry  out  his  or  her  job 
related  responsibilities  as  do  most  of  the  recently 
reported  case  of  what  has  been  characterized  as  “fraud 
in  science.” 

Discouraging  negligence  would  also  indirectly  help 
to  control  fraud  in  science,  insofar  as  negligent  work 
gives  rise  to  occasions  in  which  scientists  are  tempted 
to  commit  fraud.  The  case  of  Dr.  John  Long  and  his  cell 
cultures  provides  a case  in  point. 

Although  permanent  cell  cultures  of  other  kinds  of 
human  cancer  cells  have  been  around  for  some  time. 
Long,  a researcher  at  Massachusetts  General  Hospital, 
enjoyed  the  distinction  of  having  been  the  first  to 
establish  permanent  cell  cultures  from  patients  with 
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Hodgkin's  disease. 21  His  research  career  had  been 
quite  successful  until  1978  when  a junior  colleague  in 
his  laboratory,  Steven  Quay,  obtained  some  unexpected 
results  in  an  experiment  on  these  cells.  Quay  then  left 
for  a two  week  vacation,  and  on  his  return.  Long 
informed  him  that  he  had  repeated  Quay’s  experiment 
and  obtained  the  predicted  results.  Long  then  published 
these  results. 

Quay  was  incredulous,  and  asked  to  see  Long’s 
laboratory  notes.  Careful  study  of  these  and  other 
records  revealed  that  Long  had  fabricated  his  results. 
When  confronted  with  the  evidence.  Long  resigned,  but 
insisted  that  this  was  the  only  experiment  he  had  ever 
faked.  Nevertheless,  his  other  work  was  called  into 
question  and  an  investigation  ensued. 

A troublesome  problem  with  Long’s  cell  cultures, 
which  he  had  openly  admitted  in  his  grant  application 
to  the  National  Cancer  Institute,  was  that  they  contained 
a gene  for  a form  of  an  enzyme  found  only  in  black 
people,  although  Long  claimed  to  have  taken  his 
cultures  from  white  patients.  Long  accounted  for  this 
anomaly  by  assuming  that  his  patients  must  have  been 
heterozygous — that  is,  that  they  had  some  genes  for 
both  the  “black”  and  the  “white”  forms  of  the  enzyme 
in  question. 

Further  tests  revealed  that  Long's  cell  cultures  were 
not  even  of  human  origin,  but  had  come  from  a brown- 
footed owl  monkey.  This  monkey  contains  the  enzyme 
in  question  in  a form  similar  to  that  found  in  blacks. 
Long's  laboratory  records  revealed  that  he  had  indeed 
performed  experiments  on  cells  from  such  a monkey, 
and  the  conclusion  was  that  cell  cultures  from  patients 
with  Hodgkin's  disease  were  contaminated  with  monkey 
cells. 

The  question  then  arose  as  to  whether  this  contami- 
nation was  deliberate  or  accidental.  Accidental  con- 
tamination of  cell  cultures  is.  as  a matter  of  fact,  a very 
common  occurrence.  Since  Long  maintains  that  he  did 
not  intentionally  tamper  with  his  cell  lines,  there  is  no 
way  to  prove  that  he  did.  However,  this  question  turns 
out  to  be  irrelevant  to  the  issue  of  whether  Long  was 
honestly  doing  his  job.  A more  thoroughgoing  scientist 
would  have  conceived  of  the  possibility  of  accidental 
contamination.  Long  was  negligent  in  failing  to  test  for 
this,  even  if  it  were  the  case  that  he  did  not  willfully 
contaminate  his  cancer  cells.  It  can  also  be  argued  that 
those  who  reviewed  his  grant  application  were  negligent 
in  failing  to  ask  Long  to  carry  out  such  tests  before 
awarding  him  a new  grant  for  $750,000. 

The  famous  “patchwork  mouse"  affair  provides 
another  example  of  how  sloppy  science  can  lead  to 
fraud.  Dr.  William  Summerlin  had  successfully  trans- 
planted a white  patch  onto  a black  mouse.  The 
significance  of  this  result  was  challenged  by  Peter 
Medawar,  who  suggested  that  Summerlin  had  per- 
formed this  experiment  on  a heterozygous  mouse. :: 
That  is,  if  the  black  mouse  had  one  white  parent  and 


one  black  parent  a successful  skin  graft  from  a white 
mouse  would  come  as  no  surprise.  On  the  other  hand,  if 
Summerlin  could  produce  a white  mouse  with  a 
successful  skin  graft  from  a black  mouse,  he  would  have 
a significant  result  since  white  mice  can  only  come 
from  two  white  parents.  In  short  Medawar  was  implying 
that  Summerlin  was  a careless  researcher.  Summerlin 
had  no  choice  but  to  produce  a white  mouse  with  a 
black  patch.  Repeated  failure  led  to  his  desperate 
painting  of  two  white  mice.  If  he  had  given  more  careful 
thought  to  his  original  experiment  with  black  mice,  he 
might  have  saved  himself  from  this  predicament. 
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Computer  Technology  and  Continuing  Medical  Education: 

A Scenario  for  the  Future 

CLEMENT  J.  MCDONALD,  m.d. 


There  are  major  differences  between  the  approaches 
used  to  teach  novices  and  journeymen,  i.e.,  those  with 
experience  in  a subject  matter.  The  novice  must  not 
only  learn  the  facts  regarding  the  subject  matter,  but 
also  a frame  of  reference  with  which  to  understand 
them.  To  communicate  this  framework,  a teacher  must 
interact  creatively  with  the  student.  The  journeyman 
need  only  learn  the  facts  about  the  subject  matter.  He 
already  has  a frame  of  reference  for  assimilating  them. 
Teaching  the  journeyman  is  primarily  a matter  of 
communicating  facts — most  of  which  can  be  commun- 
icated by  reading  material.  Little  interaction  between 
the  journeyman  student  and  teacher  is  required.  For 
discussion's  sake,  we  classify  physicians  in  continuing 
medical  education  as  journeymen. 

Computers  have  a role  to  play  in  teaching  both  the 
novice  and  the  journeyman.  LOGO,  developed  by 
researchers  at  MIT,  is  an  example  of  a system  used  to 
teach  novices.  It  is  used  to  teach  pre-school  children 
elementary  concepts  of  computer  programming,  shape 
and  number.  Extensive  course  work  covering  hundreds 
of  courses  has  been  programmed  onto  a computer 
(PLATO)  at  the  University  of  Illinois  at  Champaign- 
Urbana.  Some  of  these  courses  are  intended  for 
novices,  but  teachers  actively  participate  in  the  process. 
Because  the  process  of  concept  formation  and  discovery 
is  so  poorly  understood,  the  development  of  computer 
tools  to  assist  in  teaching  the  novice  is  still  in  its  early 
stages.  Its  ultimate  role  cannot  be  predicted. 

On  the  other  hand,  the  potential  for  the  computer 
involvement  in  the  teaching  of  journeymen  is  known, 
since  the  teaching  matter  can  be  communicated  totally 
through  text  reading,  as  exemplified  by  MKSAP  VI  of 
the  American  College  of  Physicians.  The  computer  has 
well  developed  powers  for  storing,  retrieving  and 
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distributing  text  material.  Today,  there  are  large  com- 
mercial services  that  provide  searches  of  large  data 
bases  at  modest  cost.  With  such  data  bases,  users  can 
obtain  answers  to  questions  about  subjects  ranging 
from  airline  schedules  or  news  reports  to  complex 
retrievals  about  publications  of  any  specific  matter  of 
interest.  The  American  Medical  Association  recently 
announced  plans  to  provide  drug  information  to  physi- 
cians in  their  office  via  CRT  terminals. 

In  theory,  all  the  information  provided  in  all  the 
continuing  education  courses  in  this  country  could  be 
provided  by  such  services.  Physicians  could  sit  down  to 
study  this  information  as  packaged  courses  or  could 
inquire  into  the  data  base  to  answer  practical  questions 
as  they  came  up  in  practice.  As  such  systems  become 
more  comprehensive  in  their  data  base  and  more 
sophisticated  in  their  ability  to  answer  specific  ques- 
tions posed  by  the  user,  the  burden  of  memorizing  this 
information  for  patient  care  will  diminish. 

The  form  and  format  of  current  continuing  education 
courses  are  shaped  largely  by  the  fact  that  a human 
teaches  them  and  his/her  time  is  valuable.  Because  of 
scarceness  of  "teacher”  time,  physicians  must  gather 
together  and  learn  away  from  their  practices.  Their 
learning  is  subject-oriented  and  teacher-directed.  If  the 
computer  could  provide  the  same  information  ( presum- 
ing that  computer  terminals  were  conveniently  avail- 
able to  the  physician),  other  approaches  would  be  pos- 
sible. The  physician  could  direct  his/her  own  education, 
asking  questions  as  problems  arose  in  the  office. 

To  appreciate  the  ultimate  influence  of  computer 
technology  on  post-graduate  education,  it  is  necessary 
to  recall  the  purpose  of  medical  education.  If  we  view 
medical  care  as  a cybernetic  black  box,  its  inputs  are 
patient  states,  its  outputs  are  physician  actions,  i.e., 
diagnostic  examinations,  tests  ordered,  treatments  given 
and  reassurance  offered.  Within  the  black  box,  are  the 
rules  that  decide  which  actions  are  required  for  what 
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patient  states.  Directly  or  indirectly,  medical  education 
supplies  these  decision  rules.  The  Washington  Manual 
with  its  “how  to  do  it"  information  about  the  treatment 
of  ketoacidosis,  septic  shock,  etc.,  provides  these  rules 
directly.  Other  sources  provide  the  bricks  and  mortar 
for  building  these  rules.  The  factual  bricks  come  from 
the  statistical  results  of  clinical  trials  and  communal 
experience — the  likelihood  that  a patient  with  a given 
finding  or  treatment  will  have  a given  outcome.  Other 
bricks  come  from  pathology,  physiology,  biochemistry, 
etc.,  which  define  the  possible  pathways  between  cause 
and  symptoms,  and  between  interventions  and  out- 
comes. The  mortar  is  largely  provided  by  heuristics, 
such  as  “do  no  harm”  or  Okam's  razor. 

Given  explicitly  defined  rules  of  care,  the  computer 
could  play  a role  in  the  medical  decision  process.  In 
particular,  it  could  perform  much  of  the  work  of 
detecting  patient  states  that  need  physician  attention. 

As  this  comes  about,  the  work  of  the  physician  will 
be  increasingly  legislative,  like  that  of  the  ICU  director 
who  develops  detailed  protocols  for  treating  various 
arrhythmias.  In  this  scenario,  the  physician  would  still 
have  considerable  control  as  an  overseer  of  the  process. 
The  physician  would  be  responsible  for  developing  and 
optimizing  the  rules  and  for  dealing  directly  with  com- 
plex situations  that  are  not  included  within  the  scope  of 
these  rules.  Such  a scenario  would  obviously  influence 
the  content  and  purpose  of  continuing  medical  education 
substantially.  The  focus  would  be  on  development  of 
practice  rules,  sources  of  data  for  developing  such  rules 
and  optimization  of  existing  rules — the  kinds  of  ma- 
terial now  covered  in  medical  decision  analysis. 

All  of  the  above  may  sound  a bit  whimsical.  Let  me 
try  to  make  it  more  concrete.  Currently,  there  are  at 
least  50  hospitals  that  use  computers  to  order  tests  and 
treatments.  Their  primary  purpose  is  to  collect  charge 
information,  but  they  have  obvious  potential  for  patient 
care.  It  is  not  difficult  to  imagine  that  these  computer 
terminals  could  provide  textbook  and/or  treatment 
information  on  request,  as  alluded  to  above.  To  take 
this  a step  further,  since  there  are  computers  that 
“know”  many  of  the  facts  about  the  patient  (i.e., 
demographics,  lab  results,  admission  diagnosis),  it  is 
possible  then  that  such  computers  could  anticipate  the 
physician's  need  for  medical  facts  and  provide  it 
without  being  asked.  Indeed,  the  PROMIS  system  at 
the  University  of  Vermont  does  exactly  that.1 

Let  us  consider  the  final  logical  step  in  this  progres- 
sion. If  the  computer  carries  a patient’s  computerized 
medical  record  and  the  medical  facts,  why  not  let  it  do 
the  work  of  determining  which  patients  need  certain 
tests  and  treatments.  In  this  case,  the  physician  then 
would  serve  the  role  of  overseer  as  described  above. 

We,  and  others,2  3 have  developed  systems  that  do 
execute  rules  of  care  according  to  physician-specified 
rules.  The  system  we  have  developed  operates  at  the 


Regenstrief  Health  Center  of  Wishard  Memorial  Hos- 
pital, an  inner-city  hospital  closely  affiliated  with  Indi- 
ana University  School  of  Medicine.  This  system  now 
contains  records  for  over  50,000  medicine  patients. 
The  computerized  medical  record  for  a patient  includes 
his/her  demographic  data,  and  results  of  all  diagnostic 
studies  in  encoded  form.  These  include  lab  tests, 
imaging  studies,  endoscopies,  EKGs,  spirometries,  etc. 
In  addition,  it  carries  records  of  all  diagnoses  and  records 
of  all  medication  treatments  obtained  from  the  emergen- 
cy room,  hospital  wards  or  clinics  of  the  hospital. 

The  system  provides  the  usual  features  of  a com- 
puterized medical  record  system;  that  is,  display  of  the 
medical  records  in  special  formats,  retrieval  of  records 
for  research  purposes,  patient  registration,  patient  appoint- 
ment scheduling  and  management  statistics.  It  also  in- 
cludes a general  purpose  data  base  management  system 
developed  locally  and  upon  which  the  application  pro- 
grams are  based,  a pharmacy  system  and  a laboratory  sys- 
tem which  feed  data  to  the  medical  record  system.  These 
latter  systems  are  complete  systems  in  themselves. 

Physicians  can  write  rules  of  care  that  the  computer 
will  obey.  Such  rules  are  entered  into  the  computer  as 
English-like  statements  with  a text  editor  or  word  pro- 
cessor. We  call  the  language  used  to  write  these  rules 
CARE.  The  simplest  rules  consist  of  two  parts:  a condi- 
tion defining  the  patient’ s state  of  interest,  and  an  action 
message  suggesting  the  therapeutic  or  diagnostic  inter- 
vention needed  to  correct  that  state. 

Currently,  we  have  over  1410  CARE  statements  in 
operation.  These  range  over  subjects  from  each  of  the 
major  medical  subspecialties  and  include  specific 
recommendations  about  preventive  care  (immuniza- 
tion, pap  testing,  mammography),  completion  of  first 
order  diagnostic  workups  (for  example,  obtaining  an 
iron  and  iron-binding  capacity  in  a patient  with  unex- 
plained microcytic  anemia),  the  initiation  of  therapy  for 
known  diseases  ( for  example,  the  use  of  iron  in  a patient 
with  low  serum  iron  and  high  iron-binding  capacity), 
the  management  of  follow-up  therapy  (for  example, 
serum  SGOT  testing  for  patients  on  isoniazide)  and  pro- 
phylactic medical  therapy  (for  example,  the  use  of  pro- 
pranolol in  patients  postmyocardial  infarction).  Exam- 
ples of  rules  used  to  remind  physicians  about  influenza 
vaccine  as  they  are  typed  into  the  computer  appear  below. 

Operationally,  the  system  works  as  follows.  The 
night  before  a clinic  session,  the  computer  identifies  all 
patients  with  an  appointment  for  that  session.  The  com- 
puter searches  each  patient’s  record  for  conditions 
specified  by  the  CARE  rules.  It  generates  reminders 
about  patients  whose  records  satisfy  those  conditions. 
The  reminders  are  aggregated  on  a printed  report  and 
presented  to  the  physician  at  the  time  of  his  visit. 

To  determine  the  effect  of  the  system  on  physician 
behavior,  we  have  performed  a number  of  different 
clinical  trials.  In  general,  the  intervention  in  these 
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BEGIN  BLOCK  FLU  SHOT 
IF  TODAY  IS  NOT  AFTER  10/1  & BEFORE  12/31 
OR  "FLU  SHOT  LAST'  IS  AFTER  8/1 

OR  LAST  "REFUSED  FLU  INJ"  WAS  = 1 & SINCE  1 YEAR  AGO 
OR  “DRUG  ALLERGIES”  WAS  = “SERUM  ALRGY” 

THEN  EXIT 
IF  “AGE”  IS  GT  65 

THEN  Consider  use  of  “flu  shot  AB”  if  no  egg  allergy  because  age 
places  patient  in  high  risk  category. 

AND  EXIT 

IF  “DX  LAST’  WAS  = “ASTHMA”  V “COPD” 

OR  “CHEST  X-RAY  LAST'  WAS  = “COPD” 

THEN  Consider  giving  "flu  shot  AB"  if  no  egg  allergy  because 
patient's  lung  disease  places  him  in  high  risk  category.  R:21 24 
AND  EXIT 

IF  “RENAL  FAILURE  SEV" 

THEN  Consider  giving  “flu  shot  AB"  if  no  egg  allergy  because 
severe  renal  failure  places  patient  in  high  risk  category. 
R:2 1 23 
AND  EXIT 
IF  "CHF  DX” 

THEN  Consider  giving  “flu  shot  AB"  because  congestive  heart 
failure  places  patient  in  high  risk  category.  R:21 23 
AND  EXIT 

END  BLOCK  FLU  SHOT 

studies  was  the  provision  of  a computer-generated  set  of 
reminders.  A report  provided  to  a study  physician  during 
the  trial  (with  bogus  identifying  information)  is  shown 
below.  The  full  set  of  reminders  is  contained  in  Action- 
Oriented  Decisions  in  Ambulatory > Medicine ,3 

SURVEILLANCE  REPORT 

SAMPLE.PATIENT  9999999-7  F BORN  18-NOV-50 
RETURN  TO  REGENSTRIEF  INSTITUTE  SURVEI  (620) 

Recent  skull  x-ray  or  bone  scan  reports  “sinusitis”  or  sinus  clouding. 

Antibiotics  (R:1 363)  and/or  decongestants  may  be  reguested. 

SINUS  X-RAY,  1 1-DEC-79,  SINUS  CLOUDING 

Consider  obtaining  yearly  "K+”  to  follow  effect  of  K+  sparing 

diuretic  R:  1 4 1 5,  R:  1 4 1 4 

POTASSIUM,  28-JUL-77.  4.8 

DYAZIDE,  1 1 -DEC-79,  1 

The  H I P study  (4)  showed  that,  in  patients  between  the  ages  of  50 
and  70,  mammography  and  physical  exam  reduced  the  breast 
cancer  death  rate  by  Vz.  IU  Oncology  recommends  breast  exam 
every  year  & “mammogram”  every  1 to  3 years.  An  alternative 
strategy  would  be  to  reserve  mammography  screening  for  older 
women  with  obese  breasts. 

Obesity  is  a risk  factor  for  breast  cancer,  reduces  the  sensitivity  of 
physical  exam,  and  improves  the  sensitivity  of  mammography, 
since  fat  is  an  ideal  contrast  medium  for  breast  tissue.  R:2408, 
R:2386 
AGE,  66.742 

In  the  randomized  clinical  trials  of  this  system,5  7 we 
have  shown  that  patients  who  are  eligible  for  a given 
procedure  are  more  likely  to  receive  it  if  their  physician 
is  reminded  by  the  computer  of  their  eligibility  ( as  in  the 
above  report)  than  not.  We  believe  that  the  physician’s 
failure  to  respond  in  control  cases  is  due  to  information 
channel  limitations.  The  issues  involved  are  generally 
simple  ones,  e.g.,  has  it  been  time  enough  for  the  next 
cervical  pap  smear.  The  reminders  have  similar  effects 
on  physicians  at  all  levels  of  training,  ranging  from 
interns  through  faculty  members  and  they  only  have 
large  effects  when  the  physicians  already  accept  the 


computer’s  indications  for  a given  intervention. 

Even  more  elaborate  decision  support  systems  are 
currently  under  development  using  techniques  that  are 
collectively  described  as  artificial  intelligence  because 
they  emulate  heuristics  of  intelligent  decision  makers. 
Such  systems  have  provided  advice  regarding  the 
probable  cause  and  possible  therapy  for  infections, 8 the 
execution  of  research  protocols  in  an  oncology  clinic,9 
diagnostic  assistance  for  rheumatologic  diseases  and 
general  consulting  at  the  level  of  an  expert  diagnosti- 
cian. 10  None  of  these  systems  tie  directly  to  an  existing 
medical  record  data  base,  but  have  shown  remarkable 
ability  to  choose  the  correct  diagnosis  in  very  complex 
circumstances. 

In  summary,  we  expect  two  kinds  of  evolving 
computer  support  to  influence  the  how  and  the  what  of 
continuing  medical  education.  W e expect  that  informa- 
tional support  to  come  sooner  than  decisional  support. 
We  should  soon  see  computer  systems  that  can  rapidly 
provide  up-to-date,  factual  material  about  the  choice  of 
drugs,  dosages,  diagnostic  tests  and  standard  proced- 
ures for  dealing  with  common  problems— a sort  of 
Medical  Letter,  Drug  Alert,  PDR  and  Washington 
Manual,  all  rolled  into  one.  It  should  not  be  long 
thereafter  before  we  obtain  similar  access  to  entire 
library-sized  medical  data  bases.  With  currently  avail- 
able technology,  50,000  images  can  be  stored  on  a 
single  video  disk.  With  further  development,  this 
number  is  likely  to  increase  manyfold.  It  will  not  be 
hard  to  project  to  the  time  when  an  entire  medical 
library  can  be  stored  on  such  video  disks  and  be 
accessible  through  computer-based  indexing  systems, 
such  as  recently  described, 1 ' if  the  publishing  industry 
can  be  convinced  to  join  together  to  build  such  libraries 
from  their  collective  archives.  The  availability  of  such 
disks  could  dramatically  change  the  role  of  the  medical 
library  in  routine  medical  care.  Currently,  library  usage 
is  limited  primarily  to  researchers,  educators  and 
students,  because  a reasonable  manual  search  of  a 
library  for  a given  subject  takes  hours  and  even  that 
time  commitment  may  not  be  enough.  Video  disk- 
based  systems  will  reduce  the  time  required  for  suc- 
cessful library  searches  by  orders  of  magnitude.  Such 
searches  could  become  a routine  part  of  the  manage- 
ment of  all  complex  and  unusual  patients. 

In  the  near  term,  we  would  expect  to  see  decision 
support  systems,  such  as  ours,  the  PROMIS  system,1 
and  HELP  system. 2 Within  ten  years,  artificial  intel- 
ligence-based consulting  systems,  such  as  those  des- 
cribed above  are  likely  to  have  practical  applications. 

The  power  brought  to  bear  by  computer  revolution 
will  change  the  form  of  continuing  education.  Specif- 
ically, it  will  reduce  the  requirements  for  formal 
didactic  teaching  by  providing  learning  opportunities 
within  the  context  of  the  patient  care.  What  was 
subject-oriented  will  become  patient-oriented  and  what 
was  teacher-directed  will  become  student-directed. 
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Hearing  Addresses  Effects  of  Losing  Health  Insurance 

Coming  into  focus  as  another  disastrous  result  of  the  nation's  high  unemployment  is  the 
loss  of  health  insurance  coverage  by  the  jobless,  as  highlighted  at  a recent  hearing  of  the 
House  Energy  and  Commerce  Committee.  About  1 0.7  million  persons,  including  breadwin- 
ners" dependents,  lacked  coverage  in  December  due  to  joblessness,  according  to  Alice  Rivlin, 
Ph.D.,  director  of  the  Congressional  Budget  Office.  She  was  one  of  a number  of 
representatives  of  government,  labor,  business,  hospital  and  insurance  industries,  and  the 
unemployed  who  appeared  at  the  hearing,  which  considered  the  effects  of  joblessness  on 
health  care  coverage.  The  complexities  of  the  situation  were  reflected  in  Rivlin's  statement 
that  providing  benefits  to  the  unemployed  under  a federal  program  such  as  Medicare — 
“perhaps  the  most  rapid  means”  of  extending  coverage — would  cost  about  $6  billion  in 
Fiscal  Year  1983.  This  would  add  “significantly”  to  the  federal  deficit  at  a time  when  all 
efforts  are  being  explored  to  reduce  the  expanding  deficit,  she  said. 

Rivlin,  as  did  other  witnesses  at  the  hearing,  discussed  the  conflicts  inherent  in  suggested 
solutions  to  the  problem.  For  example,  she  said  that  extending  employer  financing  of  health 
insurance  for  laid-off  employees  would  add  to  "high  costs”  of  industries  already  "severely 
affected  by  the  recession.”  However,  the  jobless  could  not  afford  an  alternative  of  paying  the 
entire  cost  of  continuing  their  insurance  coverage,  she  said.  Reference  was  made  at  the 
hearing,  without  any  definitive  findings,  as  to  whether  Hill-Burton  hospital  charity  care 
obligations  could  help  meet  health  needs  of  the  unemployed. 

— Hospital  Week,  January,  1983 
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The  Butchers  of  Harbin 

Experimentation  on  POWs — Japan,  World  War  II 


ROBERT  WHYMANT 


“I  sometimes  felt  sorry  for  the  logs  of  wood.  I 
wondered,  is  it  right  to  do  such  things  to  them?”  This 
was  Naoji  Uezono  recalling  the  twinges  of  conscience 
he  felt  at  the  medical  experiments  on  humans  conduct- 
ed by  his  regiment,  the  73 1 st.  The  war  ended  37  years 
ago,  with  the  emperor's  surrender  broadcast,  when  the 
regiment  was  fleeing  southwards  across  Manchuria 
before  the  Soviet  advance. 

“When  the  news  came  through  on  August  15. 
several  of  the  men  swallowed  the  poison  pills  issued  by 
our  officers,  who  forbade  us  to  surrender  and  divulge 
our  secrets,”  Uezono  recollects. 

Those  secrets  were  of  a numbing  horror  without 
parallel  in  modem  times.  At  their  vast  complex  south  of 
Harbin,  Manchuria.  3500  soldiers  and  civilians  spent 
the  war  developing  germ  warfare  skills  unmatched  by 
any  other  nation.  Their  expertise,  which  could  have 
changed  the  course  of  the  war  if  Hiroshima  and 
Nagasaki  had  not  intervened,  was  acquired  by  experi- 
menting on  human  guinea  pigs — "maruta"  or  logs  of 
wood  to  insiders. 

Those  experiments  were  so  grotesque,  with  doctors 
dissecting  living  people  to  advance  medical  science, 
that  even  the  gas  chambers  of  Auschwitz  seem  almost 
humane  by  comparison.  The  details  are  already  fairly 
well  known,  largely  because  of  the  best-selling  expose 
that  shocked  the  Japanese  public  earlier  this  year.  Now 
a sequel  has  been  published.  “The  Devil's  Gluttony, 
Part  Two,”  also  by  Seiichi  Morimura  with  Masaki 
Shimozato,  which  delves  deeper  into  the  human  exper- 
iments— the  injections  of  plague,  cholera,  typhus  and 
other  germs,  the  freezing  of  limbs,  the  infecting  with 
syphilis,  the  prolonged  exposure  to  X-rays,  the  vivi- 
sections, which  caused  the  deaths  of  at  least  3000 
Chinese,  Russians,  and  Mongols,  and  American  prison- 
ers of  war. 

A Terse  Acknowledgement 

The  new  book  also  reveals  that  a detachment  of 
regiment  731  was  operating  in  Burma,  where  British 


ROBERT  WHYMANT  writes  for  the  Manchester  Guardian, 
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prisoners  were  probably  among  the  logs.  “I  was  told  by 
one  of  the  former  members  of  the  unit  that  British 
prisoners  were  also  used  in  Manchuria,”  says  Shimo- 
zato, as  the  researchers  needed  to  determine  the  most 
effective  biological  and  chemical  agents  for  use  against 
different  races. 

This  spring,  in  a terse  reply  to  a parliamentary 
question  tabled  by  an  opposition  member,  the  J apanese 
Government  made  the  first  acknowledgement  that  the 
germ  warfare  unit  existed.  It  revealed  that  1285 
soldiers  and  1472  civilians — including  Japanese  Red 
Cross  nurses — were  involved.  But  that  was  all;  nothing 
about  the  number  and  nationality  of  victims.  Nothing 
about  the  secret  agreement  between  the  unit's  com- 
mander, Shiro  Ishii,  and  the  US  Army  after  the  war. 
which  saved  the  skins  of  the  Butchers  of  Harbin. 

The  curtain  of  official  silence  hangs  as  heavy  as  ever 
in  Tokyo  and  Washington.  But  for  the  new  book, 
Shimozato  secured  illuminating  papers  from  the  Pen- 
tagon under  the  Freedom  of  Information  Act.  They 
reveal,  among  other  things,  why  the  United  States  was 
so  eager  to  learn  the  techniques  developed  by  Surgeon 
General  Ishii  and  the  team  of  medical  brains  enlisted 
from  his  alma  mater,  Kyoto  University. 

Not  only  had  Japan  perfected  mass  production  of 
cholera  and  plague  bacilli  delivery  systems,  it  had  also 
succeeded — using  human  guinea  pigs — in  mass  pro- 
duction of  penicillin  several  years  ahead  of  the  Amer- 
icans. And  in  research  on  vitamins  (especially  the  B 
complex)  and  nutrition.  Unit  731  led  the  field.  This 
knowledge  was  acquired  by  systematic  deprivation  and 
slow  starvation  of  the  logs  of  wood. 

Pioneering  work  was  done  on  finding  substitutes  for 
human  blood — in  one  experiment  prisoners'  veins  were 
drained  and  they  were  pumped  full  of  horse  blood.  In 
order  to  research  treatments  into  syphilis,  female 
prisoners  were  infected,  then  impregnated  (by  another 
prisoner),  and  when  the  baby  was  bom,  both  it  and  the 
mother  were  vivisected.  Another  team  studied  just  how 
much  exposure  to  X-rays  the  liver  could  support. 

Freezing  experiments  were  so  thorough  that  the 
team  leader  became  the  world  authority  on  the  science 
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of  human  adaptability  to  environment.  All  this  was,  as 
Dr.  Edwin  Hill,  a US  Army  scientist,  reported  in  1947 
after  interviewing  General  Ishii,  valuable  information 
which  “could  not  be  obtained  in  our  own  laboratories 
because  of  scruples  attached  to  human  experimen- 
tation.'’ 

And  so  an  infamous  deal  was  struck,  between  the 
Butchers  of  Harbin  and  the  United  States  government; 
immunity  for  the  whole  unit  in  exchange  for  all  the 
precious  know-how.  But  the  deal  had  to  remain  top 
secret — it  is  still  not  officially  acknowledged — because 
at  the  time  German  scientists  and  doctors  were  being 
tried  at  Nuremberg  for  offenses  which  included  exper- 
iments on  human  beings. 

How  Information  Came  Out 

The  deal  was  shrouded  in  such  secrecy  that  for  years 
those  most  affected — the  lower  ranks  like  Uezono  and 
his  comrades — had  no  inkling.  "When  the  war  finished, 
we  thought  we’d  be  tried  as  war  criminals,”  the  spritely 
72-year-old  recalls  over  cream  cakes  in  a Ginza  coffee 
shop.  A few  members  of  the  unit  who  failed  to  get  away 
in  time  were  captured  by  Soviet  forces  in  Manchuria 
and  sentenced  at  the  Khabarovsk  trial  in  3 949  to  prison 
terms  of  up  to  15  years.  But  in  Japan  word  gradually 
filtered  through  a network  of  “comrades-in-arms”  that 
they  would  not  be  prosecuted.  The  fear  did  not  go  away 
entirely — after  all,  didn’t  the  German  authorities  for 
decades  after  the  war  continue  to  hunt  down  war 
criminals? 

“It  was  only  seven  years  with  America,”  Gen. 
Masaji  Kitano,  a commander  of  the  unit  passed  this 
snippet  on  during  one  of  the  regular  reunions  of  the 
unit — and  caused  considerable  acrimony. 

For  30  years  most  of  the  unit  had  lived  in  a twilight 
zone  of  uncertainty  about  their  fate.  Several  had  been 
persuaded  to  take  poison  on  August  15  at  a railway 
station  in  Manchuria.  Yet  the  unit’s  commanders  had 
bargained  with  the  enemy  almost  as  soon  as  the  war 
was  finished. 

As  this  became  clearer,  some  of  the  men  felt  angry  at 
their  superiors.  And  this  made  the  task  easier  for 
Shimozato  when  he  tracked  down  the  members  of  the 
unit  who  had  pledged,  when  it  disbanded,  never  to 
divulge  their  secrets. 

A few  agreed  to  talk  and  then  a few  more,  and 
Shimozato  and  Morimura  pieced  together  the  horrific 
story.  And  there  was  something  else  that  rankled.  “The 
higher-ups  did  well  out  of  the  war — all  the  data  from 
those  experiments  proved  invaluable  in  promoting  their 
careers,”  says  Uezono,  who  today  makes  a modest 
living  from  his  bookbinding  business.  At  Harbin,  he 
was  responsible  for  printing  the  reports  of  the  exper- 
iments—"dozens  and  dozens,  15  to  a hundred  pages 
long.  I knew  everything  about  the  experiments.” 

Many  of  the  doctors,  however,  used  the  expertise 
acquired  through  the  savage  experiments  to  become  the 


medical  elite  in  civilian  life.  General  Kitano  became 
president,  then  chairman  of  Green  Cross,  a pharma- 
ceutical firm  world  famous  for  developing  the  first 
artificial  blood. 

Now  in  his  nineties,  Kitano  spends  his  retirement  in 
his  house  in  a leafy  heart  of  Tokyo.  Green  Cross  is  now 
headed  by  Ryoichi  N aito,  another  leading  researcher  in 
Unit  731.  In  a statement  made  to  the  intelligence 
section  of  General  MacArthur’s  general  headquarters 
after  the  war,  Naito  described  experiments  in  which 
prisoners  were  used  to  test  the  deadly  poison  of  blow- 
fish  (the  statement  is  quoted  in  the  Morimura-Shimo- 
zato  book). 

The  leader  of  the  freezing  team  at  Harbin,  Hisato 
Yoshimura,  became  one  of  the  world’s  top  authorities 
on  human  endurance  to  cold,  and  at  the  conference  of 
the  prestigious  Japan  Physiological  Society  last  year 
he  proudly  discussed  his  life’s  work  on  comparative 
resistance  of  different  races  and  age  groups  to  extremes 
of  cold. 

The  experiments  had  been  “using  living  bodies”  and 
he  did  not  need  to  tell  his  learned  audience  that  these 
were  prisoners  of  Unit  731. 

At  the  Khabarovsk  trial,  a former  colleague  of 
Yoshimura  had  testified  that  prisoners  were  soaked  in 
ice  cold  water  and  put  out  in  temperatures  of  minus  40 
centigrade  until  their  frozen  arms  when  struck  with  a 
short  stick  emitted  a sound  resembling  that  which  a 
board  gives  out  when  it  is  struck. 

And  then  came  procedures  for  thawing  described  by 
a unit  member  in  “The  Devil’s  Gluttony”:  “The  frozen 
limbs  were  soaked  in  hot  water.  . . the  tissue  crum- 
bled. . . There  was  no  way  of  saving  the  log’s  life  other 
than  chopping  off  the  limbs.”  In  this  way  a great  deal 
was  learnt  about  measuring  skin  temperature,  how  long 
it  takes  to  produce  gangrene,  how  to  treat  frostbite. 

Yoshimura,  professor  emeritus  of  Hyogo  Medical 
University,  consultant  on  freezing  to  the  giant  Taiyo 
Fishery  Company,  adviser  to  Japanese  polar  expedi- 
tions, told  a journalist  from  the  Kyodo  News  Agency: 
“That  was  in  wartime;  what  happens  in  wartime  and 
peace  are  different.”  But  some  of  his  medical  col- 
leagues were  critical  of  the  Japan  Physiological  Soci- 
ety for  reprinting  his  conference  lecture  in  the  society’s 
journal  last  July.  Soon  after  the  war,  the  society  had 
published  Yoshimura’s  learned  papers  on  the  freezing 
tests. 

Freezing  Experiment  Described 

Uezono  witnessed  one  experiment  by  the  Yoshi- 
mura freezing  team.  “Two  naked  men  were  put  in  an 
area  40  to  50  degrees  below  zero,  and  researchers 
filmed  the  whole  process  until  they  died.  They  suffered 
such  agony  they  were  digging  their  nails  into  each 
other’s  flesh.”  The  candidates  for  freezing  were  often 
hand-me-downs  from  different  germ  teams  and  from 
there  they  were  either  vivisected  (if  they  had  not  frozen 
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to  death)  or  killed  in  poison  gas  tests. 

About  450  of  the  unit's  members  are  still  alive  today, 
and  hold — or  held  until  their  retirement — teaching 
posts  in  medical  universities;  others  manage  their  own 
hospitals.  The  leader  of  the  vivisection  team — a man 
who  Shimozato  says  “deserves  a place  in  the  Guinness 
Book  of  Records  for  the  largest  number  of  human 
vivisections” — holds  a senior  post  at  a university  in 
Western  Japan. 

The  co-founder  of  one  of  Japan’s  leading  exporters 
of  audio  equipment  helped  the  researchers  as  interpret- 
er; he  was  assigned  to  the  unit  by  the  Kempeitai,  the 
notorious  military  police,  which  kept  up  a constant 
supply  of  logs — Chinese  and  Koreans  suspected  of 
anti- Japanese  activities. 

One  man  who  broke  silence,  Masakuni  Kurum- 
izawa,  the  deputy  to  the  vivisection  team  leader,  said  he 
felt  so  bad  about  what  he  did  (“at  least  one  thousand 
vivisections”)  that  he  turned  his  back  on  society  to 
become  a farmer  after  the  war. 

But  penitents  are  in  a minority.  Many  strike  a self- 
righteous  tone,  says  Shimozato,  who  was  usually 
shown  the  door  by  the  Butchers.  Others  take  refuge  in 
the  exigencies  of  military  life.  “You  can’t  say  I want  to 
do  this  or  that  in  war,  however  good  or  bad,”  says 
Uezono.  “The  Japanese  way  is  to  obey  a superior.  It 
was  the  same  as  if  the  order  came  from  the  emperor. 

He  says  he  didn’t  cut  up  humans  himself,  but  he 
watched  experiments.  “Sometimes  there  were  no  an- 
aesthetics. They  screamed  and  screamed.  But  we 
didn’t  regard  the  logs  as  human  beings.  They  were 
lumps  of  meat  on  a chopping  block.” 

He  giggles  nervously,  recollecting  a revolt  of  pris- 
oners two  months  before  the  end  of  the  war.  “The 
Russians  had  broken  out  of  their  chains.  We  all  ran  to 
the  cells  with  our  pistols.  There  were  40  or  50.  All  of 
them  were  killed.”  For  two  or  three  years  afterwards, 
he  says,  he  suffered  awful  nightmares. 

When  Soviet  forces  crossed  into  Manchuria  in  the 
last  days  of  the  war,  the  remaining  logs  were  hurriedly 
gassed,  and  burnt,  one  hundred  says  Uezono,  though 
another  member  of  the  unit  revealed — just  last  month — 
that  the  true  figure  was  closer  to  400. 

Why  were  the  Butchers  of  Harbin  allowed  to  get 
away  with  their  crimes?  Why  is  there  no  outcry  from 
the  Japanese  public  against  the  leading  medical  scient- 
ists who  today  form  young  minds  in  universities  and 


amass  huge  fortunes  from  the  hospitals  they  run? 

Shimozato  offers  this  explanation.  “We  do  not  act  as 
individuals;  Japanese  can  do  any  evil  when  they  are  in 
groups.  Only  a handful  of  communists  opposed  the  war, 
so  everybody  had  a part  in  ‘The  Devil’s  Gluttony.’  ” 

The  story  of  “The  Devil’s  Gluttony”  and  Unit  731 
has  only  been  partly  told.  The  Pentagon  refuses  to 
release  key  materials,  and  most  of  the  leading  protag- 
onists, if  they  have  not  died,  already  are  now  old. 

Rewriting  War’s  History 

Some  opposition  members  of  parliament  have  urged 
the  Japanese  government  to  lift  the  veil  of  the  atrocities 
but  theirs  is  an  idle  hope.  For  the  trend  is  now  to 
obscure  history  as  far  as  possible  to  prettify  Japan’s 
war  record. 

Japan  is  now  embroiled  with  China  and  North  and 
South  Korea  over  changes  made  in  high  school  text- 
books on  Japanese  and  world  history;  the  changes  were 
dictated  by  the  education  ministry. 

This  revision  of  history  reflects  a sincere  belief  that 
reality  can  be  modified  by  a proper  use  of  words  and 
may  eventually  fade  away  like  an  ill-remembered 
dream.  Many  Japanese  regard  their  war  as  a state — 
like  being  drunk,  which  means  that  the  worst  excesses 
can  be  forgiven  and  forgotten  the  next  morning. 

Japan’s  official  promotion  of  amnesia,  which  has 
enraged  East  Asian  countries,  coincides  with  a weak- 
ening of  the  anti  war  spirit  in  Japan  and  great  boost  in 
military  spending.  But  the  efforts  to  revise  history 
actually  began  several  years  ago — litigation  over  a 
history  textbook  written  by  Saburo  Ienaga,  who  oppos- 
ed pressure  to  rewrite  parts  of  the  book,  dates  back  to 
the  Sixties. 

The  Guardian  has  learnt  that  two  of  the  education 
ministry’s  inspectors  who  screen  textbooks  were  form- 
er members  of  the  Ishii  unit.  During  a crucial  period, 
these  men  were  involved  in  dictating  changes  in 
textbooks  for  use  in  schools.  Both  have  retired. 

It  goes  without  saying  that  there  is  no  mention  of 
Japan's  germ  warfare  unit  in  school  textbooks,  and  it 
may  be  safely  assumed  that  the  Japanese  authorities 
will  continue  to  exclude  this  chapter  of  history. 

In  this  climate,  says  Uezono,  he  feels  a duty  to  talk 
about  his  experiences,  “so  that  young  people  know 
what  happened.” 
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Month  in  Washington 


Richard  S.  Schweiker,  Secretary  of  the  Department 
ofHealth  and  Human  Services  (HHS)  for  the  first  two 
years  of  the  Reagan  Administration,  resigned  early  in 
January.  It  was  reported  that  Schweiker  would  become 
president  of  the  American  Council  of  Life  Insurance,  a 
lobbying  organization  for  the  insurance  industry. 
Schweiker’s  unexpected  departure  was  preceded  by 
the  earlier  resignation  of  HHS’s  number  two  man. 
Under  Secretary  David  B.  Swoap  who  returned  to 
California  to  head  that  state’s  welfare  agency. 

President  Reagan  has  nominated  former  Republican 
Representative  Margaret  Heckler  of  Massachusetts  to 
succeed  Schweiker.  Heckler,  considered  a moderate, 
was  defeated  in  last  November's  election.  She  is  an 
attorney,  an  advocate  of  women's  rights  and  is  pro- 
consumer; however,  she  is  strongly  opposed  to  abor- 
tion. Heckler  is  the  second  woman  to  be  appointed  to 
the  Reagan  Cabinet.  Elizabeth  Dole,  wife  of  Senator 
Robert  Dole  (R-KS)  was  recently  named  to  head  the 
Department  of  Transportation.  Heckler’s  appointment 
must  be  confirmed  by  the  U.S.  Senate. 

Schweiker  had  earned  a reputation  for  loyalty  in  the 
administration  as  he  faithfully  carried  out  policies 
aimed  at  reducing  the  size  and  expense  of  programs 
within  his  Department.  Prior  to  being  appointed  to  the 
HHS  post,  Schweiker  had  served  two  terms  as  a U.S. 
Senator  from  Pennsylvania  and  four  terms  as  a member 
of  the  House  of  Representatives. 

Joseph  F.  Boyle,  M.D.,  AMA  Board  Chairman  and 
AMA  President  William  Y.  Rial,  M.D.,  in  a joint 
statement  said:  “We  commend  Dick  Schweiker  for  his 
helmsmanship  of  HHS  in  difficult  times.  We  congratu- 
late Margaret  Heckler  as  Secretary  Designate — But 
because  the  position  of  HHS  Secretary  is  such  a 
difficult  and  important  one,  some  reservations  need  to 
be  expressed.  HHS,  the  government's  biggest  agency, 
would  be  more  manageable  and  effective  if  it  were 
divided  into  a separate  Department  of  Health  and  a 
Department  of  Human  Services. 

“Further,  it  would  have  served  the  public’s  interest  if 
the  Administration  had  sought  the  counsel  of  major 
associations  involved  in  health  care  delivery  before 
making  this  appointment.  While  we  are  surprised  and 
deeply  disappointed  at  the  process,  we  are  anxious  to 
know  Secretary  Designate  Heckler’s  views  on  health 
care  and  to  share  ours”  the  AMA  officials  added. 

In  a ceremony  in  the  East  Room  of  the  White  House, 
former  Rep.  Margaret  Heckler  was  nominated  for  what 
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she  called  “the  hardest  assignment  in  Washington,” 
replacing  Richard  Schweiker  as  HHS  Secretary  of  the 
Health  and  Human  Services. 

An  hour  after  Heckler  was  nominated  to  replace 
Schweiker,  presidential  adviser  Ed  Meese  told  a 
luncheon  that  Social  Security  Commissioner  John 
Svahn  would  become  the  new  HHS  Undersecretary, 
replacing  David  B.  Swoap. 

The  shakeup  caught  both  Administration  and  HHS 
officials  by  surprise,  and  brought  to  the  forefront  of  the 
government’s  largest  agency  a 50-year-old  lawyer  who 
on  Capitol  Hill  is  considered  to  be  a strong  feminist 
with  one  major  exception — she  opposes  abortion. 

Despite  her  reputation  as  a liberal  Republican,  the 
former  Rep.  Heckler  was  considered  a “loyal  soldier” 
of  the  Reagan  Administration  on  almost  every  issue 
except  those  involving  women's  rights.  She  split  with 
the  major  activist  women’s  groups  only  on  one  impor- 
tant point — abortion.  As  a Roman  Catholic  and  the 
representative  of  a district  with  a large  Catholic 
population,  she  was  a strong  anti-abortionist.  She  made 
a determined  effort  to  avoid  an  anti-Equal  Rights 
Amendment  plank  in  the  1980  Republican  platform. 

Calling  Reagan  “the  finest  President  I have  known,” 
Heckler  said  at  her  nomination  ceremony,  “It  is  with  a 
sense  of  faith  in  your  vision  and  goals  for  America  that  I 
accept . . She  lost  her  House  seat  last  fall  to  Demo- 
crat Barney  Frank. 

Schweiker’s  main  role  as  HHS  Secretary  was  to  act 
as  a buffer  between  the  Reagan  Administration  and  the 
army  of  critics  in  Congress  seeking  to  prevent  Admin- 
istration cutbacks  in  social  programs.  He  used  his  eight 
years’  experience  as  a representative  and  12  as  a 
senator  to  defuse  some  of  the  hostility  toward  Reagan's 
programs. 

Heckler,  a 1 956  graduate  of  the  Boston  College  Law 
School,  will  run  the  biggest  agency  in  the  federal 
government,  with  an  annual  budget  of  $300  billion,  of 
which  Social  Security  commands  $170  billion.  Medi- 
care $50  billion,  and  Medicaid  $20  billion.  The 
Reagan  Administration  was  known  to  be  anxious  about 
improving  its  image  with  women  and  the  sudden 
elevation  to  cabinet  rank  of  first.  Dole,  and  now. 
Heckler,  is  seen  as  a significant  move  in  that  direction. 

Schweiker’s  sudden  departure  was  the  second  Cabi- 
net resignation  in  a week  and  the  fourth  in  the  Reagan 
Administration.  Transportation  Secretary  Drew  Lewis, 
like  Schweiker  a Pennsylvania  moderate,  resigned 
earlier  this  month.  Previously,  Secretary  of  State 
Alexander  Haig  and  Energy  Secretary  James  B. 
Edwards  left  the  Reagan  team. 
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Schweiker’ s two  years  in  the  Reagan  Cabinet  were 
stormy,  with  fights  over  welfare,  medical  programs, 
health  insurance,  and  Social  Security.  He  had  a 
running  feud  with  Budget  Director  David  Stockman 
and  only  last  month  had  to  appeal  directly  to  the 
President  to  win  back  proposed  cutbacks  of  $500 
million  that  would  have  gutted  the  U.S.  Public  Health 
Service.  Schweiker  also  had  been  excluded  from  White 
House  task  forces  to  reform  the  Social  Security  system 
and  hold  down  the  cost  of  medical  care. 

**** 

The  Administration  has  entered  its  latest  ploy 
towards  its  long-awaited  proposal  to  inject  more  com- 
petition into  the  health  care  economy. 

Speaking  before  a recent  national  health  mainte- 
nance organization  (HMO)  policy  conference  in 
Washington.  White  House  health  consultant  David  A. 
Winston  said  he  had  reason  to  believe  a competition 
policy  would  be  introduced  “very  soon.”  The  annual 
meeting  was  sponsored  by  the  Group  Health  Associa- 
tion of  America  and  the  American  Association  of 
Foundations  for  Medical  Care. 

Winston,  an  unpaid  special  consultant  with  respon- 
sibility for  coordinating  the  development  of  an  Admin- 
istration strategy  for  health  care  reform,  predicted  that 
the  proposal  would  include  a so-called  “tax  cap,” 
limiting  the  dollar  amount  of  health  care  benefits  that 
are  non-taxable  to  the  employee,  and  mandatory  cost 
sharing  for  certain  Medicare  patients.  Winston,  cur- 
rently a first  vice  president  in  the  Washington  Office  of 
Blyth  Eastman  Paine  Webber  Health  Care  Funding, 
formerly  was  minority  health  staff  director  for  Sen. 
Richard  Schweiker  when  the  outgoing  HHS  Secretary 
was  a ranking  minority  member  of  a Senate  Labor  and 
Human  Resources  health  subcommittee. 

Winston  was  less  optimistic  about  the  proposal's 
chances  for  enactment,  saying  he  could  not  predict 
whether  such  a proposal  would  pass.  He  was  convinced, 
however,  that  top-level  Administration  officials  were 
committed  to  making  the  health  care  system  more 
responsive  to  price. 

Discussing  why  the  Administration’s  plans  for  a so- 
called  “pro-competition”  proposal  had  lagged  for  two 
years,  Winston  said  the  Administration  assessment 
was  that  “almost  anything  would  irritate  almost  every- 
one.” 

For  a period,  Winston  said,  “we  thought  seriously 
that  the  smartest  political  thing”  was  to  do  nothing. 
More  recently,  data  on  current  and  projected  health 
care  expenditures  made  the  Administration  take  notice 
of  a pressing  need  for  change,  he  added. 

Winston  said  the  $56.4  billion  spent  on  Medicare 
this  year  would  grow,  by  conservative  estimate  to  $ 1 00 
billion  by  1987,  if  no  reforms  were  enacted.  Six  weeks 
ago,  health  care  experts,  briefing  the  President  and 
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other  top  Administration  officials,  estimated  that  total 
health  care  expenditures  in  the  nation  would  grow  to 
$798  billion  by  1 990  if  the  current  system  was  allowed 
to  stand. 

In  its  desire  to  stem  this  growth,  the  Administration 
hopes  to  protect  itself  fiscally  and  to  “address  the 
reasons”  for  the  growth  to  correct  the  “dislocations  in 
the  private  sector,”  referring  to  the  cost  shifting  to 
private  patients  when  the  government  limits  its  reim- 
bursement policies. 

Winston  said  that  after  several  weeks  of  intensive 
meetings  with  providers,  payers  and  employers,  there 
appeared  to  be  a “schism,  a rather  natural  division”  of 
opinion.  The  purchasers,  including  insurers,  employers, 
and  unions,  “would  like  to  prevent  any  proposal  from 
enactment”  and  would  prefer  that  the  government  turn 
to  revenue  control  over  providers. 

Acknowledging  that  the  Administration  was  sup- 
porting an  unpopular  proposal,  Winston  said  everyone 
would  suffer  “a  certain  amount  of  pain”  and  undergo 
constraints  to  accomplish  the  long-term  goal  of  helping 
consumers  become  more  prudent  buyers  of  health  care. 

The  prudent  buyer  concept  is  a familiar  one  to  health 
economist  Alain  Enthoven,  Ph.D.,  a professor  in  the 
Graduate  School  of  Business  at  Stanford  U.  Dr. 
Enthoven,  who  has  for  five  years  been  an  advocate  of 
competitive  approaches  to  health  system  reform,  dis- 
agrees with  the  proposal  to  enact  mandatory  co- 
payments, noting  that  recent  studies  indicate  that  the 
great  majority  of  hospitalized  patients  exceed  their  co- 
insurance  limit,  diluting  the  piovision’s  intended  effect 
of  stemming  demand. 

Dr.  Enthoven  argued,  however,  for  the  need  to  limit 
an  employer’s  contribution  to  health  insurance  pre- 
miums that  are  tax-free  to  employees.  Appealing  to  his 
audience.  Dr.  Enthoven  said  that  a cap  of  $150  per 
month  on  an  employer's  contributions  “would  be  good 
for  HMOs  and  other  organized  systems”  of  care,  since 
employees  would  be  encouraged  to  select  a plan  that 
would  not  add  taxable  benefits  to  their  salaries. 

The  current  system  of  allowing  employers  to  give 
workers  unlimited  untaxed  health  care  benefits  is 
“subsidizing  the  rich,”  Dr.  Enthoven  said.  A family 
health  insurance  plan  would  be  worth,  on  the  average, 
$83  a year  to  a household  with  a $10,000  to  $15,000 
income  and  $622  a year  to  a household  earning 
$50,000  to  $100,000. 

The  difference.  Dr.  Enthoven  said,  is  between  tax 
brackets  of  households  and  what  their  tax  liability 
would  be  if  health  insurance  were  taxed. 

“It's  wrong  to  cut  Medicare  and  Medicaid  benefi- 
ciaries, who  can  least  stand  to  lose,  while  leaving  tax 
exclusions”  for  the  well-to-do,  he  said. 

Legislating  mandatory  tax  liability  for  health  insur- 
ance premiums  that  are  over  $ 1 50  per  family  monthly 
would  produce  a $25.7  billion  revenue  gain  this  year. 
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Dr.  Enthoven  said,  helping  the  federal  government 
move  toward  a balanced  budget.  Arguing  the  proposal’s 
political  feasibility,  he  pointed  out  that  employers  now 
had  similar  constraints  on  the  amount  they  are  allowed 
to  contribute  tax-free  to  an  employe’s  life  insurance. 

Despite  a slowing  growth  rate  of  enrollees  in  health 
maintenance  organizations  (HMOs),  there  are  “some 
real  gains”  in  the  numbers,  says  Frank  Seubold,  Ph.D., 
Acting  Associate  Director  for  HMOs  in  the  federal 
government’s  Bureau  of  HMOs  and  Resources  Devel- 
opment. 

Speaking  on  a panel  discussing  the  federal  HMO 
program  during  the  national  policy  conference.  Dr. 
Seubold  said  that  10.83  million  Americans  now  enrolled 
in  prepaid  plans  represented  a 5.5  per  cent  increase 
over  past  years.  In  recent  years,  the  industry  experi- 
enced annual  growth  rates  averaging  about  1 2 percent. 

Painting  a positive  picture  of  the  slowdown.  Dr. 
Seubold  pointed  to  some  areas  of  growth  within  the 
industry.  For  example,  there  now  are  19  HMOs  with 
more  than  100,000  members,  compared  with  1 1 plans 
in  1977  and  six  plans  in  1972.  In  addition,  96  plans 
have  more  than  20,000  members,  compared  with  42 
plans  in  1977  and  22  plans  in  1972. 

Of  the  70  standard  metropolitan  statistical  areas 
(SMSAs)  with  more  than  500,000  population,  HMOs 
are  established  in  each,  serving  some  115  million 
people.  This  means  that  more  than  half  the  nation  has 
the  opportunity  to  join  a prepaid  plan.  Dr.  Seubold 
said.  Where  plans  are  established,  he  said,  they 
flourish.  In  six  states.  HMOs’  enrollment  grew  more 
than  50%  last  year,  representing  a gain  of  140,000 
subscribers. 

Alluding  to  their  reasons  for  success.  Dr.  Seubold 
said  that  during  the  past  10  years,  while  premiums  for 
high-option  family  plans  under  Blue  Cross  had  increased 
more  than  300  percent,  the  average  HMO  premium 
had  increased  206  percent.  During  the  open  enrollment 
season  in  May,  1 982,  preliminary  figures  indicate  that 
HMOs  gained  more  than  42,000  new  members — an  1 1 
per  cent  increase — while  Blue  Cross-Blue  Shield  lost 
more  than  160,000  members. 

According  to  government  statistics,  the  premium 
cost  between  the  average  HMO  and  family  high-option 
coverage  under  Blue  Cross  and  Blue  Shield  has  in- 
creased from  an  $8  price  advantage  for  the  HMOs  in 
1981  to  a $48  difference  during  the  most  recent  open 
enrollment  in  November,  1982.  Of  103  HMOs,  only 
seven  have  premiums  higher  than  Blue  Cross-Blue 
Shield. 
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Theodore  Weinberg,  Director  of  the  Bureau’s  Divi- 
sion of  Compliance,  said  1 982  was  a “good  year,”  with 
the  HMO  industry  coming  a long  way  over  the  past  five 
years.  He  said  there  now  were  fewer  organizations 
needing  government  assistance  to  maintain  a sound 
operation.  He  attributed  the  improvement  in  part  to 
“managerial  growth”  within  the  industry.  In  1982, 
Weinberg  said,  two  HMOs  had  their  qualification 
revoked,  while  such  action  was  taken  against  14  plans 
the  previous  year. 

In  December,  1982,  there  were  29  HMOs  under 
scrutiny  for  non-compliance,  with  a large  number  close 
to  meeting  requirements  for  restoration  of  their  qualifi- 
cation status.  The  29  represent  20  percent  of  the  total 
number  of  federally  qualified  HMOs,  down  from  31 
per  cent  of  the  industry  in  compliance  activity  the  year 
before. 

The  elderly  benefit  from  home  health  care,  but 
expanding  such  programs  will  not  reduce  overall  health 
care  costs,  reports  the  General  Accounting  Office 
(GAO),  the  congressional  watchdog  organization. 

Home  health  care  advocates  have  said  that  their 
programs  can  save  money  by  taking  some  elderly 
patients  out  of  hospitals  and  nursing  homes  and  caring 
for  them  at  home  through  frequent  visits  of  health  care 
professionals. 

Despite  frequently  lower  costs  per  patient,  though, 
expanding  home  health  services  may  increase  the 
government's  total  health  care  cost  because  more 
people  would  be  treated,  the  GAO  found. 

The  report,  which  was  based  on  a survey  requested 
by  Sen.  Orrin  Hatch  (R-UT),  did  say  that  elderly 
people  served  by  professional  health  and  homemaker 
services  live  longer  and  are  more  satisfied  than  those 
without  the  services. 

“This  report  says  it  may  be  cheaper  to  let  things  stay 
as  they  are  because  it  doesn’t  cost  anything  to  deny 
treatment  to  people,”  Hatch  remarked.  “I  consider  that 
dollar-wise,  but  people-foolish.” 

Hatch,  Chairman  of  the  Senate  Fabor  and  Human 
Resources  Committee,  is  chief  sponsor  of  a bill  that 
would  expand  home  health  services  to  rural  and  inner- 
city  areas  where  they  are  now  unavailable.  The  bill  has 
passed  Hatch’s  own  committee  and  is  now  in  the 
Senate  Finance  Committee. 
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Update  on  Acquired  Immune  Deficiency 
Syndrome  (AIDS)  among  Patients  with  Hemophilia  A 
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In  July  1982,  three  heterosexual  hemophilia  A 
patients,  who  had  developed  Pneumocystis  carinii 
pneumonia  and  other  opportunistic  infections,  were 
reported. 1 Each  had  in  vitro  evidence  of  lymphopenia 
and  two  patients  who  were  specifically  tested  had  evi- 
dence of  T-lymphocyte  abnormalities.  All  three  have 
since  died.  In  the  intervening  4 months,  four  additional 
heterosexual  hemophilia  A patients  have  developed 
one  or  more  opportunistic  infections  accompanied  by 
in-vitro  evidence  of  cellular  immune  deficiency;  these 
four  AIDS  cases  and  one  highly  suspect  case  are  pre- 
sented below.  Data  from  inquiries  about  the  patients’ 
sexual  activities,  drug  usage,  travel,  and  residence  pro- 
vide no  suggestion  that  disease  could  have  been  ac- 
quired through  contact  with  each  other,  with  homo- 
sexuals, with  illicit  drug  abusers,  or  with  Haitian 
immigrants — groups  at  increased  risk  for  AIDS  com- 
pared with  the  general  U.S.  population.  All  these 
patients  have  received  Factor  VIII  concentrates,  and 
all  but  one  have  also  received  other  blood  components. 

Case  Reports 

Case  1:  A 55-year-old  severe  hemophiliac  from  Alabama  devel- 
oped anorexia  and  progressive  weight  loss  beginning  in  September 
1981 . He  had  developed  adult-onset  diabetes  mellitus  in  1 973,  which 
had  required  insulin  therapy  since  1978.  He  had  had  acute  hepatitis 
(type  unknown)  in  1975.  InMarch  1982,  hewas  hospitalized  for  her- 
pes zoster  and  a 1 7-kg  weight  loss.  Hepatosplenomegaly  was  noted. 
The  absolute  lymphocyte  count  was  450/mm3.  Liver  enzymes  were 
elevated;  antibodies  to  hepatitis  B core  and  surface  antigens  were  pre- 
sent. A liver  biopsy  showed  changes  consistent  with  persistent  hepati- 
tis. Evaluation  for  an  occult  malignancy  was  negative.  The  zoster 
resolved  following  5 days  of  adenosine  arabinoside  therapy. 

In  early  June,  he  was  readmitted  with  fever  and  respiratory  symp- 
toms. Chest  x-ray  showed  bibasilar  infiltrates.  No  causative  organ- 
ism was  identified,  but  clinical  improvement  occurred  coincident  with 
administration  of  broad  spectrum  antibiotics.  Laboratory  studies  as 
an  outpatient  documented  transient  thrombocytopenis  (63,000/mmJ) 
and  persistent  inversion  of  his  T-helper/T-suppressor  ratio  (TH/ 
Ts=0.2).  He  was  readmitted  for  the  third  time  in  early  September 
with  fever,  chills  and  nonproductive  cough.  His  cumulative  weight 
loss  was  now  47  kg.  Chest  x-ray  demonstrated  bilateral  pneumonia, 
and  open  lung  biopsy  showed  infection  with  P.  carinii.  He  responded 
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to  sulfamethoxazole/ trimethoprim  (SMZ/TMP).  His  T-cell  defects 
persist. 

Case  2:  A 10-year-old  severe  hemophiliac  from  Pennsylvania  had 
been  treated  with  Factor  VIII  concentrate  on  a home  care  program. 
He  had  never  required  blood  transfusion.  He  had  been  remarkably 
healthy  until  September  1982  when  he  experienced  intermittent  epi- 
sodes of  fever  and  vomiting.  Approximately  2 weeks  later,  he  also 
developed  persistent  anorexia,  fatigue,  sore  throat,  and  nonproduc- 
tive cough.  On  October  20,  he  was  admitted  to  a hospital  with  a 
temperature  of  38.4  C ( 101. 2F)  and  a respiratory  rate  of  60/min. 
Physical  examination  revealed  cervical  adenopathy  but  no  spleno- 
megaly. The  absolute  number  of  circulating  lymphocytes  was  low 
(580/inm3)  and  the  T-helper/T-suppressor  ratio  was  markedly  re- 
duced (Th/Ts=0.  1 ).  His  platelet  count  was  171,000/mm3.  Serum 
levels  of  IgG,  IgA,  and  IgM  were  markedly  elevated.  Chest  x-rays 
showed  bilateral  pneumonia  and  an  open  lung  biopsy  revealed  mas- 
sive infiltration  with  P.  carinii  and  Cryptococcus  neoformans.  Intra- 
venous SMZ/TMP  and  amphotericin  B have  led  to  marked  clinical 
improvement,  but  the  T-cell  abnormalities  persist. 

Case  3:  A 49-year-old  patient  from  Ohio  with  mild  hemophilia  had 
been  treated  relatively  infrequently  with  Factor  VIII  concentrate. 
During  the  summer  of  1 982,  he  noted  dysphagia  and  a weight  loss  of 
approximately  7 kg.  In  October,  he  was  treated  for  cellulitis  of  the 
right  hand.  Two  weeks  later,  he  was  observed  by  a close  relative  to  be 
dyspneic.  He  was  admitted  in  November  with  progressive  dyspnea 
and  diaphoresis.  Chest  x-rays  suggested  diffuse  pneumonitis.  His 
WBC  count  was  11,000/mm3  with  9%  lymphocytes  (absolute 
lymphocyte  number  990/mm3).  The  TH/TS  ratio  was  0.25.  Open 
lung  biopsy  revealed  P.  carinii.  The  patient  was  treated  with  SMZ/ 
TMP  for  6 days  with  no  improvement,  and  pentamidine  isethionate 
was  added.  Virus  cultures  of  sputum  and  chest  tube  drainage  revealed 
herpes  simplex  virus.  He  died  on  November  22. 

Case  4:  A 52-year-old  severe  hemophiliac  from  Missouri  was 
admitted  to  a hospital  in  April  1 982  with  fever,  lymphadenopathy, 
and  abdominal  pain.  Persistently  low  numbers  of  circulating  lympho- 
cytes were  noted  (480/mm3).  Granulomata  were  seen  on  his- 
topathologic examination  of  a bone  marrow  aspirate.  Cultures  were 
positive  for  Histoplasma  capsulatum.  The  patient  improved  after 
therapy  with  amphotericin  B.  During  the  following  summer  and  early 
fall,  he  developed  fever,  increased  weight  loss,  and  difficulty  thinking. 
On  readmission  in  early  November,  he  had  esophageal  candidiasis. 
Laboratory  tests  showed  profound  leukopenia  and  lymphopenia.  A 
brain  scan  showed  a left  frontal  mass,  which  was  found  to  be  an 
organizing  hematoma  at  the  time  of  craniotomy.  A chest  x-ray 
showed"  fluffy”  pulmonary  infiltrates.  Therapy  with  SMZ/TMP  was 
begun.  Exploratory  laparotomy  revealed  no  malignancy.  A splenec- 
tomy was  performed.  Biopsies  of  liver,  spleen,  and  lymph  node  tissues 
were  negative  for  H capsulatum  granulomata.  The  lymphoid  tissue 
including  the  spleen  showed  an  absence  of  lymphocytes.  His  total 
WBC  declined  to400/mm3  and  the  TH/TS  cell  ratio  was  0. 1 . He  died 
shortly  thereafter. 


VOLUME  47,  NO. 3 


169 


Suspect  Case:  Described  below  is  an  additional  highly  suspect 
case  that  does  not  meet  the  strict  criteria  defining  AIDS.  A 7-year-old 
severe  hemophiliac  from  Los  Angeles  had  mild  mediastinal  adeno- 
pathy on  chest  x-ray  in  September  1981 . In  March  1982,  he  devel- 
oped a spontaneous  subdural  hematoma  requiring  surgical  evacua- 
tion. In  July,  he  developed  parotitis.  In  August,  he  developed 
pharyngitis  and  an  associated  anterior  and  posterior  cervical  adeno- 
pathy, which  was  not  resolved.  In  late  September,  he  developed 
herpes  zoster  over  the  right  thigh  and  buttock,  and  oral  candidiasis. 
Chest  x-rays  revealed  an  increase  of  the  mediastinal  adenopathy  and 
the  appearance  of  new  perihilar  infiltrates.  In  late  October,  enlarge- 
ment of  the  cervical  nodes  led  to  a lymph  node  biopsy.  Architectural 
features  of  the  node  were  grossly  altered,  with  depletion  of  lympho- 
cytes. Heterophile  tests  were  negative.  IgG,  IgA,  and  IgM  levels  were 
all  elevated.  He  has  a marked  reduction  in  T-helper  cells  and  a TH/TS 
ratio  equal  to  0.4.  Recent  progressive  adenoid  enlargement  has 
caused  significant  upper  airway  obstruction  and  resultant  sleep 
apnea. 

Reported  by  M-C  Poon,  MD,  A Landay,  PhD,  Uni- 
versity of  Alabama  Medical  Center,  J Alexander,  MD, 
Jefferson  County  Health  Dept,  W Birch,  MD,  State 
Epidemiologist,  Alabama  Dept  of  Health;  ME  Eyster, 
MD,  H Al-Mondhiry,  MD,  JO  Ballard,  MD,  Hershey 
Medical  Center,  E.  Witte,  VMD,  Div  of  Epidemiol- 
ogy, C Hayes,  MD,  State  Epidemiologist,  Pennsyl- 
vania State  Dept  of  Health;  LO  Pass,  MD,  JP  Myers, 
MD,  J Politis,  MD,  R Goldberg  MD,  M Bhatti,  MD, 
M Arnold,  MD,  J York,  MD,  Youngstown  Hospital 
Association,  T Halpin,  MD,  State  Epidemiologist, 
Ohio  Dept  of  Health;  L Hen\’aldt,  MD,  Washington 
University  Medical  Center,  A Spivack,  MD,  Jewish 
Hospital,  St.  Louis,  HD  Donnell  MD,  State  Epidem- 
iologist, Missouri  Dept  of  Health;  D Powars,  MD,  Los 
Angeles  Count}'- University  of  Southern  California 
Medical  Center,  SL  Fannin,  MD,  Los  Angeles  Coun- 
ty Dept  of  Health  Svcs,  J Chin,  MD,  State  Epidemiol- 
ogist, California  State  Dept  of  Health;  AIDS  Activity, 
Div  of  Host  Factors,  Div  of  Viral  Diseases,  Center  for 
Infectious  Diseases,  Field  Svcs  Div,  Epidemiology 
Program  Office,  CDC. 

Editorial  Note 

These  additional  cases  of  AIDS  among  hemophilia 
A patients  share  several  features  with  the  three  pre- 
viously reported  cases.  All  but  one  are  severe  hemo- 


philiacs, requiring  large  amounts  of  Factor  VIII 
concentrate.  None  had  experienced  prior  opportunistic 
infections.  All  have  been  profoundly  lymphopenic 
(<1000  lymphocytes/mm3)  and  have  had  irreversible 
deficiencies  in  T-lymphocytes.  Clinical  improvement 
of  opportunistic  infections  with  medical  therapy  has 
been  short  lived.  Two  of  the  five  have  died. 

In  most  instances,  these  patients  have  been  the  first 
AIDS  cases  in  their  cities,  states,  or  regions.  They  have 
had  no  known  common  medications,  occupations, 
habits,  types  of  pets,  or  any  uniform  antecedent  history  of 
personal  or  family  illnesses  with  immunological  rele- 
vance. 

Although  complete  information  is  not  available  on 
brands  and  lot  numbers  for  the  Factor  VIII  concen- 
trate used  by  these  additional  five  patients  during  the 
past  few  years,  efforts  to  collect  and  compare  these  data 
with  information  obtained  from  the  earlier  three  cases 
are  under  way.  No  common  lot  number  has  been  found 
among  the  lots  of  Factor  VIII  given  to  the  five  patients 
from  whom  such  information  is  currently  available. 

These  additional  cases  provide  important  perspec- 
tives on  AIDS  in  U.S.  hemophiliacs.  Two  of  the  pa- 
tients described  here  are  10  years  of  age  or  less,  and 
children  with  hemophilia  must  now  be  considered  at 
risk  for  the  disease.  In  addition,  the  number  of  cases 
continues  to  increase,  and  the  illness  may  pose  a signifi- 
cant risk  for  patients  with  hemophilia. 

The  National  Hemophilia  Foundation  and  CDC  are 
now  conducting  a national  survey  of  hemophilia  treat- 
ment centers  to  estimate  the  prevalence  of  AIDS- 
associated  diseases  during  the  past  5 years  and  to 
provide  active  surveillance  of  AIDS  among  patients 
with  hemophilia. 

Physicians  are  encouraged  to  continue  to  report 
AIDS-suspect  diseases  among  hemophilia  patients  to 
the  CDC  through  local  and  state  health  departments. 
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Although  some  surgery  has  always  been  done  on  an 
ambulatory  basis,  free-standing  ambulatory  surgery 
centers  and  organized  hospital-based  ambulatory  sur- 
gical programs  are  comparatively  recent  develop- 
ments. Interest  in  these  developments  has  been  spurred 
by  concern  over  the  rising  health  care  costs  and  findings 
which  indicate  that  ambulatory  surgery  is  less  costly 
than  inpatient  surgery  for  appropriate  procedures. 

This  report  explores  the  following  aspects  of  the 
practice  of  ambulatory  surgery  among  physicians: 

® the  current  extent  of  surgery  on  an  ambulatory 
basis; 

• recent  changes  in  the  amount  of  ambulatory  sur- 
gery; and 

• the  types  of  locations  used  to  perform  such  surgery. 
The  information  reported  is  from  the  Socioeco- 
nomic Monitoring  System  survey  conducted  in  the  first 
quarter  of  1982.  The  survey  consisted  of  interviews 
with  1,268  physicians  from  a sample  representative  of 
the  population  of  nonfederal  patient  care  physicians, 
excluding  residents. 

Current  Practice  of  Ambulatory  Surgery 

Ambulatory  surgery  is  not  uncommon.  As  shown  in 
Table  1,  over  half  of  all  surgical  procedures  are 
currently  performed  on  an  ambulatory  basis.  This 
includes  nearly  all  surgical  procedures  performed  by 
physicians  in  emergency  medicine  and  three-quarters 
of  those  performed  by  general  and  family  practitioners. 

The  smallest  proportion  of  surgery  that  is  done  on  an 
ambulatory  basis,  one-third,  is  among  surgeons.  The 
larger  volume  of  surgery  done  by  surgeons  compared 
with  other  specialists,  however,  causes  them  to  account 
for  40%  of  all  ambulatory  surgery. 

The  variation  in  the  proportion  of  surgery  done  on  an 
outpatient  basis  is  probably  due  to  differences  in  the 
mix  of  procedures  typically  performed  by  different 
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Table  1 

CURRENT  EXTENT  OF  AMBULATORY  SURGERY  AMONG  PHYSICIANS 
WHO  PERFORM  SURGERY 


Specialty 

Percent  of  Surgery 
Performed  on  an 
Ambulatory  Basis 

Percent  of  Physicians 
Who  Perform  Any 
Ambulatory  Surgery 

ALL  PHYSICIANS 

51 

82 

General  and  Family 
Practice 

75 

82 

Medical  Specialties 

57 

71 

Surgical  Specialties 

33 

82 

Emergency  Medicine 

98 

100 

specialists.  Given  the  nature  of  their  training,  for 
example  surgical  specialists  are  likely  to  more  often 
perform  complicated  procedures  that  require  post- 
operative inpatient  care  and  supervision.  General  and 
family  practitioners,  on  the  other  hand,  are  more  likely 
to  perform  simple  procedures  that  are  suitable  for  an 
ambulatory  approach.  The  data  available  do  not  make  it 
possible,  however,  to  distinguish  among  the  types  of 
surgery. 

In  spite  of  the  variation  in  the  proportion  of  surgery 
done  on  an  ambulatory  basis,  a widespread  willingness 
by  all  physicians  to  perform  surgery  on  an  ambulatory 
basis,  when  it  can  be  done  safely  and  effectively,  is 
evident. 

Among  surgeons  and  general  and  family  practi- 
tioners who  perform  surgery,  82%  do  some  on  an 
ambulatory  basis.  In  addition,  all  physicians  in  emer- 
gency medicine  and  71%  of  medical  specialists  who 
perform  surgery  use  an  ambulatory  approach  in  some 
cases.  Furthermore,  large  percentages  of  physicians  in 
all  major  surgical  subspecialties  in  all  census  regions 
and  in  both  solo  and  group  practices  do  some  surgery 
on  an  ambulatory  basis. 

Recent  Changes  in  Ambulatory  Surgery 

As  interest  in  ambulatory  surgery  has  grown  in  the 
last  two  years,  the  extent  of  surgery  performed  on  an 
ambulatory  basis  has  increased  (see  Table  2).  More 
than  a third  of  all  physicians  who  perform  surgery  have 
increased  the  amount  they  perform  on  an  ambulatory 
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Table  2 


PERCENT  OF  PHYSICIANS  WHO  PERFORM  SURGERY  BY  CURRENT 
AMOUNT  OF  AMBULATORY  SURGERY  COMPARED  TO  TWO  YEARS  AGO 


Specialty 

More  than 
2 years  ago 

Same  as 
2 years  ago 

Less  than 
2 years  ago 

ALL  PHYSICIANS 

34 

57 

9 

General  and  Family 
Practice 

38 

53 

9 

Medical  Specialties 

25 

65 

9 

Surgical  Specialties 

37 

55 

8 

Emergency  Medicine 

12 

75 

13 

basis  in  the  last  two  years.  The  survey  results  also 
show  that  the  amount  of  ambulatory  surgery  has 
unambiguously  increased,  even  though  9%  of  physic- 
ians who  perform  surgery  do  less  on  an  ambulatory 
basis  than  two  years  ago. 

Among  those  increasing  their  amount  of  am- 
bulatory surgery  are  nearly  40%  of  general  and  family 
practitioners  and  25%  of  surgeons.  The  smaller  pro- 
portion of  physicians  in  emergency  medicine  increas- 
ing their  amount  of  ambulatory  surgery  ( 1 2%)  prob- 
ably reflects  the  fact  that  so  much  of  their  surgery  was 
already  performed  on  an  ambulatory  basis  two  years 
ago  that  there  was  little  room  for  increase. 

Another  indication  of  growth  in  the  practice  of 
ambulatory  surgery  is  that  10%  of  physicians  who 
currently  perform  ambulatory  surgery  performed  no 
surgery  on  an  outpatient  basis  two  years  ago.  These 
physicians  now  perform  58%  of  their  surgery  on  an 


ambulatory  basis  and  account  for  6%  of  the  ambula- 
tory surgery  done  by  all  physicians  combined. 

The  recent  increase  in  ambulatory  surgery  and 
the  widespread  willingness  of  physicians  to  perform 
appropriate  procedures  on  an  ambulatory  basis  suggest 
that  ambulatory  surgery  is  likely  to  become  even  more 
common  as  medical  advances  expand  the  types  of 
surgery  that  can  be  performed  on  an  outpatient  basis. 

Settings  Used  for  Ambulatory  Surgery 
Table  3 suggests  that  the  vast  majority  of  ambula- 
tory surgery  is  done  in  hospital-based  ambulatory 
surgery  centers  and  physicians’  offices.  Over  90%  of 
physicians  who  perform  ambulatory  surgery  do  most  of 
it  in  one  of  these  two  settings. 

Although  the  development  of  free-standing  ambu- 
latory surgery  centers  has  received  much  attention, 
such  centers  are  still  not  commonly  used.  Only  7%  of 
the  physicians  who  do  ambulatory  surgery  use  ambu- 
latory surgery  centers  at  all;  only  4%  do  most  of  their 
ambulatory  surgery  in  these  centers. 

The  degree  to  which  different  settings  are  used  varies 
by  specialty.  While  three-quarters  of  general  and 
family  practitioners  perform  most  of  their  ambulatory 
surgery  in  their  offices,  70%  of  surgeons  use  hospital- 
based  centers  most  often.  Medical  specialists  are  more 
divided  in  the  degree  to  which  the  two  settings  are  most 
frequently  used.  The  variation  probably  reflects  the 
different  types  of  facilities  required  for  types  of  surgery 
typically  performed  by  different  specialties. 


Table  3 

SETTINGS  USED  BY  PHYSICIANS  WHO  PERFORM  AMBULATORY  SURGERY 


Hospital-Based 

Free-Standing 

Ambulatory 

Physician 

Ambulatory 

Specialty 

Surgery  Center 

Office 

Surgery  Center 

Setting  Used  for  Any  Ambulatory  Surgery: 

Percent  of  Physicians 

ALL  PHYSICIANS 

72 

59 

7 

General  and  Family  Practice 

46 

88 

0 

Medical  Specialties 

62 

53 

6 

Surgical  Specialties 

87 

50 

10 

Emergency  Medicine 

75 

12 

0 

Most  Often  Used  Setting  for  Ambulatory 
Percent  of  Physicians 

Surgery: 

ALL  PHYSICIANS 

55 

38 

4 

General  and  Family  Practice 

20 

77 

0 

Medical  Specialties 

53 

34 

6 

Surgical  Specialties 

69 

24 

4 

Emergency  Medicine 

75 

8 

0 
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Current  Medicolegal  Issues 


THE  CITATION— AMA 


Three  Physicians  Convicted  Of 
Raping  Nurse  After  Party 

The  highest  court  of  Massachusetts  upheld  the  con- 
victions of  three  physicians  who  were  charged  with 
raping  a nurse. 

The  nurse  and  the  physicians  were  employed  at  the 
same  hospital,  but  she  was  acquainted  with  only  one  of 
them.  At  a hospital  staff  party,  the  physicians  allegedly 
carried  the  nurse  to  a car  and  held  her  in  the  front  seat 
while  they  drove  to  another  town.  Although  the  nurse 
asked  to  be  taken  home,  she  said  she  was  carried  into  a 
house, where  the  physicians  proceeded  to  undress  her. 
After  they  had  intercourse  with  her,  she  said  that  they 
forced  her  to  take  a bath  and  drove  her  back  to  where 
she  had  left  her  car,  stopping  three  times  on  the  way. 

The  physicians  testified  to  a similar  sequence  of 
events  but  said  that  the  nurse  asked  to  go  with  them  and 
consented  to  the  acts  of  intercourse.  They  contended 
that  there  was  no  evidence  of  force  or  threat  of  bodily 
injury,  which  was  a required  element  of  the  crime  of 
rape.  They  moved  for  a required  finding  of  not  guilty, 
arguing  that  kidnapping  or  rape  by  joint  enterprise  had 
not  been  proved.  The  jury  acquitted  the  physicians  of 
kidnapping  and  convicted  them  on  the  offenses  of  rape 
without  aggravation. 

On  appeal,  the  court  found  that  there  was  sufficient 
evidence  for  the  jury  to  find  that  the  physicians  had 
sexual  intercourse  with  the  nurse  by  force  and  against 
her  will.  The  court  said  that  she  was  not  required  to  use 
physical  force  to  resist  but  that  any  resistance  was 
enough  when  it  showed  that  her  lack  of  consent  was 
honest  and  real. 

The  nurse’s  roommate  testified  that  the  nurse  told 
her  about  the  rape  in  the  early  hours  the  next  morning. 
Another  friend  said  that  the  nurse  told  her  about  it  at 
about  9 a.m.  the  same  morning.  A police  officer  who 
spoke  with  the  nurse  on  the  day  after  the  incident  also 
testified,  and  a hospital  report  was  also  admitted  in 
evidence.  The  appellate  court  said  that  it  did  not  feel 
that  the  trial  judge  had  abused  his  discretion  in  con- 
cluding that  the  complaints  were  made  reasonably 
promptly. — Commonwealth  of  Massachusetts  v. 
Sherry,  437  N.E.2d  224  (Mass.  Sup.  Jud.  Ct.,  July  1 , 
1982). 


THE  CITATION  is  a newsletter  on  medicolegal  issues  prepared 
by  the  Office  of  The  General  Counsel  of  the  American  Medical 
Association. 


MDs  And  Hospital  Liable  To  Patient 

A verdict  of  Si, 000, 000  against  two  physicians 
and  a hospital  should  be  affirmed,  a Pennsylvania 
appellate  court  ruled. 

A patient  suffered  neck  and  back  injuries  on 
July  13,  1964,  in  an  automobile  accident.  He  was 
hospitalized  for  eight  days  and  then  referred  to  two 
orthopedic  surgeons.  They  treated  him  conservatively 
until  December  31,1 964,  when  one  of  them  performed 
a laminectomy  with  a discectomy  and  an  interbody 
fusion  between  his  third  and  fourth  and  fourth  and  fifth 
lumbar  vertebrae. 

Postoperatively,  an  infection  developed  at  the  opera- 
tive site.  Chloromycetin  and  neomycin  were  adminis- 
tered. but  his  condition  continued  to  worsen.  He  had 
renal  problems,  hearing  loss,  and  paraperesis.  On  Jan- 
uary 26,  1965,  an  operation  was  performed  to  open  and 
drain  the  infected  wound  and  to  remove  the  bones  en- 
grafted during  the  interbody  fusion.  He  recovered  and 
learned  to  walk  with  crutches,  but  he  remained  deaf. 

In  an  action  against  the  driver  of  the  other  automo- 
bile, the  two  orthopedic  physicians  and  the  hospital,  the 
patient  alleged  negligent  treatment.  He  claimed  that  the 
laminectomy  was  unnecessary,  or  that  it  should  have 
been  confined  to  the  cervical  area,  that  they  should 
have  opened  and  drained  the  wound  sooner,  and  that 
they  knowingly  treated  him  with  neomycin  after  learn- 
ing of  less  toxic  drugs  to  treat  the  infection.  The  physi- 
cians argued  that  the  laminectomy  was  necessary  to 
prevent  paralysis,  that  it  was  proper  to  treat  the  infec- 
tion with  antibiotics  before  surgery,  which  would 
destroy  the  interbody  fusion,  and  that  their  use  of 
neomycin  was  in  accordance  with  the  drug's  labeling. 

A jury  returned  a verdict  for  the  patient  for  $ 1 0.000 
against  the  driver  and  $ 1 .000,000  against  the  two  phy- 
sicians and  the  hospital.  The  appellate  court  affirmed 
the  verdict,  rejecting  claims  by  the  physicians  that  the 
trial  court  committed  reversible  errors. — Pratt  v.  Stein, 
444  A. 2d  674  (Pa.  Super.  Ct.,  April  16,  1982) 


Parent  Sues  For  Alleged  Negligence  In 
Failure  To  Perform  Amniocentesis 

Summary  judgment  was  precluded  where  there  was 
an  issue  as  to  when  parents  learned  that  the  birth  of  a 
Down's  syndrome  child  could  be  predicted  by  amnio- 
centesis, a California  appellate  court  ruled. 
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A suit  for  prenatal  malpractice  was  brought  by  a 
mother  for  her  8-year-old  child  with  Down's  syn- 
drome. The  complaint  charged  a physician  with  care- 
less diagnosis,  examination,  and  treatment,  particu- 
larly negligence  for  failure  to  diagnose  the  abnormality, 
advise  of  the  condition,  and  recommend  a therapeutic 
abortion  to  the  parents.  The  mother  alleged  that  she 
could  have  had  a therapeutic  abortion  in  another  juris- 
diction, although  it  was  illegal  at  that  time  in  her  own  area. 

The  physician  contended  that  the  suit  was  barred  by 
the  statute  of  limitations.  He  also  contended  that  the 
cause  of  action  depended  on  the  allegation  that  he  should 
have  committed  an  illegal  act  in  advising  the  mother  to 
have  an  abortion.  The  trial  court  dismissed  the  suit. 

On  appeal,  the  court  held  that  an  attending  physi- 
cian was  under  a duty  to  test  a middle-aged  woman  for 
Down's  syndrome  and  to  advise  the  parents  of  the 
results  of  the  test.  The  court  said  that  the  decision  with 
regard  to  seeking  an  abortion  should  be  left  to  the 
parents. 

The  mother  alleged  that  the  statute  of  limitations  did 
not  begin  to  run  until  the  parents  retained  counsel  and 
first  discovered  the  existence  of  a cause  of  action.  The 
physician  argued  that  the  parents  should  have  realized 
that  they  had  a cause  of  action  when  the  Down's 
syndrome  was  detected,  which  should  have  been  when 
the  infant  was  born. 

The  appellate  court  said  that  the  parents  did  know 
that  the  infant  was  born  with  Down's  syndrome  but  did 
not  know  that  it  could  have  been  predicted  by  amnio- 
centesis. The  court  said  that  while  the  medical  test 
might  be  well  known  to  a small  sophisticated  and  edu- 
cated portion  of  the  nonmedical  population,  it  could  not 
be  said  that  a reasonable  person  not  trained  in  medicine 
should  have  known  about  it. 

The  court  found  that  whether  the  parents  should 
have  realized  that  the  infant's  condition  could  have 
been  predicted  by  amniocentesis  was  a question  of  fact 
and  that  the  case  should  not  have  been  dismissed  on  the 
basis  of  the  statute  of  limitations.  The  court  reversed 
the  lower  court's  judgment  and  directed  that  the  mother 
be  allowed  to  amend  her  complaint  in  accordance  with 
the  court's  opinion. — Call  v.  Kezirian,  185  Cal.Rptr. 
103  (Cal.Ct.  of  App.,  Aug.  18,  1982) 


Parents  Can  Recover  For 
Unsuccessful  Sterilization 

Parents  could  recover  damages  for  additional  medi- 
cal and  surgical  care  after  an  unsuccessful  sterilization 
operation,  a New  York  appellate  court  ruled. 

The  parents  filed  suit  against  the  physician  who  per- 
formed the  unsuccessful  operation  on  the  wife  on  Janu- 
ary 12,  1 979.  The  physician  moved  to  dismiss  the  com- 
plaint except  for  the  portions  seeking  recovery  for 
damages  for  the  operation  itself  and  pain  and  suffering. 
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A trial  court  granted  the  motion,  and  the  parents  ap- 
pealed. 

The  appellate  court  said  that  the  damages  excluded 
by  the  trial  court  should  have  been  included  as  damages. 
Additional  medical  and  surgical  care,  including  cost 
and  expenses  of  prenatal  and  postnatal  care,  were  inci- 
dental to  the  unsuccessful  sterilization  process  and 
could  be  recovered  in  the  action,  the  court  said. — 
Nolan  v.  Merecki,  451  N.Y.S.2d  914  (N.Y.Sup.Ct., 
App.Div.,  June  3,  1982) 


Foreign  Medical  School  Graduate 
Entitled  To  License 

The  New  York  State  Education  Department’s  re- 
fusal to  grant  an  American  graduate  of  a foreign 
medical  school  a license  to  practice  medicine  was  arbi- 
trary and  capricious,  a New  York  appellate  court  ruled. 

The  graduate  was  a New  York  resident  and  an 
American  citizen.  He  received  a degree  of  Doctor  of 
Medicine  from  Manila  Central  University  in  the  Philip- 
pines and  returned  to  the  U.S.  to  complete  his  medical 
training  through  the  “fifth  pathway,”  program  created 
by  the  American  Medical  Association  to  permit  foreign 
medical  graduates  to  receive  clinical  training  under  the 
auspices  of  an  American  medical  school.  He  had 
passed  the  ECFMG  examination  and  completed  a 
residency  program  in  psychiatry  in  the  U.S.  and  was 
issued  a license  by  another  state. 

The  Department  refused  licensure  under  a section  of 
the  Education  Law  because  the  graduate  had  already 
received  a foreign  medical  degree.  The  Department  in- 
terpreted the  section  to  be  applicable  only  to  foreign 
students  who  had  not  received  medical  degrees. 

The  graduate  petitioned  to  annul  the  department’s 
determination.  A lower  court  granted  the  petition,  and 
the  department  appealed. 

The  appellate  court  said  that  the  applicable  section 
of  the  law  was  enacted  to  provide  an  alternate  way  for 
U.S.  citizens,  particularly  New  York  residents,  who 
attended  foreign  medical  schools  to  qualify  for  a New 
York  license  and  to  encourage  them  to  practice  in  New 
York  as  a way  of  solving  the  shortage  of  interns  and 
residents.  The  court  found  that  the  graduate  had  met 
New  York  licensing  requirements  and  was  entitled  to  a 
license  by  endorsement. — Schwarz  v.  New  York  State 
Education  Department,  452  N.Y.S.2d  770  (N.Y. 
Sup.Ct.,  App.Div.,  June  17,  1982) 


Physician  Loses  Countersuit 

A physician's  countersuit  for  physical  and  emotional 
damages  was  properly  dismissed  for  failure  to  state  a 
cause  of  action,  a New  York  appellate  court  ruled. 

CONNECTICUT  MEDICINE,  MARCH  1983 


A patient’s  widow  had  filed  suit  against  the  physi- 
cian for  allegedly  causing  the  death  of  her  husband.  The 
medical  malpractice  action  was  dismissed  on  a sum- 
mary judgment  motion  for  failing  to  state  a cause  of 
action.  The  physician  then  filed  a countersuit  against 
the  widow  to  recover  for  alleged  physical  and  emotion- 
al damages  resulting  from  the  malpractice  action.  A 
trial  court  dismissed  the  complaint  for  failure  to  state  a 
cause  of  action. 

On  appeal,  the  decision  was  affirmed.  The  complaint 
stated  that  the  malpractice  action  was  filed  without  rea- 
sonable evidence  to  support  the  claims  of  liability  and 
damages.  However,  the  trial  court  found  that  the  physi- 
cian was  included  in  the  malpractice  action  because  his 
name  was  printed  on  two  pages  of  an  EKG  report  on 
the  patient.  That  finding  demonstrated  that  reasonable 
evidence  existed  to  include  him  as  a defendant.— 
Drago  v.  Buonagurio,  454  N.Y.S.2d  37  (N.Y.  Sup. 
Ct.,  App.  Div.,  July  15,  1982) 

Editor’s  Note:  Prior  decisions  in  this  case  were 
reported  in  THE  CITATION,  Vol.  35,  No.  4,  p.  37; 
Vol.  36.  No.  1 2,  p.  1 33;  Vol.  39,  No.  5,  p.  5 1 ; and  Vol. 
44,  No.  1,  p.  7. 


Chiropractor’s  Third-Party  Action  Against 
Patient’s  Physician  Dismissed 

A chiropractor’s  third-party  action  against  a patient’s 
family  physician  was  insufficient,  a New  York  appel- 
late court  ruled. 

The  patient  consulted  the  physician  because  of  pain 
in  her  right  hip  and  lower  back.  He  gave  her  medica- 
tion and  suggested  that  she  consult  an  orthopedist. 
Instead,  the  patient  went  to  the  chiropractor,  who  gave 
her  a course  of  treatment  lasting  for  2 1 visits.  Because 
she  was  still  in  pain,  the  patient  consulted  the  ortho- 
pedist to  whom  she  had  been  directed  by  her  physi- 
cian. The  orthopedist  found  that  the  patient  had  a 
degenerative  disease  of  the  hip  and  had  her  admitted  to 
a hospital,  where  she  underwent  an  operation  to  im- 
plant a prosthesis  into  her  hip  bone. 

The  patient  brought  an  action  against  the  chiroprac- 
tor, contending  that  he  failed  to  properly  diagnose  and 
treat  her  condition.  The  chiropractor  brought  a third- 
party  action  against  the  family  physician,  alleging  that 
he  failed  to  properly  diagnose  and  treat  the  patient  be- 
fore she  became  his  own  patient.  He  sought  indemni- 
fication or  contribution  if  he  was  held  liable  to  the 
patient. 

The  physician’s  motion  for  summary  judgment  dis- 
missing the  third-party  complaint  was  denied,  and  he 
appealed.  The  appellate  court  held  that  the  third-party 
complaint  was  insufficient.  The  court  found  that  the 


family  physician  and  the  chiropractor  were  indepen- 
dent and  successive,  rather  than  joint  or  concurrent, 
wrongdoers  and  reversed  the  lower  court’s  order. — 
Psakis  v.  Jacobs,  452  N.Y.S.  2d  248  (N.Y.  Sup.  Ct., 
App.  Div.,  July  12,  1982) 


Denial  Of  Hospital  Staff  Privileges 
Not  Subject  To  Court  Review 

A private  osteopathic  hospital  governing  body’s 
decision  to  deny  staff  privileges  to  physicians  was  not 
subject  to  judicial  review,  a Michigan  appellate  court 
ruled. 

Two  osteopathic  physicians,  one  certified  as  a sub- 
specialist in  gastroenterology  and  one  expecting  such 
certification  in  a short  time,  applied  for  staff  privileges 
at  the  hospital.  The  board  of  trustees,  on  the  recom- 
mendation of  the  credentials  committee  and  the  depart- 
ment of  internal  medicine,  denied  such  privileges  on  the 
basis  of  a determination  of  lack  of  need. 

The  physicians  brought  an  action  against  the  hospi- 
tal, members  of  the  board,  and  staff  physicians,  claim- 
ing that  the  decision  was  arbitrary,  capricious,  and 
unreasonable  in  that  it  fulfilled  a conspiracy  to  protect 
the  financial  interests  of  the  individual  staff  members. 
They  also  claimed  restraint  of  trade.  The  trial  court 
granted  a motion  for  involuntary  dismissal  by  the  hos- 
pital and  the  other  parties  being  sued. 

On  appeal,  the  physician  did  not  argue  that  receipt  of 
federal  and  local  public  funds  by  the  private  hospital 
transformed  its  action  into  state  action.  They  did  contend 
that  the  hospital  was  so  “affected  with  a public 
interest”  as  to  require  that  its  staff  privilege  decisions 
be  subject  to  judicial  review  in  order  to  protect  the  public. 

The  court  said  that  there  was  a well-established  rule 
that  a private  hospital  has  a right  to  exclude  any 
physician  from  practicing  there.  There  was  also  a 
general  rule  that  a private  hospital  has  the  power  to  ap- 
point or  remove  members  without  judicial  intervention. 
The  court  found  that  the  action  of  hospital  authorities  in 
refusing  to  appoint  a physician  to  its  medical  staff  was 
not  subject  to  judicial  review.  Holding  that  the  deci- 
sion of  hospital  authorities  in  such  matters  is  final,  the 
court  declined  to  review  the  hospital’s  reasons  for 
denying  staff  privileges  to  the  physicians  in  the  present 
case. 

On  reviewing  the  lower  court’s  finding  that  there  had 
not  been  an  unreasonable  restraint  of  trade,  the  appel- 
late court  found  that  it  was  not  clearly  erroneous  and 
affirmed  the  trial  court's  findings. — Hoffman  v.  Gar- 
den City  Hospital-Osteopathic,  321  N.W.  2d  810 
(Mich.  Ct.  of  App.,  May  4,  1982) 
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A visit  by  our 

medical  computer  specialist 
could  be  beneficial  to 
the  health  of  your  practice. 


Office  management  and  administration  of  a medical 
practice  is  becoming  increasingly  complex  and  time- 
consuming.  The  best  prescription  tor  making  the 
complex  simple,  is  a computer. 

Computer  Systems  For  Business  can  help  you  find 
the  most  practical  computer  system.  We  offer  a 
complete  line  of  computer  hardware  and  peripherals, 
and  Physicians’  Office  Computer,  a comprehensive 
software  package  that  is  a total  in-house  medical 
office  system.  We  can 
simplify  your  office 
paperwork  with  an 
expandable  system 
for  as  little  as  $3,000. 

Call  CSB  to  arrange  for 
a free,  no-obligation 
analysis  of  your 
computer  needs. 

We  help  you  get 
on-line  with  no 
side  effects. 
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The  diagnosis  is  positive.  CSB  makes  it  easj. 


COMPUTER  SYSTEMS  FOR  BUSINESS, INC. 

883  Black  Rock  Turnpike,  Fairfield.  CT  06430  • (203)  579-1663 


IHE 

EASIEST  WOT 
TO  GET  MONEY 
IS  TO  ASK 
FOR  IE 


Your  home  equity  is  like  having  money  in  the  bank. 


College  costs  money  Lots,  So 
does  remodeling  the  house 
Or  consolidating  your  bills 
Each  is  a worthy  goal 
But  where  will  you  get  all 
that  money7  Easy  By  using 
the  equity  in  your  home  to 
secure  a loan  with  us 

How  much  can  you  borrow7 
Up  to  80%  of  the  equity  you 
own  in  your  home.  To  measure 
this,  subtract  the  amount 
owing  on  your  mortgage 
from  your  home's 
present  market  value 
The  nice  thing  about  a 


home  equity  loan  is  that  it  lets 
you  tackle  these  really  big 
family  expenses 
And  the  nice  thing  about 
dealing  with  us  is  that  you  get 
prompt,  personal  service,  a 
highly  competitive  rate,  and 
terms  to  fit  your  needs. 

Do  it  all  by  phone  Find  out 
how  much  you  can  borrow 
and  get  an  application,  by 
phoning  Ron  Matusovich 
collect  at  (203)  255-5713. 
Need  money?  Get  it  the 
easy  way. 

FIRST  ^ustaskus 
NEW  ENGLAND 
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Southporl,  CT  06490 
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BRIEF  SUMMARY 

PROCARDIA®  CAPSULES  For  Oral  Use 

(nifedipine) 

INDICATIONS  AND  USAGE:  I.  Vasospastic  Angina:  PROCARDIA  (nifedipine)  is  indicated  for  the 
management  of  vasospastic  angina  confirmed  by  any  of  the  following  criferia:  1 ) classical  pattern 
of  angina  at  rest  accompanied  by  ST  segment  elevation,  2)  angina  or  coronary  artery  spasm  pro- 
voked by  ergonovine,  or  3)  angiographically  demonstrated  coronary  artery  spasm . In  those  patients 
who  have  had  angiography  the  presence  of  significant  fixed  obstructive  disease  is  not  incompatible 
with  the  diagnosis  of  vasospastic  angina,  provided  that  the  above  criteria  are  satisfied.  PROCARDIA 
may  also  be  used  where  the  clinical  presentation  suggests  a possible  vasospastic  component  but 
where  vasospasm  has  not  been  continued,  eg,,  where  pair*  has  a variable  threshold  on  exertion  or 
in  unstable  angina  where  electrocardiographic  findings  are  compatible  with  intermittent  vaso- 
spasm, or  when  angina  is  refractory  to  nitrates  and/or  adequate  doses  of  beta  blockers, 

II.  Chronic  Stable  Angina  (Classical  Eftort-Associated  Angina):  PROCARDIA  is  indicated  for 
the  management  of  chronic  stable  angina  (effort-associated  angina)  without  evidence  of  vasospasm 
in  patients  who  remain  symptomatic  despite  adequate  doses  of  beta  blockers  and/or  organic  nitrates 
or  who  cannot  tolerate  those  agents. 

In  chronic  stable  angina  (effort-associated  angina)  PROCARDIA  has  been  effective  in  controlled 
trials  of  up  to  eight  weeks  duration  in  reducing  angina  frequency  and  increasing  exercise  tolerance, 
but  confirmation  of  sustained  effectiveness  and  evaluation  of  long-term  safety  in  those  patients  are 
incomplete. 

Controlled  studies  in  small  numbers  ot  patients  suggest  concomitant  use  of  PROCARDIA  and 
beta  blocking  agents  may  be  beneficial  in  patients  with  chrnnic  stable  angina,  but  available  infor- 
mation is  not  sufficient  to  predict  with  confidence  the  effects  of  concurrent  treatment,  especially  in 
patients  with  compromised  left  ventricular  (unction  or  cardiac  conduction  abnormalities.  When  in- 
troducing such  concomitant  therapy,  care  must  be  taken  to  monitor  blood  pressure  closely  since 
severe  hypotension  can  occur  from  the  combined  effects  of  the  drugs,  (See  Warnings.) 
CONTRAINDICATIONS:  Known  hypersensitivity  reaction  to  PROCARDIA 
WARNINGS:  Excessive  Hypotension:  Although  in  most  patients,  the  hypotensive  effect  of 
PROCARDIA  is  modest  and  well  tolerated,  occasional  patients  have  had  excessive  and  poorly  tol- 
erated hypotension  These  responses  have  usually  occurred  during  initial  titration  or  at  the  time  of 
subsequent  upward  dosage  adjustment,  and  may  be  more  likely  in  patients  on  concomitant  beta 
blockers. 

Severe  hypotension  and/or  increased  fluid  volume  requirements  have  been  reported  in  patients 
receiving  PROCARDIA  together  with  a beta  blocking  agent  who  underwent  coronary  artery  bypass 
surgery  using  high  dose  tentanyl  anesthesia  The  interaction  with  high  dose  tentanyl  appears  to  be 
due  to  the  combination  ot  PROCARDIA  and  a beta  blocker,  but  the  possibility  that  it  may  occur  with 
PROCARDIA  alone,  with  low  doses  of  tentanyl,  in  other  surgical  procedures,  or  with  other  narcotic 
analgesics  cannot  be  ruled  out 

Increased  Angina:  Occasional  patients  have  developed  well  documented  increased  frequency,  du- 
ration or  severity  ot  angina  on  starting  PROCARDIA  or  at  the  time  ot  dosage  increases.  The  mech- 
anism of  this  response  is  not  established  but  could  result  from  decreased  coronary  perfusion 
associated  with  decreased  diastolic  pressure  with  increased  heart  rate,  or  from  increased  demand 
resulting  trom  increased  heart  rate  alone 

Beta  Blocker  Withdrawal:  Patients  recently  withdrawn  trom  beta  blockers  may  develop  a with- 
drawal syndrome  with  increased  angina,  probably  related  to  increased  sensitivity  to  catechol- 
amines Initiation  of  PROCARDIA  treatment  will  not  prevent  this  occurrence  and  might  be  expected 
to  exacerbate  it  by  provoking  retlex  catecholamine  release.  There  have  been  occasional  reports  ot 
increased  angina  in  a setting  ot  beta  blocker  withdrawal  and  PROCARDIA  initiation.  It  is  important 
to  taper  beta  blockers  if  possible,  rather  than  stopping  them  abruptly  before  beginning 
PROCARDIA 

Congestive  Heart  Failure:  Rarely,  patients,  usually  receiving  a beta  blocker,  have  developed  heart 
failure  alter  beginning  PROCARDIA.  Patients  with  tight  aortic  stenosis  may  be  at  greater  risk  for 
such  an  event 

PRECAUTIONS:  General:  Hypotension:  Because  PROCARDIA  decreases  peripheral  vascular  re- 
sistance, careful  monitoring  ot  blood  pressure  during  the  initial  administration  and  titration 
ot  PROCARDIA  is  suggested  Close  observation  is  especially  recommended  for  patients  already 
taking  medications  that  are  known  to  lower  blood  pressure  (See  Warnings  ) 

Peripheral  edema:  Mild  to  moderate  peripheral  edema,  typically  associated  with  arterial  vaso- 
dilation and  not  due  to  left  ventricular  dysfunction,  occurs  in  about  one  in  ten  patients  treated  with 
PROCARDIA  This  edema  occurs  primarily  in  the  lower  extremities  and  usually  responds  to  diuretic 
therapy.  With  patients  whose  angina  is  complicated  by  congestive  heart  failure,  care  should  be  taken 
to  differentiate  this  peripheral  edema  from  the  effects  ot  increasing  left  ventricular  dysfunction. 

Drug  interactions:  Beta-adrenergic  blocking  agents:  (See  Indications  and  Warnings.)  Experience 
in  over  1400  patients  in  a non-comparative  clinical  trial  has  shown  that  concomitant  administration 
of  PROCARDIA  and  beta-blocking  agents  is  usually  well  tolerated,  but  there  have  been  occasional 
literature  reports  suggesting  that  the  combination  may  increase  the  likelihood  o*  congestive  heart 
failure,  severe  hypotension  or  exacerbation  of  angina 

Long-acting  nitrates  PROCARDIA  may  be  safely  co-administered  with  nitrates,  but  there  have 
been  no  controlled  studies  to  evaluate  the  antianginal  effectiveness  ol  this  combination 

Digitalis:  Administration  of  PROCARDIA  with  digoxin  increased  digoxin  levels  in  nine  of  twelve 
normal  volunteers.  The  average  increase  was  45%.  Another  investigator  tound  no  increase  in  di- 
goxin levels  in  thirteen  patients  with  coronary  artery  disease.  In  an  uncontrolled  study  dt  over  two 
hundred  patients  with  congestive  heart  failure  during  which  digoxin  blood  levels  were  not  meas- 
ured, digitalis  toxicity  was  not  observed  Since  there  have  been  isolated  reports  of  patients  with 
elevated  digoxin  levels,  it  is  recommended  that  digoxin  levels  be  monitored  when  initiating,  adjust- 
ing, and  discontinuing  PROCARDIA  to  avoid  possible  over-  or  under-digitalization 

Carcinogenesis,  mutagenesis,  impairment  of  fertility:  When  given  to  rats  prior  to  mating,  nife- 
dipine caused  reduced  fertility  at  a dose  approximately  30  times  the  maximum  recommended  hu- 
man dose 

Pregnancy  Category  C Please  see  full  prescribing  information  with  reference  to  teratogenicity  in 
rats,  embryotoxicity  in  rats,  mice  and  rabbits,  and  abnormalities  in  monkeys. 

ADVERSE  REACTIONS:  The  most  common  adverse  events  include  dizziness  or  light-headedness, 
peripheral  edema,  nausea,  weakness,  headache  and  flushing  each  occurring  in  about  10%  ot  pa- 
tients, transient  hypotension  in  about  5%,  palpitation  in  about  2%  and  syncope  in  about  0.5%. 
Syncopal  episodes  did  not  recur  with  reduction  in  the  dose  ot  PROCARDIA  or  concomitant  antian- 
ginal medication  Additionally,  the  following  have  been  reported  muscle  cramps,  nervousness, 
dyspnea,  nasal  and  chest  congestion,  diarrhea,  constipation,  inflammation,  joint  stiffness,  shaki- 
ness, sleep  disturbances,  blurred  vision,  difficulties  in  balance,  dermatitis,  pruritus,  urticaria,  fe- 
ver, sweating,  chills,  and  sexual  difficulties.  Very  rarely,  introduction  ot  PROCARDIA  therapy  was 
associated  with  an  increase  in  anginal  pain,  possibly  due  to  associated  hypotension- 

in  addition , more  serious  adverse  events  were  observed , not  readily  distinguishable  trom  the  nat- 
ural history  ot  the  disease  in  these  patients.  It  remains  possible,  however,  that  some  or  many  of 
these  events  were  drug  related  Myocardial  intarction  occurred  in  about  4%  of  patients  and  conges- 
tive heart  failure  or  pulmonary  edema  in  about  2%.  Ventricular  arrhythmias  or  conduction  distur- 
bances each  occurred  in  fewer  than  0.5%  of  patients 

Laboratory  Tests:  Rare,  mild  to  moderate,  transient  elevations  of  enzymes  such  as  alkaline  phos- 
phatase, CPK,  LDH,  SGOT,  and  SGPT  have  been  noted,  and  a single  incident  ot  significantly  ele- 
vated transaminases  and  alkaline  phosphatase  was  seen  in  a patient  with  a history  of  gall  bladder 
disease  after  about  eleven  months  of  nifedipine  therapy.  The  relationship  to  PROCARDIA  therapy  is 
uncertain  These  laboratory  abnormalities  have  rarely  been  associated  with  clinical  symptoms. 
Cholestasis,  possibly  due  to  PROCARDIA  therapy,  has  been  reported  twice  in  the  extensive  worid 
literature. 

HOW  SUPPLIED:  Each  orange,  soft  gelatin  PROCARDIA  CAPSULE  contains  10  mg  ot  nifedipine, 
PROCARDIA  CAPSULES  are  supplied  in  bottles  ot  100  (NDC  0069-2600-66),  300  (NDC  0069- 
2600-72),  and  unit  dose  (10x10)  (NDC  0069-2600-41),  The  capsules  should  be  protected  from 
light  and  moisture  and  stored  at  controlled  room  temperature  59°  to  77°F  (15°  to  25°C)  in  the  man- 
ufacturer's original  container. 

More  detailed  professional  information  available  on  request. 


© 1982.  Pfizer  Inc. 
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The  President’s  Page 

Health  Care  Rationed? 


Well,  the  final  figures  are  in  and  the  only  encouraging  economic  index  for  1 982  was 
an  overall  inflation  rate  of  only  3.9%.  At  the  same  time,  we  must  report,  with  some 
embarrassment,  that  medical  costs  rose  1 1%  in  1 982.  Now  it  is  a fact  of  life  that  the 
public  sees  medical  costs  as  doctor's  costs.  It  seems  impossible  to  separate  the  cost 
of  medical  care  from  the  money  paid  to  doctors  at  least  in  the  mind  of  some  of  the 
patients  we  serve.  Unfortunately,  the  media  do  little  to  clarify  the  situation.  They  fail 
to  stress  that  hospital  costs  rose  over  15%  during  the  same  period.  The  cost  of 
medical  insurance  rose  as  fast,  or  even  faster. 

It  is  obvious  that  the  federal  government  is  concerned  and  is  casting  about 
searching  for  ways  of  reducing  the  national  health  bill.  Some  benefits  will  probably 
be  diminished  or  even  curtailed.  Even  a tax  on  health  benefits  is  being  considered.  No  matter  what  we  do,  the  basic 
problem  remains.  Many  of  us  are  now  living  longer  and  requiring  more  care  in  order  to  enjoy  a modest  standard  of 
living  and  comfort  in  our  declining  years. 

Having  learned  through  expensive  experimentation  and  laboratory  research  how  to  maintain  life  in  the  patient 
with  failing  circulation,  impaired  lungs  and  declining  or  absent  renal  function,  we  all  are  willing  and  must  therefore 
underwrite  the  cost  of  these  life  support  mechanisms.  They  are  terribly  expensive.  At  the  other  end  of  life’s 
journey  are  the  trials  and  tribulations  of  the  newborn.  The  magnificent  technology  and  treatments  performed  by 
our  neonatologists  are  something  of  which  the  entire  profession  can  be  proud.  Again,  the  expense  is  eye-boggling 
but  would  we  be  willing  to  deny  the  opportunity  of  life  to  a newborn  because  we  are  unwilling  to  pay  the  price? 

The  salaries  paid  to  nurses  and  other  health  care  personnel  are  just  beginning  to  rea^h  a level  commensurate 
with  their  training.  We  cannot  expect  hospitals  to  lower  room  charges  if  they  must  meet  salaries  which  account  for 
80%  of  their  budgets. 

Yet,  something  must  be  done.  Doctors  must  stop  ordering  routine  x-ray  and  laboratory  examinations.  The 
physician  who,  without  too  much  thought,  orders  every  laboratory  test  available,  when  the  patient  is  admitted, 
contributes  to  rising  health  costs.  He  hopes  that  in  some  result  he’ll  find  out  what  is  ailing  said  patient,  but  it’s 
costly.  It  is  increasingly  more  expensive  to  admit  our  patients  to  the  hospital  and  more  and  more  will  have  to  be 
done  on  an  ambulatory  out-patient  care  basis.  Patients  must  be  taught  that,  when  a doctor  does  not  order  a lot  of 
tests,  he  is  not  neglecting  his  obligation  to  the  patient  but  is  using  his  best  judgment.  Professional  liability 
companies  please  copy.  Finally,  people  who  insist  on  smoking  excessively,  and  in  so  doing  destroy  their  lungs, 
their  blood  vessels,  their  digestive  tracts  and  probably  their  urinary  bladders,  should  not  be  surprised  at  the  awful 
costs  incurred  when  such  depredations  need  to  be  corrected  or  relieved.  Immoderate  consumption  of  alcohol  not 
only  leads  to  liver  disease  and  its  complications  but  also  is  a leading  cause  of  highway  accidents.  The  care  of  these 
victims  adds  to  the  total  health  care  bill  which  someone  must  pay  every  year.  The  treatment  of  drug  abuse  has 
become  an  increasingly  expensive  health  care  item. 

It  may  well  be  that  doctor’s  fees  and  dentist’s  fees  alone  have  scarcely  exceeded  the  national  inflation  rate. 
Nevertheless  we  must  be  concerned  and  we  all  must  carefully  review  our  habits  and  seek  to  practice  our  art  more 
discreetly  and  cost-effectively.  The  alternative  is  possible  rationing  of  health  care  to  the  American  public.  By 
God,  we  all  hope  it  never  comes  to  that. 

Gioacchino  S.  Parrella,  M.D. 

President 
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If  you  could  examine 
professional  liability  insurance 
the  way  you  examine  your  patients... 

the  choice  would  be  clear. 


Your  practice  deserves  the  same  kind  of  quality  care 
you  give  your  patients.  So  give  it  the  best  protection 
you  can  — the  County  Association/ CSMS-sponsored 
Physicians  Protection  Program  from  CNA  Insurance. 

One  feature  that  makes  this  program  the  clear 
choice  for  professional  liability  protection  is 
occurrence  coverage  — the  most  complete  protection 
available.  With  your  Association-sponsored  program, 
you  are  covered  for  events  which  occur  during  the 
policy  period.  No  matter  when  a claim  is  filed  — 
after  you  leave  your  practice  or  retire,  even  years 
after  your  policy  has  expired  — you  are  still  fully 
covered  for  the  years  your  policy  was  in  effect. 

Your  medical  association  is  convinced  that  CNA's 
Physicians  Protection  Program  offers  you  the  best 


possible  protection  for  your  special  malpractice 
insurance  needs.  Find  out  why  the  program  can  be 
the  clear  choice  for  you.  Contact  the  program 
administrator  today. 

Program  Administrator 

Joseph  Flynn 

A A W PHYSICIAN  PLANS,  INC. 

225  Spring  Street 
Wethersfield,  CT  06109 
(203)  563-8111 

Your  association-sponsored  CNA  Physicians  Protection 
Program  is  underwritten  by  Continental  Casualty 
Company,  one  of  the  CNA  Insurance  Companies. 

INSURANCE  FROU 

CM 
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Reflections  from  the  Dean’s  Office 

After  Competition,  What  Then? 

ROBERT  U.  MASSEY,  M.D. 


‘'To  enact  a health  insurance  law  simply  as  a relief 
measure  without  adequate  preventive  features  would 
be  a serious  mistake;  but  with  a comprehensive  plan  for 
disease  prevention  there  is  every  reason  to  believe  that 
it  would  prove  to  be  a measure  of  extraordinary  value  in 
improving  the  health  and  efficiency  of  the  wage  earning 
population.”1  This  appeared  in  the  Journal  of  the 
American  Medical  Association  in  the  summer  of 
1916.  Four  years  later,  the  AMA  had  reversed  its 
stand;  the  social,  political,  and  economic  forces  which 
worked  upon  its  leadership  during  those  years  were 
echoes  of  larger  events  associated  with  the  passing  of 
an  age.  The  spirit  of  the  19th  century  ended  with  the 
first  World  War;  we  are  only  now  beginning  to  compre- 
hend the  visions  that  died  when  the  progressive  era 
came  to  an  end. 

This  year  marks  the  one  hundredth  anniversary  of 
national  health  insurance  in  the  western  world;  the 
Sickness  Insurance  Act  proposed  by  Bismarck  was 
passed  by  the  Reichstag  on  15  June  1883.  Accident 
insurance  came  in  the  following  year,  and  old-age  and 
disability  pensions  in  1889.  In  his  last  speech  to  the 
Reichstag,  1 8 May  1 889,  Bismarck,  already  in  trouble 
with  the  new  emperor,  argued  that  social  welfare 
programs  were  the  best  expression  of  conservatism,  the 
only  bulwark  against  socialism.  He  combined  his 
support  for  old-age  pensions  with  renewal  of  the  laws 
forbidding  socialism.  Bismarck  was  driven  by  more 
than  charity;  he  was  seeking  to  gain  support  in  his  old 
age  against  the  growing  popularity  of  Wilhelm  II.  He 
resigned  in  March  1890. 

After  the  heavy  burden  of  the  war  against  France  in 
1 870-71,  Germany  was  in  a deep  depression  by  1 874; 
social  unrest  brought  fears  of  a return  of  the  revolu- 
tionary movements  in  1 848.  Bismarck  looked  for  ways 
to  eliminate  poverty  without  upsetting  the  traditional 
structures  of  power  and  influence  in  the  German 
Empire;  he  induced  the  Reichstag  to  forbid  socialism  in 
1878,  and  then  pushed  forward  his  programs  of  social 
welfare.  This  was  more  than  merely  a political  move 
against  liberalism  and  reform.  He  sensed  the  tenuous- 
ness of  the  industrial  worker's  life,  and  had  even  begun 
to  think  of  laws  which  would  protect  the  right  to  work 
and  would  provide  insurance  against  unemployment. 
Even  the  Social  Democrats  thought  he  was  going  too 
far. 


ROBERT  U.  MASSEY,  M.D.,  Professor  and  Dean,  School  of 
Medicine,  University  of  Connecticut  Health  Center,  Farmington. 


Sickness  insurance  was  not  new  in  the  German 
states;  there  had  been  a network  of  sickness  benefit 
societies  in  Prussia  as  early  as  1838,  and  by  1850 
German  physicians  were  arguing  for  compulsory  health 
insurance,  declaring  that  medical  care  was  a right.  The 
public  health  movement  had  given  rise  to  the  notion 
that  disease  was  costly  because  it  deprived  an  industrial 
nation  of  healthy  workers. 

By  1916  the  idea  that  health  concerned  all  of  society 
had  crossed  the  Atlantic.  “Under  a proper  health 
insurance  scheme  the  burden  of  cost  is  distributed 
among  employer,  employee,  and  state.”2  In  1971.  a 
symposium  entitled  “After  N ational  Health  Insurance, 
What  Then?”  opened  with  these  words:  ” Starting  with 
the  assumption  that  there  would  be  some  form  of 
national  health  insurance — 

Medical  administrators  in  a recent  conference 
wondered  what  mix  of  economic,  social,  and  political 
forces  were  required  today  to  resurrect  a compulsory 
health  insurance  law.  There  have  been  many  occasions 
since  the  summer  of  1916  when  national  health  insur- 
ance seemed  imminent  in  the  United  States:  1933-36, 

1 943-45,  1971.  Some  have  said  that  it  is  an  idea  whose 
time  has  gone.  The  medical  historian,  Henry  Sigerist, 
noted  that  “social  security  legislation  came  in  waves 
and  followed  a certain  pattern.”  He  observed  that  it 
usually  was  introduced  by  conservatives  stirred  into 
action  by  the  liberals. 

Through  a combination  of  private  and  public  insur- 
ance programs,  most  Americans  have  some  form  of 
sickness  and  accident  protection,  but  the  system  is 
costly,  complex,  uncertain,  and  incomplete.  Schemes 
to  move  more  of  the  costs  to  the  patients,  and  fears  that 
the  young,  the  old.  and  the  poor  will  be  left  out.  will 
almost  certainly  bring  out  proposals  for  a universal 
compulsory  insurance  program.  Our  Canadian  neigh- 
bors would  not  do  away  with  theirs,  but  they  would 
remind  us  that  it  does  not  solve  all  the  problems  of  cost, 
distribution,  and  quality  of  care. 

If  we  choose  to  re-examine  the  issue,  there  is  a 
century  of  experience;  rarely  has  there  been  a better 
opportunity  to  learn  from  history. 
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COMPUTER-BASED 
MEDICAL  OFFICE  MANAGEMENT 


• Most  flexible  billing  and  accounting  • Most  complete  management  analysis 

• Easiest  to  learn,  easiest  to  use  • Most  powerful,  cost-efficient  solutions  for 

• Best  support,  training  and  service  every  size  practice 

FEATURING  A BROAD  SELECTION  OF  COMPUTER  EQUIPMENT,  AND 
THE  MOST  ADVANCED  SOFTWARE  FOR  THE  MEDICAL  PROFESSIONAL: 

• OUR  OWN • 

* A presumptuous  claim,  but  one  easily  put  to  the  test 

For  complete  information,  contact: 

Frank  Blackford,  Ph.D. 

MULTI  BUSINESS  COMPUTER 

28  Marlborough  Street 

Portland,  Conn.  06480  (203)  342-2747 


Second  Annual  St.  Vincent’s  Medical  Center 
Carcinoma  Symposium 

April  20,  1983  1:00-4:00  P.M.  Level  8 Conference  Room 

Current  Status  of  Epithelial  Carcinoma  of  the  Ovary 

Featuring  as  Guest  Faculty 

Dr.  Peter  Schwartz— Department  OB/GYN,  Yale-New  Haven  Hospital 
Dr.  Robert  Young— Chief,  Medical  Branch,  National  Cancer  Institute 
Dr.  Robert  Bast— Sidney  Farber  Cancer  Institute 
Dr.  Arvin  Glicksman— Department,  Radiation  Oncology,  Rhode  Island  Hospital 

Registration 

*lt  is  requested  that  enrollment  reservations  be  secured  with  a $1 0.00  donation  made  out 
and  submitted  to  the  American  Cancer  Society,  Brick  Walk,  Fairfield,  CT  06430. 
Reservations  expected  by  April  1 1,  1983. 

Please  direct  any  questions  regarding  the  Symposium  to  Dr.  Hervey  Weitzman, 
Symposium  Chairman,  c/o  St.  Vincent’s  Medical  Center,  2800  Main  Street, 

Bridgeport,  CT  06606,  telephone  576-5192. 

^Reservations  requested,  but  $10.00  donation  not  required  for  Registered  Nurses  and 
House  Staff. 
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LAW,  MEDICINE  AND  PUBLIC  POLICY 


Parental  Notification  Requirements  and 
Administrative  Law 

JOSEPH  M.  HEALEY,  J.D. 


There  is  a definite  tendency  in  our  society  to  equate 
litigation  with  the  practice  of  law  and,  in  so  doing,  to 
overlook  the  broad  range  of  activities  in  which  lawyers 
actually  engage.  Such  a view  of  the  legal  profession 
exaggerates  the  importance  of  courtroom  advocacy  at 
the  expense  of  other  skills,  such  as  consultation, 
counselling,  negotiation,  legal  drafting  and  client  edu- 
cation which  are  essential,  though  less  romantic  aspects 
of  the  practice  of  law.  There  is  a parallel  tendency 
among  some  people  to  equate  “case  law”  wiih  "the 
law”  on  a particular  issue  and  to  focus  narrowly  on  the 
search  for  cases  which  might  be  claimed  as  precedent 
while  ignoring  such  other  potentially  significant  sources 
of  law  as  statutes,  executive  orders  and  administrative 
agency  regulations.  During  the  past  fifty  years,  admin- 
istrative agency  regulations  have  become  a major 
source  of  law  concerning  the  rights  and  duties  of  health 
care  providers  and  their  patients.  One  recent  example 
of  interest  involves  the  regulations  of  the  Department 
of  Health  and  Human  Services  concerning  parental 
notification  by  family  planning  clinics  and  hospitals 
receiving  Title  X funds.  This  example  also  nicely 
illustrates  the  relationship  among  legislation,  adminis- 
trative regulation  and  litigation. 

Title  X of  the  Public  Health  Service  Act 1 establishes 
a program  of  federal  financial  assistance  to  public  and 
private  nonprofit  entities  for  the  provision  of  voluntary 
family  planning  services.  One  section  of  the  Act 
permits  grants  supporting  services  to  adolescents.  In 
1981,  Congress  amended  that  section  by  adding  the 
following  provision: 

“To  the  extent  practical,  entities  which  receive 
grants  or  contracts  under  this  subsection  shall 
encourage  family  (sic)  participation  in  projects 
assisted  under  this  subsection.” 2 
Subsequently,  in  February,  1982,  the  Secretary  of 
Health  and  Human  Services  proposed  to  amend  existing 
Title  X regulations1  in  an  attempt  to  implement  the 
intent  of  Congress.  Under  the  Secretary’s  proposed 
regulations,  the  agency  receiving  funds  under  Title  X 
for  family  planning  would  be  required  to  notify  the 


JOSEPH  M.  HEALEY,  J.D.,  Associate  Professor,  Department 
of  Community  Medicine  and  Health  Care,  University  of  Connecti- 
cut School  of  Medicine,  Farmington,  CT. 
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parent  or  legal  guardian  of  an  unemancipated  minor 
when  prescription  drugs  or  devices  were  provided  to 
the  minor.  This  notification  requirement  itself  must 
first  be  explained  to  the  minor  before  such  services  are 
provided.  Notification  must  take  place  within  ten 
working  days  of  the  initial  provision  of  services  except 
when  either  the  project  director  determines  that  the 
notification  will  result  in  physical  harm  to  the  minor  by 
the  parents  or  guardian,  or  when  prescription  drugs  are 
provided  for  the  treatment  of  venereal  disease.  For  the 
purpose  of  this  regulation,  an  unemancipated  minor  is 
an  individual  age  1 7 or  under  who  is  not  for  some  other 
reason  emancipated  under  state  law.  Thousands  of 
letters  commenting  on  the  proposed  regulations  were 
received.  In  January,  1983,  the  Secretary  of  Health 
and  Human  Services  recommended  that  the  regulations 
become  final.  The  Planned  Parenthood  Federation  of 
America  then  filed  suit  in  the  District  of  Columbia  to 
prevent  implementation  of  the  regulations. 

Three  aspects  of  this  example  deserve  comment. 
First,  regulation  by  attaching  conditions  to  participation 
in  federally  funded  programs  permits  federal  involve- 
ment in  the  regulation  of  areas  normally  left  to  the 
individual  states.  This  results  in  the  indirect  regulation 
by  the  federal  government  of  issues  which  could  not 
traditionally  be  regulated  directly  because  they  were 
the  responsibility  of  the  states.  The  age  at  which  a 
minor  living  at  home  is  entitled  to  complete  confiden- 
tiality represents  such  an  issue.  Though  still  controver- 
sial, this  form  of  regulation  has  become  commonplace. 
Second,  this  example  reveals  the  attempt  by  an  admin- 
istrative agency  to  promulgate  regulations  implementing 
the  intent  of  Congress.  Third,  the  suit  filed  by  Planned 
Parenthood  is  a reminder  that  there  are  two  major  areas 
of  judicial  review  of  administrative  regulations:  1 ) 
whether  the  regulation  is  consistent  with  legislative 
intent  and  2)  whether  it  is  consistent  with  the  constitu- 
tional rights  of  those  regulated  by  it.  As  this  drama 
unfolds  in  court,  the  relationship  among  statute,  regula- 
tion and  court  decision  should  become  clearer  and  the 
unique  value  of  each  more  apparent  to  us  all. 
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EDITORIALS 

Prophylaxis  for  Infective  Endocarditis  in 
Patients  with  Prosthetic  Heart  Valves: 
The  Need  for  Intense  Caution 

Although  infective  endocarditis  can  often  be  treated 
effectively  it  remains  a serious  complication  in  patients 
with  valvular  heart  disease.  Optimal  prophylaxis  re- 
quires cooperation  between  physicians  and  between 
physicians  and  dentists.  Dental  procedures  are  so  very 
common  that  a false  sense  of  security  is  often  engen- 
dered in  patients  and  in  physicians  and  dentists  caring 
for  patients.  The  recommended  drug  regimens  and 
dosages  for  dental  procedures  appeared  in  the  July 
1977  issue  of  Circulation'  (See  this  issue  Connect- 
icut Medicine,  “Prevention  of  Bacterial  Endocardi- 
tis”). These  recommendations  are  an  outgrowth  of  a 
statement  prepared  by  the  Committee  on  Rheumatic 
Fever  and  Bacterial  Endocarditis  of  the  American 
Heart  Association. 

When  a patient  has  a previously  implanted  prosthetic 
valve  the  need  for  meticulous  attention  to  proper 
prophylaxis  is  heightened  as  infective  endocarditis  in 
this  patient  population  often  leads  to  a disastrous  out- 
come and  reoperation  is  frequently  necessary.  We  have 
recently  seen  three  patients  return  after  successful 
valve  replacement  with  infective  endocarditis  whose 
infection  could  be  traced  to  prior  dental  procedures.  In 
each  case  the  patient  received  oral  penicillin  that  would 
have  been  appropriate  had  an  artificial  valve  not  have 
been  in  place.  It  should  be  emphasized  that  combined 
intramuscular  antimicrobial  prophylaxis  is  the  rec- 
ommendation of  choice.  For  adults  a combination  of 
Aqueous  crystalline  penicillin  G (1,000.000  units) 
mixed  with  Procaine  penicillin  G (600,000  units) 

Editorials  are  expressions  of  personal  opinion  and  do  not 
necessarily  refect  the  policies  of  CSMS. 


PLUS  Streptomycin  (1  gram)  given  intramuscularly 
30  minutes  to  1 hour  prior  to  the  procedure  is  the  initi- 
ation of  therapy.  Then  penicillin  V 500  mg  orally  every 
6 hours  for  8 doses  should  be  used  as  followup.  It  must 
be  emphasized  that  oral  penicillin  V alone,  although 
adequate  in  patients  without  a prosthetic  valve,  may 
not  provide  sufficient  prophylaxis  in  a patient  with  a 
prosthetic  valve.  Attention  to  this  regimen  may  pre- 
vent avoidable  cases  of  prosthetic  valve  endocarditis. 

Lawrence  S.  Cohen,  M.D. 

The  Ebenezer  K.  Hunt 
Professor  of  Medicine, 

Yale  University  School  of  Medicine, 

Section  of  Cardiology 

Alexander  S.  Geha.  M.D. 

Professor  of  Surgery, 

Yale  University  School  of  Medicine 
Chief,  Section  of  Cardiac  Surgery 
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EDITOR'S  NOTE:  Dr.  Geha  and  Dr.  Cohen  both  agree  on  the 
importance  of  the  recommendations  formulated  by  the  AHA  in 
1977,  still  important  as  to  subject  and  detail. 


AMA’s  New  Patient  Medication 
Instruction  Program 

Along  with  the  growing  public  interest  in  health 
issues  and  medical  self-care  has  come  an  increased 
demand  from  patients  for  information  about  the  drugs 
they  take.  Physicians  are  being  called  on  as  never 
before  to  respond  with  a greater  emphasis  on  patient 
education.  While  face-to-face  counseling  is  an  indis- 
pensable part  of  patient  education,  counseling  supple- 
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merited  by  written  information  can  be  more  effective 
than  either  alone. 

A Series  of  Instructional  Leaflets 

In  order  to  provide  information  physicians  can  give  to 
patients,  the  AMA  has  launched  its  PM1  program.  The 
PMI  program  is  an  alternative  to  FDA’s  mandatory 
PPI  program.  The  goal  is  helping  patients  understand 
why  drugs  are  prescribed,  enhancing  the  likelihood  of 
compliance  and  thereby  improving  the  effectiveness 
of  therapy. 

20  PMIs  Now  Available — 20  More  in  March 

The  following  20  PMIs  became  available  in  October: 
Furosemide,  Thiazide  Diuretics,  Penicillins-Oral,  Beta 
Blockers,  Digitalis  Medicines,  Coumarin-Type  Anti- 
coagulants, Oral  Antidiabetes  Medicines,  Tetracy- 
clines, Cephalosporins-Oral,  Erythromycin,  Nonster- 
oidal Anti-inflammatory  Drugs,  Benzodiazepines, 
Nitroglycerin  Sublingual  Tablets,  Methyldopa,  Insulin 
Corticosteroids-Oral,  Cimetidine,  Belladona  Alkaloids 
and  Barbiturates,  Phenytoin,  and  Sulfonamides. 

The  following  20  PMIs  will  be  available  in  March: 
Lithium,  Haloperidol,  Hydralazine,  Guanethidine, 
Valproic  Acid,  Ethosuximide,  Allopurinol,  Oral  Xan- 
thine Derivatives,  Thyroid  Replacement,  Metronida- 
zole, Oral  Clindamycin/Lincomycin,  Oral  Chloram- 
phenicol, Levodopa/C arbidopa  and  Levodopa,  Ergot 
Derivatives,  Indomethacin,  Phenylbutazone/Oxyphen- 
butazone,  Quinidine/Procainamide,  Iron  Sup- 
plements, Verapamil,  and  Nifedipine. 

Benefits  Vs.  Possible  Risks 

The  PMI  program  enhances  the  ability  of  individual 
physicians  to  provide  drug  information  to  patients.  The 
PMI  sheet  provides  a balanced  summary  of  anticipated 
benefits  vs.  possible  risks. 

PMI  sheets  come  in  pads  of  100.  On  the  back  of  each 
pad  is  a list  of  names  of  drugs  covered  by  the  PMI. 

The  AMA  has  invested  more  than  $1  million  of  its 
own  resources  for  the  start  of  the  PMI  program.  $1.9 
million  has  been  donated  by  pharmaceutical  manu- 
facturers. 

The  PMI  program  is  not  intended  as  a substitute  for 
the  instruction  that  physicians  give  each  patient.  Nei- 
ther is  it  an  attempt  to  provide  a legal  instrument  of 
informed  consent  or  complete  data  Rather,  the  program 
is  meant  simply  to  offer  appropriate  drug  information  in 
a manner  that  will  benefit  the  patient  by  augmenting  dis- 
cussion with  the  physician. 

The  PMI  program  can  benefit  both  physician  and 
patient  by  improving  the  effectiveness  of  drug  therapy, 
strengthening  the  physician/patient  relationship,  re- 
ducing the  risk  of  improper  use,  decreasing  the  incidence 
of  preventable  and  serious  adverse  drug  reactions,  and 
enhancing  patient  compliance. 

The  AMA’s  Patient  Medication  Instruction  program 
demonstrates  professional  concern  about  patients’  par- 


ticipation in  their  health  care.  It  shows  a commitment  to 
activities  designed  to  promote  the  quality  of  medical 
care  while  addressing  the  cost  of  care.  It  is  a private  sec- 
tor initiative  to  counter  the  regulation  of  the  practice  of 
Medicine  by  inaugurating  effective  voluntary  efforts. 

Doctors  who  would  like  to  request  samples  or  order 
blanks  should  write  to  AMA  Order  Department — PMI 
Program,  535  North  Dearborn  Street,  Chicago,  Illinois 
60610. 


Letters  to  the  Editor 


Letters  to  the  Editor  are  considered  for  publication  (subject  to 
editing  and  abridgment),  provided  that  they  are  submitted  in 
duplicate,  signed  by  all  authors,  typewritten  in  double  spacing, 
and  do  not  exceed  IV2  pages  of  text  (excluding  references).  They 
should  not  duplicate  similar  material  being  submitted  or  pub- 
lished elsewhere.  Letters  referring  to  a recent  Journal  article 
should  be  received  within  six  weeks  of  the  article’s  publication. 

GASTRIC  ADENOCARCINOMA 

To  the  Editor:  In  the  December  1982  issue  of  Connecticut  Medi- 
cine, Gerwitz  and  Kirkwood  reported  an  unusual  case  of  a 47-year- 
old  woman  who  lived  seven  years  with  metastatic  gastric  cancer 
treated  with  high-dose  Methotrexate.  1 The  authors  suggest  that 
Methotrexate  might  be  a valuable  drug  for  gastric  cancer  and  that  it 
should  be  studied  in  a systematic  fashion.  Their  suggestion  has  merit, 
and  I would  caution  the  readers  of  this  journal  not  to  treat  gastric 
cancer  patients  with  Methotrexate,  in  standard  or  high  doses,  based 
on  a single  case  report. 

The  Gastrointestinal  Tumor  Study  Group  (GITSG)  has  studied 
Methotrexate,  high-dose  Methotrexate,  and  Triazinate  (Baker’s 
antifol)  in  gastric  cancer  patients  who  had  developed  advanced 
disease  on  prior  treatment  regimens  containing  5-Fluorouracil  and 
Adriamycin.2  Methotrexate  in  standard  dose  (40  mg./m2  weekly) 
had  little  activity,  producing  a partial  response  in  1 1%  of  28  patients 
and  a median  survival  of  9 weeks.  Moderately  high-dose  Metho- 
trexate (350  mg./m2  weekly)  with  Leucovorin  rescue  proved  to  be 
impractical  and  risky  for  community  physicians  to  use  repeatedly  on 
an  outpatient  basis  in  the  number  of  patients  needed  to  assess  the 
regimen.  GITSG  dropped  high-dose  Methotrexate  from  the  study, 
reserving  the  right  to  explore  its  value  in  an  intermittent  inpatient 
program  at  a future  date. 

The  GITSG  protocol  produced  an  unanticipated  result.  Triazi- 
nate was  associated  with  a 17%  response  rate  in  26  patients  and  a 
median  survival  of  1 8 weeks,  twice  that  of  the  other  agents  used  in  the 
study.  The  response  rate  was  25%  among  patients  with  ECOG  phy- 
sical status  0 and  2 1 % among  patients  with  ECOG  physical  status  1 . 
As  a result  of  its  Phase  II  activity  and  survival  benefit,  Triazinate 
was  retained  for  current  GITSG  advanced  gastric  cancer  protocols 
in  combination  with  other  drugs.  At  present,  its  survival  benefit 
appears  to  be  holding. 

Triazinate  is  presently  classified  as  an  investigational  drug.  It’s 
ease  of  administration,  compared  to  high-dose  Methotrexate,  makes 
it  a more  attractive  antifol  for  outpatient  chemotherapy.  Gewirtz  and 
Kirkwood  could  argue  that  GITSG  did  not  study  high-dose  Metho- 
trexate adequately  in  gastric  cancer,  but  Triazinate  has  a higher 
priority  for  further  investigation  because  it  is  more  likely  to  be  used 
by  the  practicing  oncologist. 
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Again,  the  clinician  should  not  rush  to  treat  according  to  single 
case  reports  or  single  institution  reports.  Verification  of  a drug’s 
specific  antitumor  activity  by  controlled,  prospective,  randomized 
multi-institutional  trials  seems  to  be  the  most  prudent  course. 

Elliot  M.  Livstone,  M.D. 

Associate  Professor  of  Medicine, 

Yale  Univ.  School  of  Medicine 
Vice-Chairman 

Gastrointestinal  Tumor  Study  Group 
New  Haven,  CT 
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Nurses:  “not  a significant  national 
shortage . . 

The  widespread  nursing  shortage  of  the  1960’s  and 
1970’s  has  largely  disappeared,  and  special  federal 
funding  should  be  spent  to  help  meet  explicit  nursing 
needs  rather  than  to  increase  the  overall  supply  of 
nurses,  an  Institute  of  Medicine  committee  told  the 
U.S.  Congress  and  the  Department  of  Health  and 
Human  Services  recently. 

During  its  two-year  study,  the  committee  found 
geographic  and  professional  areas  where  nurses  are  in 
short  supply.  But  as  of  the  fall  of  1982,  the  committee 
concluded  that  “there  was  not  a significant  national 
shortage”  of  generalist  registered  nurses  (RN)  or  li- 
censed practical  nurses.  The  solution  to  the  maldistri- 
bution of  nurses,  the  committee  said,  lies  in  a variety  of 
federal  actions  taken  in  conjunction  with  state  govern- 
ments and  private  health  and  educational  institutions. 

Beginning  in  the  early  1960’s,  there  was  an  extreme 
shortage  of  nurses.  Congress  responded  by  enacting  the 
Nurse  Training  Act  of  1964,  which  provided  direct 
financial  aid  to  nursing  schools  to  increase  enrollment 
and  improve  facilities,  and  also  made  funds  available  to 
students  and  schools  for  upgrading  nursing  skills, 
attracting  minorities,  extending  access  to  health  care, 
and  research. 

Appropriations  for  these  purposes  peaked  in  Fiscal 
Year  1974  at  $160  million,  but  have  dropped  steadily 
since  then  to  slightly  more  than  $50  million  in  FY 
1982.  Debate  over  the  necessity  for  continuing  this  aid 
led  Congress  to  request  the  study.  It  was  supported  by 
the  Department  of  Health  and  Human  Resources. 

Past  Shortages  Despite  Increased  Supply 

A popular  belief  was  that  the  nursing  shortage 
resulted  from  a decrease  in  the  number  of  nurses — that 
low  pay  and  stressful  working  conditions,  combined 


with  wider  career  opportunities  for  women,  had  influ- 
enced fewer  people  to  prepare  for  careers  in  nursing 
and  many  nurses  to  abandon  their  profession.  But  the 
committee  found  these  assumptions  to  be  false.  It 
discovered,  in  contrast,  that  both  the  number  of  students 
and  the  overall  supply  of  employed  RNs  actually  had 
increased  sharply  during  these  years — more  than  doub- 
ling between  1962  and  1982.  The  shortage  had  resulted 
from  an  “explosive  demand”  for  nurses  triggered  by 
new  medical  technologies,  the  committee  explained. 

Although  continued  growth  is  predicted  in  both 
supply  and  demand,  the  committee  expects  them  to  be 
“in  reasonable  balance”  during  the  remainder  of  the 
decade.  However,  it  found  that  more  nurses  with 
advanced  education  still  are  needed  in  administration, 
clinical  specialties,  and  teaching.  Nurses  also  are  in 
short  supply  for  preventive  and  primary  care  in  inner- 
city  and  rural  areas  and  among  the  disadvantaged  and 
elderly. 

“RNs  with  high-quality  graduate  education  are  a 
scarce  national  resource,”  the  committee  declared.  It 
recommended  increased  support  for  fellowships,  loans, 
and  graduate-level  programs  to  expand  the  number  of 
nurses  with  skills  commensurate  with  “the  growing 
complexity  of  care  in  many  health  settings.”  The 
million-dollar  budgets  of  many  hospitals  require  nursing 
service  administrators  with  preparation  in  manage- 
ment, and  schools  of  nursing  need  more  nurses  with 
master’s  and  doctoral  degrees  to  strengthen  their 
academic  faculties,  the  committee  pointed  out. 

“One  of  our  nation’s  most  pressing  health  prob- 
lems,” the  committee  found,  is  the  serious  shortage  of 
nurses  willing  to  work  in  rural  or  inner-city  areas, 
especially  in  public  hospitals,  and  to  care  for  patients  in 
nursing  homes.  The  federal  government  should  co- 
operate with  schools  of  nursing  and  employers  of 
nurses,  the  committee  said,  in  funding  model  programs 
to  attract  residents  of  underserved  areas  to  nursing 
careers.  “There  can  be  no  major  expectation  that  the 
nurse  labor  market  will  improve  significantly  in  inner- 
city  and  rural  areas  unless  concerted  actions  are  taken 
to  develop  an  indigenous  supply,”  it  declared. 

To  upgrade  the  quality  of  care  for  the  elderly,  the 
committee  recommended  that  schools  of  nursing  place 
greater  emphasis  on  geriatric  care  and  that  federal  and 
state  governments,  in  cooperation  with  private  health 
and  education  organizations,  develop  in-service  training 
for  nursing  home  staffs.  Because  care  of  the  elderly  at 
home  and  in  institutions  is  largely  dependent  on 
Medicare  and  Medicaid,  the  committee  recommended 
that  the  federal  government  restructure  payments  “to 
encourage  and  support  the  delivery  of  long-term  care.” 
As  payment  policies  are  changed,  the  committee  said, 
they  “should  permit  movement  toward  a goal  of  24- 
hour  RN  coverage”  at  skilled  nursing  facilities.  Current 
federal  regulations  require  an  RN  only  during  daytime 
hours. 
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NEW  YORK  FERTILITY 
RESEARCH  FOUNDATION,  INC. 

For  the  Investigation  of  Problems  of 
Human  Infertility 

The  Foundation  provides  a complete  diag- 
nostic and  consultation  service  for  infertile 
couples.  Investigations  are  conducted  by  well- 
known  specialists  in  conjunction  with  consul- 
tants in  the  various  fields  of  medicine  related 
to  infertility. 

The  Foundation  is  supported  by  an  in-house 
modern  laboratory  equipped  to  do  most  tests 
required  for  diagnosis  and  treatment.  Litera- 
ture on  request. 

1430  Second  Avenue,  New  York,  N.Y.  10021 
Phone:  744-5500 


CLASSIFIED 


GENERAL  PRACTITIONER  wants  to  relocate  to  Connecti- 
cut. Interested  in  buying  a viable  practice.  Would  consider  group  or 
partnership.  Reply,  Connecticut  Medicine,  Box  RWN. 


SUMMER  CME  CRUISE/CONFERENCES  ON  LEGAL 
MEDICAL  ISSUES — Alaskan,  Caribbean.  Mediterranean.  10  & 
14  days  in  July  and  August.  Approved  for  24  CME  Cat.  1 credits 
(AMA/PRA).  Distinguished  professors.  FLY  ROUNDTRIP 
FREE  ON  CARIBBEAN  AND  ALASKAN  CRUISES.  Excel- 
lent group  fares  on  finest  ships.  Registration  limited.  Scheduled  prior 
to  12/31/80 — Tax  deductible  under  1976  Tax  Reform  Act.  Infor- 
mation: International  Conferences,  189  Lodge  Ave.,  Huntington 
Station.  NY  1 1746  (516)  549-0869. 


MEDICAL  COMPUTER  CONSULTANT— Select  the  appro- 
priate computer  system  for  your  practice’s  unique  needs.  SELECT 
SYSTEMS,  INC.  is  a nationwide  consulting  firm  that  specializes  in 
matching  quality  computer  systems  with  medical  practices.  Our 
knowledge  of  the  medical  computer  marketplace  has  assisted  numer- 
ous practices  in  avoiding  the  risk  of  being“sold”  a computer  system. 
We  can  assist  you  from  the  practice  review  stage  to  the  successful 
installation.  For  more  information  contact  Hank  Berger,  CPA,  (203) 
563-3475. 


FEMALE  PHYSICIAN/PSYCHIATRIST  opportunity  to  become 
a partner  in  a growing  private  practice!  New  offices  and  furnishings. 
Become  part  of  a team  specializing  in  marriage,  family  and  sexual 
dysfunction  therapy.  Male  counterpart  has  18  years  experience  and 
extensive  training  in  fields;  willing  to  train  partner  with  little 
experience.  Send  C.V.  to:  P.O.  Box  14244,  Hartford,  CT  06114. 
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FROM  THE  EXECUTIVE  DIRECTOR  S OFFICE 

160  St.  Ronan  Street,  New  Haven,  Conn.  06511  Telephone  865-0587 

Timothy  B.  Norbeck.  Executive  Director 
Josephine  P.  l indquist.  Associate  Executive  Director 

Francis  G.  Sweeney  Robert  J.  Brunell  Richard  I Fiorentino 

Assistant  Executive  Director  Assistant  Executive  Director  Coordinator 

Public  Affairs  Scientific  Activities  Special  Services 


CALL 

ANNUAL  MEETING  OF  THE  HOUSE  OF  DELEGATES 
The  1983  Annual  Meeting  of  the  House  of  Delegates  will  be  held  at  the  Parkview  Hilton  Hotel, 
Hartford,  commencing  at  12:30  P.M.  on  Wednesday,  May  25. 

Gioacchino  S.  Parrella,  M.D.,  President 
Joseph  S.  Sadowski,  M.D.,  Speaker  of  the  House 
Norman  A.  Zlotsky,  M.D.,  Secretary 

INTRODUCTION  OF  RESOLUTIONS 
Article  V,  Section  12,  Par.  3 of  the  Bylaws  of  the  Society  provides: 

Resolutions  may  be  introduced  by  any  Active  or  Life  Member  or  student  members  or  postgraduate  physician  members  of  the  Society,  in 

compliance  with  the  following  provisions: 

a.  All  resolutions,  reports  and  similar  items  of  business  submitted  in  writing  and  received  at  the  office  of  the  Executive  Director  not  later 
than  thirty  days  before  the  date  scheduled  for  that  meeting  shall  be  considered  as  regular  business  of  the  House  of  Delegates. 

b.  Component  county  associations  or  the  student  members  of postgraduate  physician  members,  whose  meetings  are  held  later  than  thirty- 
five  days  prior  to  the  date  of  the  House  of  Delegates  shall  be  allowed  five  days  after  the  close  of  such  meeting  in  which  to  submit 
resolutions,  reports  and  similar  items  of  business  to  the  Executive  Director's  office  and  still  have  such  material  considered  as  regular 
business.  In  no  event,  however,  may  such  resolutions,  etc.  be  considered  regular  business  if  they  are  received  later  than  fifteen  days  prior 
to  the  date  of  the  meeting. 

c.  Reports,  recommendations,  resolutions  or  other  new  business  may  be  presented  to  the  House  of  Delegates  by  the  Council  of  The  Society' 
at  any  time  and  shall  be  considered  as  regular  business. 

d.  Any  business  which  does  not  qualify  as  regular  business  in  accordance  with  the  foregoing  provisions  may  be  accepted  for  consideration 
by  a majority  vote  of  the  delegates  present  and  shall  be  referred  at  once  by  the  Speaker  to  a reference  committee.  When  business  is 
introduced  under  the  provision  of  this  paragraph  the  vote  shall  be  taken  without  debate,  except  that  the  introducer  shall  be  allowed  not 
more  than  two  minutes  to  explain  why  it  should  be  considered  as  regular  business. 


Council  Meeting 

Wednesday,  February  3,  1983 

Attendance 

Present  were:  Drs.  Parrella,  Doctor,  Whalen,  Jr., 
Zlotsky,  Mendillo,  Sadowski,  Canzonetti,  Hess,  Fried- 
berg,  Abbot,  Petrie,  Orphanos,  Eslami,  Villa,  Hayes, 
Ragusa,  Sullivan,  Jr.,  Beck,  Reyelt,  Jr.,  Sweet,  McDon- 
nell. Waldron  and  Fabro. 

Also  present:  Mr.  Norbeck.  Mrs.  Lindquist,  Mr. 
Brunell,  Mr.  Fiorentino,  Mr.  Sweeney,  Mr.  Tomat 
(FCMA)  and  Mrs.  Sandler  (President,  Auxiliary). 

Absent  were:  Drs.  Hecklau,  Van  Syckle,  Rubinow, 
Kaess,  Concannon,  Barrett,  Ahrens,  Czarsty,  Bobruff 
and  Sharon. 

In  the  absence  of  Drs.  Van  Syckle  and  Barrett,  Dr. 
Parrella  chaired  the  meeting. 

Approval  of  Minutes 

It  was  VOTED  to  approve  the  minutes  of  the 
meeting  of  December  15,  1982,  as  published. 

Reports  from  Physicians  Serving  on  State 
and  Federal  Agencies 

Dr.  Hess  reported  that  the  Board  of  Directors  of  the 
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South  Central  Connecticut  Health  Systems  Agency,  in 
Woodbridge,  after  many  attempts  at  achieving  a quorum, 
voted  to  rescind  their  previous  action  to  begin  close-out 
activities  and  to  stay  operational  indefinitely. 

Mr.  Fiorentino  summarized  his  state  and  federal  re- 
port drawing  particular  attention  to  the  continued 
funding  for  HSAs  and  the  State  Health  Planning  De- 
velopment Agency  (SHPDA)  until  September,  1983, 
and  the  proposed  prospective  plan  offered  to  Congress 
by  the  Dept,  of  Health  and  Human  Services.  He  urged 
Council  members  to  become  familiar  with  the  prospec- 
tive plan  proposal  (which  utilizes  Diagnostic  Related 
Groups  as  its  framework)  as  it  appears  that  this  pro- 
posal or  a modified  approach  will  be  enacted  by  the 
98th  Congress. 

Report  of  the  President 

President  Gioacchino  S.  Parrella,  M.D.,  called  for  a 
moment  of  silence  in  respect  to  CSMS  Legislative 
Counsel  John  F.  Pickett,  Jr.,  who  had  passed  away 
unexpectedly  on  January  30.  1983.  He  also  reported 
on  the  success  of  the  Society  in  meeting  with  the 
leadership  of  the  Connecticut  General  Assembly  on 
definition  of  death  legislation.  Dr.  Parrella  commended 
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Drs.  William  Whalen,  Isadore  Friedberg  and  Norman 
Alisberg  who  served  as  able  spokesmen  for  the  CSMS 
and  were  joined  by  Frank  Sweeney  and  Tim  Norbeck 
for  the  discussion. 

The  President  also  reported  that  Frank  Abbot, 
M.D.,was  one  of  eighteen  physicians  throughout  the 
country,  and  the  only  one  from  New  England,  to  be  ap- 
pointed to  the  AMA  Health  Policy  Agenda  Work 
Groups.  Dr.  Parrella  discussed  the  AMA  efforts  to 
curb  drunken  driving  and  suggested  CSMS  involve- 
ment in  such  activities. 

Legislative  Review 

Isadore  H.  Friedberg,  M.D.,  Chairman  of  the  CSMS 
Committee  on  Legislation,  reviewed  briefly  some  of 
the  legislative  bills  in  the  hopper  this  year.  He  paid  par- 
ticular attention  to  a bill  introduced  to  revise  the  Statute 
of  Limitations,  legislation  which  would  have  an  adverse 
effect  on  professional  liability  insurance  premiums. 
After  discussion,  the  following  actions  were  taken: 

1 . It  was  VOTED  to  approve  of  waiving  the  three  day 
hospitalization  requirement  necessary  for  Medicare 
patients  to  gain  entry  into  extended  care  facilities 
and  that  private  insurance  carriers  should  be  en- 
couraged to  do  the  same. 

2.  It  was  VOTED  to  support  activities  to  minimize 
drunken  driving. 

3.  It  was  VOTED  to  support  minimizing  smoking  in 
enclosed  public  places. 

4.  It  was  VOTED  to  support  efforts  to  change  the  age 
limit  for  drinking  to  age  21. 

Tim  Norbeck  discussed  the  efforts  being  undertaken 
to  secure  a successor  for  the  deceased  Mr.  Pickett.  He 
reported  that  a list  of  candidates  was  being  prepared 
and  that  a new  legislative  counsel  would  be  named 
soon.  The  decision  will  be  made  in  consultation  with 
President  Parrella  and  Dr.  Friedberg. 

It  was  VOTED  that  the  Council  should  inform  the 
CSMS  Section  on  Psychiatry  and  the  committee  on 
Mental  Health  that  it  is  the  Council's  feeling  that  both 
these  groups  should  offer  their  services  to  legislative 
representatives  and  to  the  Commissioner  of  Mental 
Health  to  the  effect  that  the  state  should  supply  enough 
money  to  make  available  sufficient  number  of  hospital 
beds  to  take  care  of  patients  requiring  hospital  care,  and 
that  there  should  be  more  adequate  follow-up  care. 

Report  of  the  Committee  on  Hospitals 

After  discussion,  the  following  actions  were  taken: 

1 . It  was  VOTED  to  send  back  to  the  Committee  on 
Hospitals  for  reworking  that  subject  dealing  with 
guidelines  for  withholding  emergency  resuscitation 
from  terminally  ill  patients.  The  Council  was  of  the 
opinion  that  there  were  several  inconsistencies  rela- 
tive to  a patient’s  competence  or  incompetence. 
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2.  It  was  VOTED  to  reaffirm  the  Council's  tradi- 
tional position  of  being  in  favor  of  open  medical 
staffs  in  hospitals. 

Joint  Commission  on  Accreditation  of  Hospitals 

After  discussion,  it  was  VOTED  to  restate  an  ac- 
tion taken  at  the  September  2,  1982,  meeting  of  the 
Council  which  reads  as  follows:  “Many  non-physician 
groups  are  eager  to  practice  medicine  without  a medical 
degree.  Psychologists,  pharmacists,  social  workers, 
midwives  and  nurses  are  important,  and  do  important 
work.  However,  the  primary  responsibility  for  care  for 
patients  in  hospitals  is  a medical  responsibility  that 
should  be  fulfilled  only  by  medical  doctors.  Therefore 
only  medical  doctors  should  be  members  of  hospital 
medical  staffs.” 

Report  of  the  Task  Force  to  Develop  a Connecticut 
Peer  Review  Organization 
Dr.  Canzonetti,  chairman  of  the  Task  Force,  reviewed 
the  second  draft  of  the  "Proposed  Connecticut  Peer 
Review  Organization”  (mailed  directly  to  the  Council 
by  the  Hartford  County  Health  Care  Plan).  Members 
of  the  Council  questioned  Dr.  Canzonetti  concerning  a 
variety  of  topics  among  which  were;  the  structure  of  the 
organization,  composition  of  the  PRO  Board  of  Direc- 
tors, the  type  of  review  envisioned,  the  data  system  to 
be  utilized,  confidentiality  of  the  data,  and  funding.  Dr. 
Canzonetti  also  provided  the  Council  with  a rough  time- 
table of  events  which  included:  a meeting  of  business, 
industry,  and  carriers  representatives  on  February  9th, 
a meeting  between  Task  Force  representatives  and 
representatives  of  the  Connecticut  Hospital  Associa- 
tion to  discuss  the  CHIME  data  system  on  February 
1 7th,  and  the  next  meeting  of  the  entire  Task  Force  on 
February  24th. 

Following  this  informative  presentation  and  dis- 
cussion the  Council  unanimously  approved  the  follow- 
ing motion: 

“That  the  Council  approve  of  the  direction  in  which 
the  committee  is  going  and  wish  them  to  continue  along 
these  lines.” 

Resolution  from  Committee  on  Emergency 
Medical  Services 

It  was  VOTED  to  refer  the  issue  of  having  a prac- 
ticing emergency  physician  on  the  Blue  Cross-Blue 
Shield  Medical  Advisory  Committee  to  the  section  on 
Emergency  Medical  Services  and  the  county  medical 
associations. 

Office  Practice  Seminar 
Dr.  M.  Eslami  proposed  the  possibility  of  holding  an 
office  practice  seminar  for  members  of  the  Society.  It 
was  VOTED  that  the  proposal  be  sent  to  the  Program 
Committee  for  consideration  and  also  that  staff  con- 
sider possibility  of  having  such  seminar  at  the  semi- 
annual meeting  of  the  House  of  Delegates. 
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AMA  Cost  Effectiveness  Evaluation  Network 

It  was  VOTED  to  accept  the  report  for  information 
and  to  have  CSMS  staff  explore  the  possibility  of  a 
meeting  between  Mr.  John  Driscoll  of  the  AFDCIO 
and  CSMS  leadership. 

Date  of  Next  Meeting 

The  next  meeting  of  the  Council  will  be  held  on 
Wednesday,  March  16,  1983  at  CSMS  headquarters. 
The  following  meeting  will  be  held  on  Wednesday, 
April  27, 1 983  at  the  UConn  Medical  Center  in  Farm- 
ington. 

Miscellaneous 

Dr.  Friedberg  reported  on  a legislative  bill  intro- 
duced into  the  General  Assembly  which  would  elimi- 
nate the  need  for  a person  to  be  a medical  doctor  from 
the  requirement.  It  was  VOTED  to  apprise  the  members 
of  the  Public  Health  Committee  of  the  legislature  that 
the  Connecticut  State  Medical  Society  believes  that 
the  Commissioner  of  Health  should  be  a medical  doc- 
tor and  that  no  change  should  be  made  in  the  way  in 
which  said  Commissioner  is  appointed. 

N.  B.:  The  foregoing  is  a summon ? of  the  proceedings 
and  actions  of  the  Council  on  February’  3,  1 983. 
Detailed  minutes  of  the  meetings  are  on  file  at 
160  St.  Ronan  Street,  New  Haven,  for  perusal 
by  any  interested  member  of  the  Society. 


IN  MEMORIAM 


ADAMS,  MARY,  Johns  Hopkins  Medical  School, 
1929.  Dr.  Adams  was  a pediatrician  in  the  Fairfield 
area  since  1937  and  was  employed  by  the  New  York 
City  Health  Dept.  She  was  a member  of  the  Fairfield 
County  Medical  Association  and  the  Connecticut 
State  Medical  Society.  Dr.  Adams  died  December  2, 
1981,  at  the  age  of  8*0. 


CONNOR,  GEORGE  M.,  Boston  University,  1935. 
Dr.  Connor  was  a general  practitioner  in  the  Hartford 
area  since  1936,  and  was  on  the  staff  of  Bradley 
Memorial  Hospital.  He  was  a member  of  the  Hartford 
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County  Medical  Association,  the  Connecticut  State 
Medical  Society  and  the  American  Medical  Associa- 
tion. Dr.  Connor  died  November  14,  1 982,  at  the  age  of 
72. 


COTTIERO,  THOMAS,  Yale  Medical  School, 
1926.  Dr.  Cottiero  was  a surgeon  in  the  New  Haven 
area  since  1926.  He  served  both  his  internship  and 
residency  at  Waterbury  Hospital,  where  he  practiced 
for  over  50  years.  During  World  War  II,  he  was  the 
chief  examiner  of  the  selective  service  boards  in 
Waterbury  and  was  school  physician  for  the  City  of 
Waterbury  for  many  years.  Dr.  Cottiero  died  Decem- 
ber 1 4,  1 982,  at  the  age  of  8 1 . 


MILLEN,  SAMUEL  R.,  George  Washington  Medi- 
cal School,  1938.  Dr.  Millen  was  a general  practitioner 
in  the  New  Haven  area  since  1 940.  During  World  War 
II  he  served  as  medical  officer  with  the  U.S.  Army, 
attaining  the  rank  of  major,  and  was  on  the  staffs  of 
Yale-New  Haven  and  St.  Raphael's  hospitals.  Dr. 
Millen  died  October  18,  1981,  at  the  age  of  70. 


PIERCE,  JOHN  A.,  Duke  Medical  School,  1955. 
Dr.  Pierce  was  a cardiologist  in  the  Hartford  area  since 
1960.  He  was  a member  of  the  medical  staff  of 
Hartford  Hospital,  and  was  associated  with  the  Hart- 
ford Cardiology  Group  and  a director  of  the  Hartford 
Heart  Association.  He  was  a member  of  the  Hartford 
County  Medical  Association,  the  Connecticut  State 
Medical  Society  and  the  American  Medical  Associa- 
tion. Dr.  Pierce  died  October  27,  1981,  at  the  age 
of  54. 


TUERK,  BENJAMIN,  JR„  Long  Island  College  of 
Medicine,  1948.  Dr.  Tuerk  was  a general  practitioner 
in  the  Litchfield  area  since  1 949.  He  was  a member  of 
the  Litchfield  County  Medical  Association  and  the 
Connecticut  State  Medical  Society.  Dr.  Tuerk  died 
November  7,  1981,  at  the  age  of  58. 


WARD,  KENNETH  E.,  Harvard  Medical  School, 
1944.  Dr.  Ward  was  general  practitioner  in  the  Hart- 
ford area  since  1945.  He  was  medical  director  at 
Connecticut  General  Life  Insurance  Company  and 
was  a member  of  the  Hartford  County  Medical 
Association,  the  Connecticut  State  Medical  Society 
and  the  American  Medical  Association.  Dr.  Ward  died 
November  27,  1981,  at  the  age  of  62. 
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Advertisement 


“The  Arabian  horse  as  an  investment  when  com- 
pared with  stock,  diamonds,  art,  real  estate,  or  gold 
stands  out  as  the  greater  investment  potential . . . 
(sales)  show  an  increase  of  1673%  in  eleven  years, 
resulting  in  an  average  growth  of  152%  per  year.” 
BARRON’S— April  1982 

“Probably  no  industry  is  recession  proof.  However, 
if  there  is  such  an  industry  it  may  well  be  the  Arabian 
horse  industry.” 

BARRON’S— Nov.  1982 


“Prices  for  quality  horses  have  an  unblemished 
record  of  dramatic  price  appreciation  over  the  past 
decade.  This  appreciation,  coupled  with  the  tax  benefits 
involved,  is  catching  the  attention  of  the  investment 
community  and  has  led  to  a number  of  horse  invest- 
ment opportunities.” 

NATIONAL  TAX  SHELTER 
DIGEST— Jan.  1983 


Trinian  Farm  offers  a unique  opportunity  for  physicians  to  invest  in  the 
future  using  one  of  the  better  tax  shelters  in  America.  This  offer  is  addressed  to 
individuals  seriously  considering  breeding  Arabian  horses  and  not  only  taking 
advantage  of  their  prodigious  appreciation,  but  for  the  first  time  allowing 
enjoyable  tax  shelter  and  income  producing  property. 

Investments  in  high  quality  Arabian  horses  are  rapidly  becoming  one  of  the 
most  popular  and  profitable  methods  of  deferral  of  income  tax  and  obtaining  an 
outstanding  return  on  investment.  Further  information  is  available  upon 
request. 


TRINWN.MRM 


DR.  AND  MRS.  ERLY  P.  GALLO 
LOSAW  ROAD,  WINSTED,  CT  06098 
(203)  379-6276 

V J 

Breeders  of fine  Arabian  horses  since  1970 
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PHYSICIAN  PLACEMENT  SERVICE 

The  Society  maintains  the  Physician  Placement  Service  as  a service  to  the  medical  profession  in  Connecticut. 
Opportunities  for  physicians  to  locate  in  Connecticut  will  be  published  as  space  permits  and  will  be  distributed 
to  physicians  making  inquiries  of  such  opportunities.  Information  should  be  sent  to  160  St  Ronan  St.,  New 
Haven,  CT  06511  (203-865-0587). 

Physicians  wishing  to  establish  practice  in  Connecticut  are  invited  to  submit  a resume  to  be  kept  on  file  with 
the  Society.  An  announcement  of  a physician’s  availability  will  be  published  in  two  issues  of  Connecticut 
Medicine  as  space  permits. 


OPPORTUNITIES  FOR  PRACTICE 

(If  no  name  is  listed,  contact  the  Physician  Placement  Service  for 
more  details.) 

EMERGENCY  MEDICINE 

Physicians  wanted  for  walk-in  medical  office  in  Rocky  Hill.  Part- 
time  evening  and  weekend  hours.  Family  Practice  or  Emergency 
Room  experience  preferred.  Send  curriculum  vitae  to  ER/JS. 

FAMILY  PRACTICE 

Immediate  opening  for  primary  care  physician  to  join  a practice  in 
Fairfield.  Clinical  faculty  opportunities.  Subspecialty  interests  en- 
couraged. Contact  Dr.  Shapiro  (203-255-3 5 35)  at  1220  Post  Road. 
Fairfield,  CT  06430. 

INSTITUTIONAL  MEDICINE 
FAMILY  PRACTITIONER— Established  pre-paid  staff  model 
HMO  seeks  experienced  board  eligible/certified  family  practitioners 
to  staff  our  second  health  center  opening  in  southern  Connecticut. 
Unusual  opportunity  to  meet  the  community’s  primary  care  needs 
where  continuity  of  care,  patient  education/ preventative  medicine 
and  high  quality  personal  style  are  emphasized.  CHCP  has  31,000 
members  and  is  affiliated  with  Yale  New  Haven  Medical  Center. 
New  salary  schedule  and  liberal  benefit  package.  Send  C.V.  and 
salary  requirements  to:  Medical  Director,  Community  Health  Care 
Plan,  Inc.,  150  Sargent  Drive.  New  Haven,  CT  0651 1,  An  Equal 
Opportunity  Employer. 

INTERNAL  MEDICINE 

CARDIOLOGIST:  to  join  established  Internal  Medicine  Group. 
Coastal  Connecticut.  Send  C.V.  to  12  Burrows  St.,  Mystic,  CT 
06355. 

General  Internist  seeks  associate  (BC/BE  internist)  for  primary  care 
medicine  practice  in  New  Haven,  CT  area  starting  July  1983.  Some 
geriatric  interest  essential.  Send  C.V.  to  IM/CRR. 

General  practitioner  or  an  internist  to  share  a new  professional 
building  in  Historic  Litchfield.  Presently  only  one  medical  man  here 
with  hospital  privileges.  Call  Dr.  Norman  Smith,  489-5068  or  Dr. 
George  Carofino,  567-9488. 

PHYSICIANS  WISHING  TO  LOCA  TE  IN  CONNECTICUT 
FAMILY  PRACTICE 

Sept.  ‘83.  Age  38.  Presently  in  practice.  Nat' 1 bds.  AB  cert.  MD, 
University  of  Maryland;  Int.,  French  Hospital,  San  Francisco,  CA. 
Desires  solo  or  group  type  practice.  Curriculum  Vitae  available  on 
request  by  physician.  Write,  HA/FP. 

Jan.  ’83.  Age  30.  Licensed  in  Connecticut.  Presently  in  practice. 
Nat’l  bds.  AB  cert.  MD,  Boston  University;  Int.,  University  of 
Miami,  FL:  Res.,  University  of  Connecticut.  Desires  solo  practice  in 
small  to  medium  size  community.  Write,  AG/FP. 

Jan.  "83.  Age  36.  Licensed  in  Connecticut.  MD,  Int.  and  Res.,  St. 
Mary’s  Hospital  Medical  School,  London.  Fellowship,  (Family 
Practice),  Bramalea,  Ontario,  Canada;  (Emergency  Room),  Ham- 
mersmith Hospital,  London,  (Occupational  Health),  British  Rail, 
London,  England.  Prefers  group  practice  in  Hartford/Farmington 
area.  Write:  Paul  B.  West,  M.D.,  280  Steele  Rd.,  West  Hartford, 
CT  06117. 

INTERNAL  MEDICINE 

GASTROENTEROLOGY.  July  ’83.  Age  30.  Nat’ 1 bds.  AB  cert. 
MD,  SUNY  Downstate,  Brooklyn,  NY;  Int.  and  Res.,  Long  Island 
Jewish-Hillside  Medical  Center,  NY;  Fellowship,  New  York  Medi- 


cal College,  Valhalla,  NY.  Prefers  associate  type  practice  in  medium 
to  large-sized  community.  Write:  Stewart  Robbins,  M.D.,  73-11 
210th  St.,  2K,  Bayside.  NY  11364. 

GASTROENTEROLOGY.  July  ’83.  Age  29.  Nat’ 1 bds.  AB  elig. 
MD  and  Int.,  McGill  University;  Res.,  Einstein  Hospital,  Phila- 
delphia; Fellowship,  McGill  University,  Montreal.  Prefers  group  or 
associate  type  practice  in  a small  to  medium-sized  community. 
Write,  Leonard  Luterman,  M.D.,  5740  Cavendish,  #1308,  Mon- 
treal, Quebeck,  Canada. 

July  ’83.  Age  35.  Presently  in  practice.  FLEX.  AB  cert.  MD, 
Tulane;  Int.  and  Res.,  Children’s  Adult  Medical  Center,  San 
Francisco,  C A.  Prefers  group,  associate  or  institutional  type  practice 
in  Fairfield  County  area.  Write:  CSMS,  MMM/IM. 

July  ’83.  Age  33.  Licensed  in  Connecticut.  FLEX.  AB  elig.  MD, 
University  of  Louvain,  Belgium;  Int.,  Yale-New  Haven  Hospital; 
Res.,  Waterbury  Hospital  and  Yale-New  Haven  Hospital.  Desires 
group  or  associate  type  practice  in  a small  to  medium  size  community. 
Write,  Peter  Levinson.  M.D  , 19  Ives  Hill  Court,  Cheshire,  CT 
06410. 

Feb.  '83.  Age  33.  Presently  in  practice.  Licensed  in  Connecticut. 
Nat’ 1 bds.  AB  cert.  MD.  New  York  University  School  of  Medicine; 
Int.  and  Res..  Medical  College  of  Virginia.  References  available  on 
request.  Desires  solo,  group,  associate  or  institutional  type  practice. 
Write,  Mel  B.  Kaplan,  M.D..  48  Medinah  Drive,  Reading.  PA 
19607. 

July  '83.  Age  27.  Nat' 1 bds.  AB  elig.  MD,  University  of  Pittsburgh; 
Int.,  University  of  Florida;  Res.,  University  of  Pittsburgh.  Desires 
group  or  associate  type  practice  in  a medium  to  large  size  commu- 
nity. Write.  Wayne  A.  Evron,  M.D.,  1536  Asbury  Place.  Pittsburgh, 
PA  15217. 

Immediately  available.  Age  30.  Nat’l  bds.  AB  cert.  MD.  University 
of  Michigan;  Int.  and  Res.,  George  Washington  University,  Wash- 
ington, DC.  Desires  group  or  associate  type  practice.  Will  consider 
HMO  with  special  interest  in  primary  care,  general  adult  medicine. 
Write:  Jack  D.  Summer,  M.D.,  c/o  Levitt,  5700  Bunker  Hill  St.. 
Pittsburgh,  PA  15206. 

CARDIOLOGY.  July  '83.  Age  30.  Nat’  1 bds.  AB  cert.  MD.  New 
York  University;  Int.  and  Res.,  NYU-Bellevue;  Fellowship,  NYU- 
Manhattan  VA  Medical  Center.  Prefers  group,  associate  or  institu- 
tional type  practice.  Write  CSMS,  IM/JMR. 

GASTROENTEROLOGY.  July  '83.  Age  34.  FLEX.  AB  elig. 
MD,  King  Edward  Medical  College,  Lahore,  Pakistan;  Int.  and 
Res.,  St.  Mary’s  Hospital,  Rochester.  NY;  Fellowship,  University  of 
Rochester,  NY  and  Georgetown  University,  Washington,  DC. 
Desires  solo  or  associate  type  practice  in  small  to  medium  size 
community.  Write,  CSMS,  IM/RAL. 

GASTROENTEROLOGY.  June  '83.  Age  30.  Nat' 1 bds.  AB  cert. 
MD,  Dartmouth  Medical  School;  Int.  and  Res..  St.  Vincent's 
Hospital  and  Medical  Center,  NY;  Chief  Resident,  University  of 
Rochester,  Strong  Memorial  Hospital.  Looking  for  Gl/Intemal 
Medicine  combined  practice  opportunity  or  predominantly  GI 
practice.  Write:  Richard  M.  Moccia,  M.D.,  10  Loden  Lane. 
Rochester,  NY  14620. 

GASTROENTEROLOGY.  July  '82.  Age  40  Board  eligible.  MD. 
University  Guadalajara,  Mexico;  Int.  and  Res.,  Misericordia/Lincoln 
Hospital,  NY;  Fellowship,  Letterman  Army  Medical  Center,  San 
Francisco,  CA.  Seeks  partnership  with  multi-specialty  group.  Trained 
in  ERCP.  Sclerotherapy  Laparoscopy.  Hyperalimentation.  Write 
CSMS,  WWM/IM. 
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INTERNAL  MEDICINE-Continued 
PULMONARY.  Immediately  available.  Age  31.  Nat’l  bds.  AB 
cert.  MD,  Harvard  Medical  School;  Int.  and  Res.,  Temple  Univer- 
sity Medical  Center;  Fellowship,  Boston  University  Medical  Center. 
Prefers  group  type  practice  in  coastal  area  but  would  consider  other 
possibilities.  Write:  Michael  C.  Zaslow,  M.D.,  24  Westgate  Rd., 
Chestnut  Hill,  MA  02167. 

PULMONARY.  July  ’83.  Age  36.  Nat’l  bds.  AB  cert.  MD, 
Harvard;  Int.,  Presbyterian  Hospital,  Philadelphia;  Res.,  Packer 
Hospital,  Sayre,  PA;  Fellowship,  University  of  Massachusetts, 
Worcester.  Prefers  group,  assoc,  or  institutional  type  practice.  Will 
mix  general  internal  medicine  with  sub-specialty  work.  Write: 
Andrew  Larkin,  M.D.,  University  of  Massachusetts  Medical  School, 
Worcester,  MA  016C5. 

PULMONARY  MEDICINE.  July  ’83.  Age  3 1 Nat’l  bds.  AB  cert. 
(IM);  AB  elig.  (Pulmonary).  MD,  Mount  Sinai  Medical  School, 
NY;  Int.  and  Res.,  Graduate  Hospital,  Philadelphia,  PA;  Fellowship, 
Mount  Sinai  Hospital,  Miami  Beach,  FL.  Prefers  pulmonary 
medicine  or  willing  to  do  internal  medicine  with  group  or  assoc,  type 
practice.  Write:  David  S.  Lipton,  M.D.,  6967  S.W.  115  PL,  #H, 
Miami,  FL  33173. 

PULMONARY  MEDICINE.  July  ’83.  AB  cert.  MD,  University  of 
Bombay;  Int.  and  Res.,  Jewish  Hospital  and  Medical  Center, 
Brooklyn,  NY;  Fellowship,  Coney  Island  Hospital  and  Queens 
Hospital  Center.  Interested  in  working  as  a Pulmonary  Internist  in  a 
solo,  group  or  associate  type  practice.  Willing  to  do  Internal 
Medicine,  Write,  Viswanath  P.  Vasudevan,  M.D.,  59-21  Calloway 
St..  Apt.  #5L,  Corona,  NY  1 1368. 

RHEUMATOLOGY.  July  '83.  Age  31.  Nat'l  bds.  AB  cert.  MD, 
Mt.  Sinai  School  of  Medicine,  NY;  Int.,  S.U.N.Y.  Downstate 
Medical  Center,  Kings  Co.  Hospital,  NY;  Res.,  County  Hospital, 
Brooklyn  VA  Medical  Center;  Fellowship,  University  of  Pennsyl- 
vania. Prefers  solo,  group,  or  associate  type  practice.  Write  CSMS, 
IM/MIK. 


PATHOLOGY 

July  ’83.  Age  29.  Presently  in  practice.  Nat'l  bds.  AB  elig.  MD, 
Virginia  Polytechnic  Institute;  Res.,  Medical  College  of  Virginia. 
Interested  in  genera!  pathology  practice  with  or  without  forensic 
work.  Desires  solo,  group  or  associate  type  practice.  Write,  Robert  J. 
Sinnenberg,  M.D.,  2221  E.  Tremont  Court,  Richmond,  Virginia 
23225. 

Available  upon  notice.  Presently  in  practice.  Licensed  in  Connecti- 
cut. Age  50.  AB  cert.  MD,  Yonsei  University,  College  of  Medicine, 
Korea;  Int.  and  Res.,  The  Memorial  Hospital,  Pawtucket,  RI. 
Desires  General  Practice  with  part-time  Pathology.  Write,  Won  P. 
Chung.  M.D.,  1-B  Cobb  Lane,  Middletown,  NY  10940. 

Presently.  Age  33.  FLEX.  AB  elig.  MD.  DR.S.N.  Medical  College, 
India;  Int.,  Rotatory  M.  Giandhi  Hospital;  Res.,  Miami  Valley 
Hospital,  Dayton,  OH.  A full  time  job  is  required  as  soon  as  pos- 
sible. Location  and  salary  are  no  consideration.  Write:  Pushpa 
Gupta,  M.D  . 1005  Thorndale  Dr.,  Dayton.  OH  45429. 


PEDIATRICS 

Jan.  '83.  Age:  30.  Nat'l  bds.  AB  elig.  MD,  Wayne  State  University, 
Detroit;  Int.  and  Res.,  Children’s  Hospital  of  Michigan;  Fellowship, 
University  of  Rochester,  NY.  Prefers  HMO,  group,  associate  or 
institutional  type  practice.  Write:  Garry  S.  Sigman,  M.D..  123 
Marlborough  Rd.,  Rochester,  NY  14619. 

NEONATOLOGY.  July  '83.  Age  30.  Nat'l  bds.  AB  elig.  MD.  Int. 
and  Res.,  Albert  Einstein  College  of  Medicine;  Fellowship,  Columbia 
Presbyterian  Medical  Center.  Is  interested  in  working  at  a level  II-III 
Neonatal  intensive  care  unit.  Write:  CSMS,  PED/JCM. 

July  ’83.  Age  29.  Presently  in  practice.  Nat’l  bds.  AB  elig.  MD,  New 
York  University  School  of  Medicine;  Int.  and  Res.,  Bronx  Municipal 
Hospital  Center — Hospital  of  the  Albert  Einstein  College  of  Medi- 
cine. Prefers  group,  associate  or  institution  type  practice  in  the 
Hartford  area.  Write:  CSMS,  LPB/PED. 
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Presently  in  practice.  Availability  negotiable.  Age  29.  Nat’l  bds.  AB 
elig.  MD,  Brown  University;  Int.,  Res.  and  Fellowship,  St.  Louis 
Children’s  Hospital,  Washington.  Desires  group  or  associate  type 
practice  in  a medium  to  large  size  community.  Write,  Alan  M. 
Muney,  M.D.,  2353  Moreno  Drive,  Los  Angeles,  CA  90039. 


RADIOLOGY 

DIAGNOSTIC.  Immediately  available.  Age  32.  FLEX.  AB  elig. 
MD,  Delhi  University,  India;  Ir.t.,  University  of  Rochester,  Ro- 
chester, NY;  Res.,  St.  Francis  General  Hospital,  Pittsburgh,  PA. 
Desires  solo  type  practice  in  a small  size  community.  W rite,  Kailash 
C.  Tarneja,  M.D.,  8710  A Park  Crestwood  Drive,  Crestwood, 
Missouri  63 1 26. 

July  ’83.  Age  33.  Nat’l  bds.  AB  elig.  MD,  Stritch  School  of 
Medicine,  Loyola  University  of  Chicago,  IL;  Loyola  University 
Medical  Center,  Maywood,  IL;  Res.,  State  University  of  NY  at 
Downstate  Medical  Center,  Brooklyn,  NY.  Desires  group  practice  in 
a medium  to  large  size  community.  Write,  Doron  A.  Schwacz,  M.D. , 
9108  Colonial  Rd„  Apt.  Bll,  Brooklyn,  NY  11209. 

SURGERY 

CARDIOTHORACIC/VASCULAR.  Oct.  ’83.  Age  35.  Presently 
in  practice.  FLEX.  AB  cert.  MD,  Ohio  State  University,  Columbus, 
OH;  Int.  and  Res.,  Walter  Reed  Army  Medical  Center,  Washington, 
DC;  Fellowship,  Brooke  Army  Medical  Center,  San  Antonio,  TX. 
Is  interested  in  a partnership  or  group  private  practice  in  a medium- 
sized or  large  city,  preferably  with  university  affiliation.  Clinical 
research  interests.  Write:  Michael  A.  Oddi,  M.D.,  Letterman  Army 
Medical  Center,  Box  1600,  San  Francisco,  CA  94129. 

GENERAL.  Availability  open.  Presently  in  practice.  Age  36. 
FLEX.  AB  cert.  MD,  Damascus  University,  Syria;  Int.,  New 
Britain  General  Hospital;  Res.,  University  of  Connecticut.  Prefers 
group  or  associate  type  practice  in  medium-sized  community.  Write: 
Mohammad  Amawi,  M.D.,  1904  Barham,  Dodge  City,  KS  67801 . 

GENERAL.  July  ’83.  Age  30.  Nat’l  bds.  AB  elig.  MD,  University 
of  Kentucky;  Int.  and  Res.,  Indiana  University  Medical  Center. 
Prefers  group  or  associate  type  practice  in  medium  to  large-sized 
community.  Write:  Michael  A.  Shiftier,  M.D.,  8074  Wallingwood 
Dr.,  Indianapolis,  IN  46256. 

GENERAL  SURGEON.  Available  immediately.  Age  33.  FLEX. 
AB  elig.  MD,  King  Edwards  Medical  College,  Pakistan;  Int., 
Harlem  Hospital,  NY;  Res.,  Wyckoff  Heights  Hospital,  NY. 
Anxious  to  begin  private  group  practice  in  a medium  size  community. 
Write,  Rashid  Ayyub,  M.D.,  87-41  118  St.,  Richmond  Hills, 
Queens,  NY  11418. 

THORACIC.  Availability  negotiable.  Age:  47.  Nat'l  bds.  AB  cert. 
MD.  Cornell;  Int.,  St.  Lukes,  NY;  Res.,  St.  Lukes.  Lakeside, 
Cleveland,  OH,  Upstate  Medical  Center,  Syracuse,  NY  and  Ohio 
State  University  Hospital,  Columbus,  OH;  Fellowship,  Mass. 
General.  Boston.  MA.  Would  like  to  practice  General  Thoracic 
Surgery  either  solo  or  in  association  with  another  Thoracic  surgeon. 
Write:  CSMS.  AT/SUR. 

3 months  notice.  Age:  38.  Presently  in  practice.  AB  cert.  MD, 
University  of  California — San  Francisco;  Int.  and  Res.,  University 
of  Iowa  Hospitals.  Desires  to  remain  individually  incorporated. 
Prefers  solo,  group  or  assoc,  type  practice  in  a medium  size 
community.  Write:  James  W.  Wienke,  M.D.,  305  Aliiolani  St., 
Pukalani,  Hawaii  96788. 

UROLOGY 

July  ’83.  Age  3 1 . Nat’l  bds.  AB  elig.  MD,  Medical  College  of  Wis- 
consin; Int.  and  Res.,  Boston  University  Medical  Center.  Prefers 
solo,  group  or  associate  type  practice  in  medium-sized  community. 
Write:  CSMS,  MLN/UR. 

Feb.  83.  Age  33.  Presently  in  practice.  Nat’l  bds.  AB  cert  MD, 
Chicago  Medical  College;  Int,  Boston  University  Medical  Center, 
Res.,  Medical  College  of  Virginia,  Richmond,  VA.  Available  for  any 
type  practice.  Write:  CSMS,  IK/UR 
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Coronary  Spasm:  A Life  Threatening  Complication  of 

Coronary  Bypass  Surgery 

J.  SCOTT  GALLE,  M.D.  AND  ARTHUR  B.  LANDRY,  JR.,  M.D. 


ABSTRACT — Two  cases  of  suspected  coronary 
spasm  in  the  immediate  postoperative  period  fol- 
lowing myocardial  revascularization  are  presented. 
Both  cases  had  fixed,  obstructive  coronary  disease 
with  no  known  Prinzmetal’s  angina,  insignificant 
disease  of  the  right  coronary  artery,  and  developed 


The  syndrome  of  variant  angina  described  by  Prinz- 
metal1 in  1959  has  become  a well  recognized  clinical 
entity.  The  role  of  coronary  artery  bypass  surgery  in 
this  group  of  patients  has  been  controversial  because  of 
a high  operative  mortality  and  a high  rate  of  postoper- 
ative infarction. 2 h Bertrand 7 has  stated  that  such  post- 
operative complications  may  be  due  to  persistent 
coronary  spasm.  Recently,  coronary  artery  spasm  has 
also  been  recognized  as  a postoperative  complication 
in  individuals  with  no  prior  history  of  Prinzmetal’s 
angina. 811  We  now  report  two  cases  of  suspected 
coronary  artery  spasm  following  coronary  artery  by- 
pass surgery. 

Case  Reports 

Case  1:  A 75-year-old  white  female  was  admitted  for  treatment  of 
recurrent  rest  angina  Her  symptoms  recurred  in  the  hospital  in  spite 
of  treatment  with  propranolol  ( 1 60mg  daily)  and  isosorbide  dinitrate 
(80mg  daily).  The  resting  electrocardiogram  showed  deep  T wave 
inversions  in  the  anterior  precordial  leads.  A cardiac  catheterization 
revealed  moderate  narrowing  of  the  left  main  coronary  artery,  severe 
narrowing  of  the  left  anterior  descending  coronary  artery,  and  severe 
narrowing  of  the  proximal  portions  of  both  the  circumflex  and 
diagonal  coronary  arteries.  There  was  no  significant  disease  in  the 
right  coronary  artery  and  left  ventricular  ejection  fraction  was 
normal. 

Coronary  artery  bypass  surgery  was  performed  on  9/22/81. 

J.  SCOTT  GALLE,  M.D.,  Assistant  Attending  Staff,  Depart- 
ment of  Medicine,  St.  Francis  Hospital  and  Medical  Center,  Active 
Staff,  Mt  Sinai  Hospital;  Assistant  Clinical  Professor  of  Medicine, 
Department  of  Medicine,  University  of  Connecticut  School  of 
Medicine. 

ARTHUR  B.  LANDRY,  JR.,  M.D.,  Associate  Attending  Staff, 
Department  of  Medicine,  St.  Francis  Hospital  and  Medical  Center, 
Hartford;  Courtesy  Staff,  Mt.  Sinai  Hospital,  Hartford;  Assistant 
Clinical  Professor  of  Medicine,  Department  of  Medicine,  University 
of  Connecticut  School  of  Medicine  and  Dentristry,  Farmington,  CT. 


ST-segment  elevations  in  the  inferior  limb  leads 
within  twelve  (12)  hours  following  coronary  artery 
bypass  surgery.  Recent  literature  on  this  complica- 
tion is  reviewed.  The  approach  to  diagnosis  and 
treatment  is  discussed. 


Saphenous  vein  grafts  were  placed  to  the  left  anterior  descending 
coronary  artery  and  to  the  first  and  second  marginal  branches  of  the 
circumflex  coronary  artery.  Approximately  eleven  hours  after  termi- 
nation of  the  cardiopulmonary  bypass  short  runs  of  ventricular 
tachycardia  occurred.  Because  of  ST-segment  elevation  on  monitor, 
a twelve  lead  electrocardiogram  was  performed,  which  showed  ST- 
segment  elevations  in  the  inferior  limb  leads  and  reciprocal  ST- 
segment  depressions  in  the  anterior  precordial  leads  (Figure  2).  An 
intravenous  infusion  of  nitroglycerin  was  begun  and  titrated  to  a 
maximal  dose  of  50pg/  min  over  a period  of  two  hours.  An  infusion  of 
procaineamide  at  a rate  of  3 mg/min  was  also  begun.  An  electrocardi- 
ogram obtained  approximately  one  hour  after  the  first  electrocardi- 
ogram showed  complete  resolution  of  the  current  of  injury  ( Figure  3 ). 
No  further  ST-segment  elevations  were  observed  on  monitor,  and 
subsequent  electrocardiograms  showed  no  q waves.  There  was  no 
further  ventricular  ectopy.  There  was  no  significant  rise  in  CPK  and 
LDH  isoenzymes. 

Oral  nifedipine  was  begun  on  the  first  postoperative  day  (60mg 
daily).  Oral  isosorbide  dinitrate  ( 1 60mg  daily)  was  also  begun  on  the 
first  postoperative  day  and  intravenous  nitroglycerin  was  tapered  off. 
She  also  was  maintained  on  digoxin  ( .25  mg  daily)  and  procaineamide 
(2gm  daily).  Later  in  the  hospital  course  she  developed  paroxysmal 
atrial  flutter  requiring  the  addition  of  propanolol  ( 80mg  daily).  The 
nifedipine  and  isosorbide  dinitrate  have  been  continued  for  the  past 
twelve  ( 1 2)  months  and  she  has  remained  asymptomatic. 

Case  2:  A fifty-one-year-old  white  female  presented  in  February  of 
1981  with  symptoms  of  crescendo  angina.  The  resting  electrocardi- 
ogram showed  T-wave  inversions  in  the  lateral  precordial  leads.  A 
cardiac  catheterization  revealed  severe  narrowing  of  the  proximal 
left  anterior  descending  coronary  artery  but  no  disease  in  the 
circumflex  or  right  coronary  arteries.  The  left  ventricular  ejection 
fraction  was  normal.  A program  of  medical  therapy  was  advised,  but 
she  remained  disabled  by  recurrent  angina  despite  high  doses  of 
propanolol  (640mg  daily)  and  isosorbide  dinitrate  (160mg  daily). 
Coronary  bypass  surgery  was  therefore  recommended. 

A single  saphenous  vein  graft  was  placed  to  the  left  anterior 
descending  coronary  artery.  The  surgeon  reported  excellent  flow 
through  the  graft  Approximately  thirty  (30)  minutes  after  termination 
of  cardiopulmonary  bypass  sudden  hypotension  and  third  degree 
atrioventricular  block  developed.  The  systolic  atrial  pressure  during 
this  time  was  60-70mm  Hg.  The  hypotension  resolved  over  a period 
of  10-15  minutes.  An  electrocardiogram  obtained  during  this  initial 
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hypotensive  episode  showed  ST  segment  elevations  in  the  inferior 
limb  leads  and  ST  segment  depressions  in  the  anterior  precordial 
leads  (Figure  4).  A subsequent  electrocardiogram  during  a period  of 
normal  blood  pressure  showed  complete  resolution  of  the  inferior 
wall  ST-segment  elevation  (Figure  5).  However,  over  the  next  four 
hours  six  additional  episodes  of  sudden  hypotension  associated  with 
complete  heart  block  occurred.  Each  episode  was  five  to  ten  minutes 
in  duration  and  seemed  to  subside  spontaneously.  One  of  these 
episodes  terminated  in  ventricular  fibrillation  which  was  successfully 
cardioverted.  During  one  of  the  periods  of  complete  heart  block  an 
external  A-V  sequential  pacemaker  was  used  to  restore  cardiac 
rhythm,  but  successful  pacing  failed  to  restore  an  adequate  blood 
pressure.  After  four  hours  of  observation  the  etiology  of  the 
hemodynamic  instability  was  unclear.  The  possibilities  of  graft 
closure,  active  myocardial  infarction,  or  coronary  spasm  were  enter- 
tained. While  plans  were  being  made  to  move  the  patient  to  the 
operating  room,  another  episode  of  hypotension  occurred.  A nitro- 
giycerin  infusion  was  begun  at50p.^min,  and  increased  to  TSp.g/min 
several  minutes  later.  There  was  a slow  rise  in  systemic  blood 
pressure  from  a systolic  of  60mm  Hg  to  1 10-120  mm  Hg.  Following 
the  administration  of  nitroglycerin  no  further  hypotension  was 
observed  and  reoperation  was  not  necessary.  On  the  first  postopera- 
tive day  the  resting  electrocardiogram  showed  no  pathologic  q 
waves.  In  addition,  the  CPK  MB  isoenzyme  was  undetectable  on  five 
successive  days.  She  was  begun  on  oral  nifedipine  (30mg  daily)  and 
oral  isosorbide  dinitrate  ( 1 60mg  daily)  on  the  first  postoperative  day, 
and  has  been  maintained  on  these  medications  for  the  past  seventeen 
months  and  has  returned  to  full  time  employment.  No  follow-up 
catheterization  has  been  performed. 


Figure  1 

The  right  coronary  artery  of  Case  1 shows  minimal  disease. 


Electrocardiogram  of  Case  1 recorded  shortiy  after  a short  run  of 
ventricular  tachycardia.  The  tracing  was  recorded  on  double 
standard. 


Figure  3 

Electrocardiogram  of  Case  1 recorded  after  one  hour  on  intravenous 
nitroglycerin.  There  is  complete  resolution  of  the  inferior  ST-segment 
elevations.  The  tracing  was  recorded  on  double  standardization. 


Figure  4 

Electrocardiogram  of  Case  2 during  an  episode  of  hypotension.  The 
tracing  was  interpreted  as  an  acute  inferior  wall  myocardial 
infarction. 


Figure  5 

Electrocardiogram  of  Case  2 during  a period  of  normal  blood  pres- 
sure. The  inferior  ST-segment  elevations  have  resolved. 


Discussion 

The  clinical  features  of  the  two  cases  conform  to 
previously  published  criteria  for  coronary  spasm. 2 In 
both  cases  typical,  transient  ST-segment  elevations  of 
at  least  1.5mm  were  observed.  Neither  patient  devel- 
oped subsequent  electrocardiographic  or  enzyme 
changes  diagnostic  of  myocardial  infarction.  The  ab- 
sence of  significant  disease  in  the  right  coronary  artery 
supports  coronary  spasm  as  the  etiology  of  the  acute 
transient  inferior  ST-segment  changes  observed  in 
these  patients.  The  ventricular  tachyarrhythmia  in 
association  with  ST-segment  elevations  observed  in 
both  cases  is  not  uncommon  in  coronary  spasm  and  is  a 
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mechanism  of  sudden  death  in  some  of  these  patients. 12 
Furthermore,  the  recurrent  transient  atrioventricular 
block  observed  in  Case  2 has  been  observed  in 
association  with  spasm  of  the  right  coronary  artery. 8 
The  brief,  episodic  nature  of  the  hypotension  in  the 
absence  of  volume  depletion  or  vasodilator  drugs  may 
have  been  secondary  to  intermittent  hemodynamic 
abnormalities  associated  with  coronary  artery  spasm 
as  described  by  Guazzi. 13  He  noted  reduction  in 
arterial  pressure  and  cardiac  index,  increased  systemic 
vascular  resistance,  and  increased  right  and  left  ven- 
tricular filling  pressures  in  four  patients  during  attacks 
of  chest  pain  associated  with  ST- segment  elevation. 
Figure  4 illustrates  the  electrocardiogram  of  Case  2 at 
12:42  p.m.  on  the  day  of  surgery.  At  this  time  the 
patient  was  hypotensive  and  required  blood  pressure 
support  with  norepinephrine.  Figure  5 shows  normal- 
ization of  the  inferior  ST  segment  elevations  during  a 
period  of  normal  blood  pressure.  Further  support  for 
the  possibility  of  coronary  spasm  as  the  etiology  of 
these  electrocardiographic  and  hemodynamic  abnor- 
malities is  the  fact  that  external  A-V  sequential  pacing 
during  periods  of  complete  heart  block  failed  to  restore 
an  adequate  systemic  blood  pressure. 

Zeff  et  al 10  described  a case  in  which  sinus  arrest  and 
hypotension  occurred  in  the  immediate  postoperative 
period  in  association  with  angiographically  documented 
spasm  of  a normal  non- grafted  right  coronary  artery. 
There  was  immediate  improvement  in  these  electro- 
cardiographic and  hemodynamic  abnormalities  follow- 
ing the  administration  of  amyl  nitrite  via  the  endo- 
tracheal tube.  In  a large  series  Buxton  et  aF  reported  a 
1%  overall  incidence  of  coronary  artery  spasm  within 
six  hours  of  undergoing  coronary  bypass  surgery.  All 
the  patients  in  this  series  had  ST-segment  elevation  in 
the  inferior  limb  leads  despite  the  presence  of  a normal 
right  coronary  artery  at  the  time  of  preoperative 
catheterization.  This  was  associated  with  hypotension 
in  all  but  one  of  the  patients.  Atrioventricular  block  was 
not  infrequent  and  ventricular  tachycardia  was  observed 
in  two  patients.  One  of  the  nine  patients  in  this  series 
underwent  emergency  cardiac  catheterization  which 
demonstrated  spasm  of  a non-grafted  right  coronary 
artery.  The  spasm  was  reversed  by  administration  of 
7mg  of  intracoronary  nitrogylcerin.  The  above  obser- 
vations suggest  that  spasm  of  an  anatomically  normal 
or  minimally  diseased  right  coronary  artery  in  the 
immediate  postoperative  period  can  result  in  life 
threatening  cardiac  arrhythmias  and  hemodynamic 
deterioration.  That  this  can  also  occur  in  association 
with  spasm  of  a grafted  coronary  artery  has  been 
recently  reported  by  Pichard. 11 

The  diagnosis  of  coronary  spasm  should  be  con- 
sidered in  the  immediate  postoperative  period  when 
sudden  hypotension,  atrioventricular  conduction  dis- 
turbance, or  ventricular  tachyarrhythmias  occur.  The 
observation  of  transient  ST-segment  elevations  on 


serial  twelve  lead  electrocardiograms  is  consistent  with 
this  diagnosis.  Further  confirmations  can  be  obtained 
by  exclusion  of  subsequent  myocardial  infarction  or  by 
angiographic  demonstration  of  coronary  artery  spasm. 

Although  a favorable  response  to  vasodilator  therapy 
was  observed  in  both  of  our  cases  and  in  the  case 
reported  by  Zeff, 10  three  out  of  nine  patients  reported  by 
Buxton8  4 died  despite  the  use  of  intravenous  nitro- 
glycerin. Of  the  six  survivors,  one  patient  underwent 
coronary  arteriography  because  of  failure  to  respond  to 
intravenous  nitroglycerin.  The  spasm  of  the  right 
coronary  artery  observed  in  this  patient  was  reversed 
by  intracoronary  nitroglycerin  in  high  doses.  The 
effectiveness  of  intracoronary  nitroglycerin  in  the 
reversal  of  ergonovine  induced  coronary  artery  spasm 
has  been  previously  demonstrated  by  Heupler. 14  The 
role  of  oral  nifedipine  therapy  of  coronary  artery  spasm 
in  the  immediate  postoperative  period  is  unclear. 

Because  of  its  proven  efficacy  in  rapid  reversal  of 
coronary  artery  spasm  and  ease  of  administration, 
intravenous  nitroglycerin  appears  to  be  the  initial  drug 
of  choice  in  the  treatment  of  this  condition.  In  cases 
which  fail  to  respond  promptly  to  intravenous  nitro- 
glycerin the  administration  of  intracoronary  nitrogly- 
cerin appears  indicated.  Other  therapeutic  measures 
including  sublingual  nifedipine,  intravenous  verapamil, 
or  intravenous  phentolamine  may  be  considered  be- 
cause of  their  ease  of  administration,  rapid  onset  of 
action,  and  proven  efficacy  in  the  treatment  of  coronary 
artery  spasm.  Their  ultimate  role  must  be  conjectural  at 
this  time  because  of  the  paucity  of  data  concerning  the 
natural  history  of  this  disorder.  This  also  is  true  of  the 
long  term  therapy  of  patients  with  this  disorder  who 
may  be  prone  to  develop  recurrent  coronary  artery 
spasm.  Waters  et  al15  have  reported  a series  of  six 
patients  in  whom  variant  angina  was  first  recognized 
one  week  to  four  years  following  successful  coronary 
artery  bypass,  which  responded  to  calcium  antagonist 
drugs  and  isosorbide  dinitrate.  In  view  of  this  it  would 
seem  prudent  to  continue  oral  nifedipine  and  nitrates 
indefinitely  in  these  patients. 
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Fulminant  Herpes  Simplex  Virus 
Laryngotracheobronchitis 

WARREN  R.  FEDERGREEN,  M.D.,  CHARLES  A.  FISCHBEIN,  M.D.  AND 

DAVID  M.  LOWELL,  M.D. 


ABSTRACT-A  three- year-old  previously  healthy 
non-traumatized  child  presented  with  signs  and 
symptoms  of  “viral  croup”  and  died  suddenly  five 
days  later.  Post-mortem  examination  revealed  ex- 
tensive acute  necrotizing  laryngotracheobronchi- 
tis and  bronchopneumonia;  herpes  simplex  virus 
(HSV)  was  identified  in  the  esophagus  and  trachea. 

Herpes  simplex  virus  ( HSV),  a member  of  the  family 
herpesviridae,  is  a double  stranded  DNA  virus  with  a 
molecular  weight  of  96x10. 6 There  are  two  immuno- 
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The  clinical  spectrum  of  HSV  respiratory  and 
esophageal  infections  is  discussed.  The  vast  majority 
of  fulminant  and  lethal  HSV  infections  have  been 
documented  in  immunocompromised  or  traumatized 
individuals.  A herpetic  etiology  must  be  considered 
in  children  with  “viral  croup”  syndrome  who  have 
an  unexpectedly  aggressive  course. 

logically  separate  herpes  simplex  viruses  (HSV-1  and 
HSV-2)1  2 which  share  approximately  half  of  their 
base  pairs. 3 Man  is  a natural  host  of  HSV.  This  virus- 
host  relationship  can  manifest  itself  in  three  ways:  as  an 
active  infection;  as  a dormant  and/or  latent  infection; 
and  by  transforming  cells  to  produce  neoplasms  in 
animal  models.4  HSV-1  acts  as  a primary  infective 
agent  of  the  oral  mucosa,  skin  and  eyes  whereas  HSV-2 
is  primarily  an  infective  agent  of  the  genital  tract. 5 
HSV-1  is  the  frequent  isolate  of  HSV  found  in  prepu- 
bertal children,  excluding  neonates. 2 6 Almost  invaria- 
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bly,  fulminant  lethal  HSV  infection  occurs  in  immuno- 
compromised and/or  traumatized  children. 

In  this  report,  we  describe  a previously  healthy,  non- 
traumatized  healthy  child  who  died  of  fulminant  HSV 
laryngotracheobronchitis  and  bronchopneumonia  which 
presented  clinically  as  “viral  croup.” 

Case  Report 

S.H.,  a 17-month-old  Caucasian  male,  was  well  until  the  evening 
of  10/7/80,  when  he  developed  nasal  congestion,  cough  and  fever. 
He  was  treated  at  home  with  aspirin  until  the  evening  of  10/8/80 
when  he  awakened  from  sleep  with  a stridorous,  barking  cough  and 
was  brought  to  the  hospital  emergency  room.  Physical  examination 
revealed  a rectal  temperature  of  103°  F.,  mild  respiratory  stridor 
without  chest  retraction  and  a slightly  injected  pharynx.  A presump- 
tive diagnosis  of  viral  croup  was  made,  and  mist  therapy  and  aspirin 
were  prescribed.  On  1 0/ 1 1 /80,  he  was  seen  by  the  family  pediatrician 
who  found  no  change  in  his  clinical  status.  A throat  culture  was  taken 
and  he  was  sent  home.  Asbron  125  mg.  qid  was  prescribed.  The 
culture  subsequently  was  reported  as  revealing  no  pathogens.  On 
10/12/80,  the  pediatrician  called  the  mother  who  stated  that  there 
was  lessening  of  both  the  fever  and  stridorous  cough.  On  10/13/80, 
the  child  awoke  with  a normal  temperature  and  no  cough.  Subse- 
quently, the  child  fell  asleep  next  to  his  mother.  When  the  mother 
awoke  approximately  two  hours  later,  the  child  was  lifeless.  The 
child  was  brought  to  the  emergency  room  where  he  was  pronounced 
dead  at  11:21  A.M. 

Autopsy 

An  autopsy  performed  22  hours  after  death  revealed 
a white  male  child  appearing  his  stated  age  of  seventeen 
months.  The  body  weighed  30  pounds  ( 95  th  percentile) 
and  measured  33  inches  (90th  percentile).  There  was 
no  evidence  of  congenital  abnormalities. 

The  gross  organ  examination  was  remarkable  only 
for  small  amounts  of  mucoid  material  within  the 
bronchi  of  both  lungs  and  minimal  congestion  of  the 
larynx  inferior  to  the  vocal  cords. 

Microscopic  examination  of  the  lungs  revealed  peri- 
bronchitis and  focal  areas  of  acute  necrotizing  bronchi- 
tis surrounded  by  acute  bronchopneumonia.  Many  of 
the  bronchi  showed  evidence  of  a prominent  epithelial 
hyperplasia  and  metaplasia.  No  organisms  or  inclusions 
were  observed  and  both  bacterial  and  viral  cultures 
were  sterile.  The  subglottic  trachea  and  larynx  showed 
evidence  of  a necrotizing  erosive  process  with  intense 
acute  inflammation.  The  inflammatory  process  ex- 
tended beneath  the  mucosal  surface  down  to  the  level  of 
the  cartilage.  Occasional  residual  epithelial  cells 
showed  a suggestion  of  inclusion  bodies  within  their 
nuclei.  Sections  of  the  distal  esophagus  revealed  herpes- 
type  inclusions  within  the  nuclei  of  epithelial  cells  as 
well  as  an  acute  and  chronic  peri-esophageal  abscess. 

Electron  microscopic  studies  (performed  at  Center 
for  Disease  Control  CDC,  Atlanta,  GA.)  confirmed 
the  herpetic  nuclear  inclusions  in  the  esophagus  and 
subglottic  trachea. 

Discussion 

We  have  described  a 17-month-old  child  presenting 
with  the  clinical  symptomatology  and  signs  of  the  croup 
syndrome  who  subsequently  died  with  fulminant  HSV 


laryngotracheobronchitis  and  bronchopneumonia.  As 
suggested  by  Tooley  and  Lipow7  the  croup  syndrome 
may  be  classified  as:  a)  acute  epiglottis;  b)  laryngo- 
tracheobronchitis; c)  spasmodic  croup;  and  d)  diph- 
theritic croup.  This  child  clinically  fits  best  the  acute 
laryngotracheobronchitis  pattern.  It  is  the  most  frequent 
croup  syndrome  in  the  pediatric  population  with  its 
peak  incidence  in  the  winter  months  when  most  viral 
respiratory  infections  have  their  peak  incidence.  The 
child  is  usually  between  six  months  and  36  months  of 
age  and  usually  has  had  a diffuse  upper  respiratory 
infection  for  two  to  three  days  before  inspiratory  stridor 
develops.  This  child’s  course  was  noteworthy  because 
of  the  defervescence  and  seeming  clinical  improvement 
prior  to  the  time  of  his  sudden  death. 

Herpetic  gingivostomatitis  is  the  most  common 
primary  disease  in  children  caused  by  HSV-1,  most 
often  before  age  three.  Fever  is  the  first  symptom 
followed  by  edema  and  erythema  of  the  pharynx, 
frequently  in  association  with  enlarged  tender  anterior 
cervical  lymph  nodes.  For  this  reason,  streptococcal 
pharyngitis  might  be  expected. 5 

The  vast  majority  of  cases  of  fulminant  HSV  have 
occurred  in  immunocompromised  patients.  It  has  been 
shown  that  herpes  esophagitis  is  more  often  associated 
with  malignancy8'10  and  kidney  transplant  patients 
treated  with  immunosuppressive  therapy. 11  Moses  and 
Cheatham,  in  a review  of  2,753  autopsies  from  a 
general  hospital  population,  found  that  the  highest 
incidence  (3.1%)  of  herpetic  esophagitis  occurred  in 
patients  over  50  years  of  age  with  malignancies. 12 

Classically,  the  pharyngitis  caused  by  HSV-1  or 
HSV-2  has  been  characterized  by  the  presence  of 
shallow  ulcerative  lesions  with  erythematous  bases 
over  the  gingival  ridge,  hard  palate,  tonsils  and  posterior 
pharynx. 13 

Evans  and  Dick,  in  an  etiologic  study  of  acute 
pharyngitis-tonsillitis  in  over  300  hospitalized  Univer- 
sity of  Wisconsin  students,  demonstrated  that  HSV 
was  the  most  common  viral  agent  accounting  for 
12.9%  of  the  total  cases. 14  Life-threatening  pharyngitis 
has  been  classically  ascribed  to  diphtheria;  however, 
infectious  mononucleosis15  and  pharyngeal  tularemia16 
occasionally  have  been  reported  to  progress  to  airway 
obstruction. 

Maternal  transplacental  HSV  antibodies  usually 
disappear  by  six  months  of  age,  and  until  the  age  of  five, 
infections  with  and  antibody  response  to  HSV-1  are 
common. 5 Primary  HSV  infections  produce  detectable 
complement  fixing  and  neutralizing  antibodies  in  a 
week  or  less  with  peak  titers  in  14  days.  After  primary 
infections  the  titers  may  disappear. 5 The  frequency  of 
viremia  associated  with  either  overt  or  subclinical 
infections  with  HSV  is  unknown,  but  hematogenous 
dissemination  may  occur  with  primary  infection. 5 The 
ability  to  persist  in  their  natural  host  and  produce  latent 
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infections  is  a general  property  of  all  herpes  viruses  of 
man.  Nahmias  and  Roizman2  have  postulated  four 
possible  sources  of  the  origin  of  the  virus  responsible 
for  a recurrent  HSV  infection.  They  are:  1)  exogenous 
infection,  2)  endogenous  infection  from  another  site  in 
the  body,  3)  chronic,  continuous,  low  level  viral  multi- 
plication around  the  site  of  involvement  and  4)  persist- 
ence of  the  virus  in  a nonreplicating  form  at  or  near  the 
site  of  recurrent  infection.  Hayes5  states  that  the 
precipitating  factors  for  latent  HSV  infection  include 
undifferentiated  infections  of  the  upper  respiratory 
tract,  pneumococcal  or  meningococcal  infections,  ex- 
posure to  sunlight,  menstruation,  physical  trauma,  and 
emotional  upset.  Recurrent  HSV  infections  produce  an 
anamnestic  response  and  rapid  rise  of  the  antibody 
titer.  After  repeated  infections,  some  patients  have  high 
titers  of  antibody  which  persist  and  do  not  rise  with 
further  infections. 

HSV  infection  may  not  be  suspected  clinically.  Buss 
and  Modesto17  reviewed  56  autopsy  cases  with  histo- 
cytologic  evidence  of  herpes  virus  infection  involving 
nongenital  viscera.  Only  seven  cases  were  clinically 
suspected.  Nine  patients  had  ulcerative  gingivostoma- 
titis, but  this  was  attributed  to  either  fungal  organisms 
or  chemotherapy.  Forty  patients  had  no  apparent 
clinical  evidence  of  HSV.  Visceral  involvement  was 
not  suspected  clinically  in  any  of  the  56  cases.  An 
associated  infectious  process  involving  bacterial,  viral, 
fungal  or  protozoal  organisms  was  present  in  54. 
Herpetic  esophageal  ulcers  were  found  in  50  cases  and 
in  4 1 cases  no  other  organism  appeared  to  be  involved. 
The  vast  majority  of  the  esophageal  ulcers  were 
clinically  asymptomatic  and  antemortem  diagnosis  is 
extremely  difficult.  Herout  et  al 18  described  the  involve- 
ment of  the  lower  respiratory  tract  in  six  cases  of  HSV. 
They  stated  that  the  gross  appearance  of  organs  at 
autospy  was  an  unreliable  aid  to  diagnosis.  The  diag- 
nosis was  established  from  the  histologic  finding  of 
typical  acidophilic  intranuclear  inclusion  bodies  pri- 
marily found  in  the  metaplastic  epiehelium  of  the 
trachea,  bronchi  or  pulmonary  alveoli.  The  lesions  had 
an  inflammatory  character  with  a tendency  to  undergo 
necrosis.  Concomitant  herpetic  lesions  in  the  oral 
cavity  or  esophagus  were  present  in  the  majority  of 
cases.  Nash|M  reported  ten  cases  of  necrotizing  tra- 
cheobronchitis and  bronchopneumonia  consistent  with 
herpetic  infection.  No  case  was  diagnosed  clinically 
and  one  case  was  overlooked  at  autopsy  initially. 
Trauma  to  the  airway  was  a possible  etiology  in  all  ten 
cases:  eight  secondary  to  intubation  and  two  secondary 
to  thermal  inhalation.  In  six  cases  infection  appeared  to 
spread  down  airways  and  involve  the  lung  either  by 
direct  axial  extension  from  the  ends  of  bronchioles  or 
by  transmural  extension  through  larger  airways.  The 
pulmonary  involvement  was  characterized  by  nodular 
and  confluent  areas  of  parenchymal  necrosis  surround- 
ing infected  bronchi  and  bronchioles  (herpetic  broncho- 
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pneumonia).  Nash  concluded  that  herpetic  pneumonia 
is  a necrotizing  process  that  simulates  virulent  bacterial 
pneumonia  histologically.  Berg8  postulated  that  esoph- 
ageal trauma  (naso-gastric  intubation)  may  have  been 
a predisposing  factor  in  the  etiology  of  herpetic  esoph- 
agitis. 

Owensby  and  Stammer  20  reported  the  case  of  a 29- 
year-old  previously  healthy,  immunocompetent  male 
who  had  an  upper  respiratory  infection  with  sore 
throat,  fever  and  myalagias  of  three  days’  duration 
beginning  ten  days  before  the  onset  of  odynophagia. 
His  wife  had  a recrudescence  of  herpes  labialis  ap- 
proximately three  weeks  before  his  illness.  The  patient 
had  acute  hemorrhagic  esophagitis  temporarily  asso- 
ciated with  HSV- 1 as  confirmed  by  culture  and  serology 
without  evidence  of  other  typical  herpetic  lesions. 
Springer  and  co-workers21  described  five  healthy, 
immunocompetent  young  adults  (3  male,  2 female; 
ages  17-24)  who  developed  an  acute  self-limiting 
ulcerative  esophagitis.  Two  patients  had  positive  viral 
HSV  culture  and  viral  HSV  titer  rises.  A third  patient 
had  a viral  HSV  titer  rise.  All  three  of  these  patients 
had  a simultaneous  upper  respiratory  tract  infection. 
The  remaining  two  patients  had  a similar  clinical 
course  but  did  not  have  definitive  proof  of  HSV 
infection  nor  did  they  have  a simultaneous  upper 
respiratory  tract  infection. 

We  feel  that  this  case  is  unique  in  that  the  over- 
whelming respiratory  infection  developed  insidiously 
in  an  otherwise  healthy,  nontraumatized  child.  We 
cannot  explain  the  fulminant  nature  of  this  infection.  If 
corticosteroid  therapy  had  been  employed,  one  might 
postulate  its  masking  effect. 
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Diseases  Among  Southeast  Asians  in  Connecticut 

A Review  for  the  Private  Practitioner 


HANS  H.  NEUMANN,  M.D. 


Most  of  the  5400  recent  immigrants  to  Connecticut 
from  Southeast  Asia,  receive  their  health  care  in  specially 
equipped  centers.  As  these  refugees  settle  down,  acquire 
jobs  and  move  up  on  the  social  ladder,  many  of  them  can 
be  expected  to  seek  care  from  private  physicians.  Practi- 
tioners in  Connecticut  may  be  little  acquainted  with  some 
of  the  infections  found  in  this  group,  nor  with  the  public 
health  aspects  of  these  diseases. 

Communicable  Diseases 

Generally  speaking,  the  Southeast  Asian  refugees 
present  little  if  any  health  hazard  to  the  residents  of 
Connecticut.  The  most  common  findings  are  parasites, 
which  include  giardia  lamblia,  amoeba,  hookworm,  Clo- 
norchus  sinensis,  ascaris,  and  many  others.  With  or  with- 
out treatment,  the  rate  of  infection  is  gradually  declining 
and  no  secondary  spread  has  been  noted. 

Malaria,  filiariasis  and  schistomosiasis  in  stages  that 
require  treatment,  are  rarely  diagnosed  by  private  practi- 
tioners, and  the  likelihood  of  acute  episodes  diminishes 
with  the  passage  of  time.  This  is  particularly  true  of 
malaria  and  filiariasis. 

Hepatitis  B 

The  surface  antigen  will  be  found  in  approximately  1 3 
to  18%  in  this  group. 

HANS  H.  NEUMAN,  M.D.,  Director,  Preventive  Medicine,  Depart- 
ment of  Health,  City  of  New  Haven. 


Most  of  these  infections  occurred  sometime  in  the  past, 
without  evidence  of  acute  illness.  Overall,  the  cases  do 
not  add  much  to  the  number  already  present  in  Connecti- 
cut and  require  no  other  care  than  that  given  to  some  other 
special  population  groups  in  this  region.  A carrier  rate  of 
15%  corresponds  roughly  to  the  prevalence  in  Southeast 
Asia  where  20  to  30%  of  the  entire  population  is  infected. 
According  to  the  Connecticut  State  Department  of  Health 
Services,  vaccine  cannot  be  made  available  at  present  for 
this  population  group.  A low  priority  has  been  assigned  to 
the  families  of  Southeast  Asian  refugees  partly  because  of 
the  cost  involved  and  because  of  the  relative  shortage  of 
the  material. 

So  far,  experience  has  shown  that  the  risk  in  school 
settings  is  extremely  low,  if  not  absent.  According  to  a 
statement  from  CDC,  transmission  is  not  likely  to  occur  to 
school-age  contacts  of  carrier  children  under  normal 
hygienic  circumstances,  or  to  social  or  work  contacts  of 
adult  carriers.  Neither  is  transmission  likely  to  occur  from 
carriers  employed  as  food  handlers,  as  hospital  personnel, 
or  from  the  use  of  swimming  pools,  toilet  facilities,  drink- 
ing fountains,  restaurants,  or  other  public  facilities. 

There  is,  however,  somewhat  greater  likelihood  of 
transmission  to  health  care  personnel . After  contact  with  a 
carrier,  washing  with  soap  or  detergent  and  water  is  the 
most  important  measure  than  can  be  taken  to  eliminate  the 
virus  from  contaminated  surfaces  and  from  hands. 

Assuming  a .3%  overall  prevalence  of  antigenemia  in 
Connecticut,  there  are  over  10,000  chronic  hepatitis  B 
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carriers  in  Connecticut.  The  Indochinese  refugees  could 
increase  the  pool  of  carriers  to  about  1 1 .000,  a small 
added  risk  to  Connecticut’s  population. 

Tuberculosis 

Tuberculosis  is  more  common  than  in  the  U.S.  popula- 
tion and  these  patients  are  usually  referred  to  physicians 
experienced  in  treating  such  infections.  Errors  in  diagno- 
sis may  occur  occasionally  through  findings  of  pulmonary 
cavities,  which  may  be  due  to  parasites  such  as  paragoni- 
mus  Westermanni;  or  more  rarely,  caused  by  melioidosis. 
The  picture  may  be  confusing  since  these  patients  will 
frequently  react  positively  to  PPD  as  well.  The  rate  of 
positivity  of  tuberculin  skin  tests  ranges  from  10  to  20 
percent  in  children,  to  40  to  60  percent  of  adults. 

Although  tuberculosis  is  probably  the  most  important 
of  the  infections  found,  these  cases  are  treated  and  fol- 
lowed and  compliance  appears  to  be  good.  Over  400 
patients  are  on  1NH  therapy  in  Connecticut  and  1 19  are  on 
dual  therapy.  Drug  resistance  has  not  proven  to  be  a 
problem  so  far. 

Melioidosis 

This  infection,  caused  by  pseudomonas  pseudomallei, 
can  produce  chronic  pulmonary  disease  simulating 
tuberculosis. 

Melioidosis  is  endemic  in  Indochina.  It  is  probably 
acquired  through  skin  lesions,  from  rice  paddies  or  drain- 
age ditches.  Secondary  spread  is  unlikely  to  occur  and  this 
infection,  like  most  of  the  others  mentioned,  does  not 
pose  a public  health  problem  for  Connecticut.  As  men- 
tioned earlier,  its  importance  lies  in  the  fact  that  it  may 
mimic  chronic  pulmonary  disease  of  other  etiology.  Chest 
films  may  show  cavities  in  the  upper  lobes  and  this, 
combined  with  a positive  tuberculin  skin  test,  may  sug- 
gest active  tuberculosis. 

The  diagnosis  is  based  on  recovery  of  the  bacillus 
Pseudomonas  pseudomallei,  although  this  may  be  diffi- 
cult in  pulmonary  lesions.  The  bacillus  is  usually  sensi- 
tive to  tetracyclines,  Kanamycin  and  sulfonamides.  As 
with  the  tuberculosis,  the  treatment  has  to  be  continued 
for  long  periods  — a year  or  more. 

Paragonimus  Westermanni 

Paragommus  (lung  fluke)  infections  take  place  through 
eating  infected  crabs  and  crayfish.  Paragonimiasis  is  not 
transmissible  from  person  to  person. 

The  infection  is  of  some  importance  inasmuch  as  this 
parasite  may  produce  symptoms  which  are  frequently 
misdiagnosed  as  tuberculosis.  Both  the  lung  fluke  and 
melioidosis  must  be  taken  into  consideration  in  cases  that 
at  first  appear  to  be  pulmonary  tuberculosis. 

Paragonimiasis  can  be  treated.  Bithionol  is  available  in 
the  U.S. A.  from  CDC  and  there  are  other  probably  less 
effective  choices  such  as  chloroquine,  praziquantel  and 
emetine. 

Clonorchus  Sinensis 

A not  uncommon  agent,  clonorchus  sinensis,  the  liver 
fluke,  may  survive  and  discharge  eggs  for  ten  years  and 
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longer  despite  the  absence  of  new  exposure.  An  infection 
with  dozens  or  a hundred  flukes  may  be  without  conse- 
quences for  the  host,  who  is  usually  asymptomatic,  even 
though  liver  function  tests  may  be  abnormal. 

The  liver  fluke  is  relatively  non-pathogenic  unless  the 
infection  is  very  heavy.  Treatment  of  Clonorchus  sinensis 
is  of  dubious  value,  since  its  potential  adverse  effects 
have  to  be  weighted  against  the  probably-mild,  late  con- 
sequences of  the  disease  itself.  Moreover,  what  speaks 
against  treatment  of  the  asymptomatic  is  the  uncertainty 
of  its  effectiveness  with  either  chloroquine  or  praziquan- 
tel. It  is  most  unlikely  that  liver  flukes  will  be  introduced 
into  the  United  States  as  a public  health  problem. 

Intestinal  Parasites 

Intestinal  parasites  are  commonly  found,  and,  thus  far, 
experience  has  shown  that  they  are  rarely  of  consequence 
for  the  infected  individual.  Most  of  these  agents  are  lost 
spontaneously  after  a time  interval  of  many  months,  or 
sometimes  years.  Infections  are,  in  most  cases,  asymp- 
tomatic and  rarely  require  treatment  and  decisions  on 
whether  to  treat  have  to  be  made  on  an  individualized 
basis. 

In  the  earlier  periods  after  immigration,  ascaris  and 
trichuris  can  be  found  in  10  to  30  percent  of  the  stools.  In 
Connecticut,  ascaris  is  usually  shortlived,  and  trichuris  is 
nearly  always  harmless  even  though  the  infection  may 
persist  for  years. 

Hookworm 

Of  the  various  intestinal  parasites,  hookworm  is  the 
most  prevalent  and  hookworm  eggs  are  frequent  findings. 
Hookworm  may  be  the  cause  of  mild  anemia.  Again,  the 
infestation  will  fade  even  without  treatment.  It  does  not 
require  treatment  except  in  some  cases  with  marked  ane- 
mia, occasionally  observed  early  after  the  patient’s  arrival 
in  the  U.S.  Since  no  new  infection  is  taking  place,  the 
parasite  will  gradually  disappear,  although  eggs  may  be 
found  in  the  stools  in  decreasing  numbers  for  several 
years. 

Protozoa 

Intestinal  protozoa  amoeba  and  giardia  lamblia  are 
often  present  but  most  of  the  persons  infected  are  merely 
carriers  without  disease.  Again,  experience  to  date  has 
shown  that  the  risk  to  public  health  in  Connecticut  is 
negligible. 

Leprosy 

In  contrast  to  the  other  infections  which  are  likely  to 
fade  with  passing  years  of  residence  in  the  U.S. , incubat- 
ing infections  with  Hansen’s  bacillus  may  take  years  to 
become  evident.  Those  dealing  with  skin  conditions  in 
refugees  should  be  aware  of  the  most  common  early 
symptoms:  lesions  resembling  tinea  versicolor,  or  non- 
healing ulcers  on  hands  or  feet  that  are  compatible  with 
sensory  loss. 

Other  early  signs  would  be  loss  of  pigment,  a fine 
macular  rash  and  later,  nodules  around  the  ears.  These, 
however,  are  less  likely  to  be  found.  If  present,  they  are 
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loaded  with  Hansen’s  bacteria.  The  old  textbook  leonine 
face  will  not  be  seen.  In  the  U.S.,  it  usually  takes  five  to 
seven  years  from  the  appearance  of  the  first  symptoms 
until  a diagnosis  of  leprosy  is  made.  It  should  be  pointed 
out  that  under  the  circumstance  one  would  encounter  in 
Connecticut,  leprosy  is  practically  not  communicable  to 
medical  personnel.  The  disease  need  not  be  feared  by 
physicians.  From  my  own  experience,  having  worked  for 
four  years  in  a leprosy  ward,  I would  suggest  that  if  in 
doubt,  an  early  diagnosis  can  readily  be  made  from  a 
smear  taken  from  the  discharge  of  the  nasal  septum. 
Staining  required  is  the  same  as  for  the  tubercle  bacillus. 
Nonetheless,  physicians  treating  Southeast  Asians  should 
have  a low  threshold  of  suspicion  if  they  see  a skin  disease 
or  lesion,  particularly  with  sensory  loss.  Because  of  the 
long  incubation  time  and  the  higher  incidence  of  leprosy 
in  Southeast  Asis,  an  occasional  case  is  likely  to  be 
encountered  in  future  years.  In  recent  years,  about  200 
new  cases  of  leprosy  have  been  found  annually  in  the  U . S . 

Other  Disorders 

Diseases  with  which  practitioners  in  Connecticut  are 
familiar  but  which  are  more  prevalent  in  Southeast  Asia, 


are  rheumatic  heart  disease,  and  lactose  intolerance.  Ane- 
mia is  common,  at  least  early  after  resettlement.  Twenty 
to  twenty-five  percent  of  the  refugees  have  marked  eosi- 
nophilia,  yet  it  is  not  a reliable  marker  for  chronic  parasi- 
tic infections.  Other  illnesses  such  as  hematological,  en- 
docrine and  psychiatric  disorders  might  initially  pose 
some  problems  in  dealing  with  this  group  of  patients.  For 
the  private  practitioner  this  is  less  likely  to  present  diffi- 
culties since  the  acculturation  of  patients  who  seek  private 
medical  care,  usually  has  reached  a level  at  which  West- 
ern medicine  is  more  readily  accepted. 

In  general,  the  condition  of  health  of  the  Southeast 
Asian  refugee  is  reasonably  good.  The  risk  presented  by 
refugee  children  in  school  settings  is  extremely  low. 
Physicians  in  Connecticut  should  be  aware  of  the  various 
disease  patterns,  of  the  low  public  health  impact  of  most 
of  these  infections,  and  of  the  need  for  conservative 
clinical  judgment  about  whether  or  not  to  treat,  and 
whether  to  refer.  For  most  other  disorders  seen  in  private 
practice,  medical  care  and  treatment  provided  would 
hardly  differ  from  that  given  to  patients  ordinarily  en- 
countered in  Connecticut. 


Experience  with  the  Luque  Procedure  for  Spinal  Fusion 

THOMAS  S.  RENSHAW,  M.D. 


The  goal  of  spinal  fusion  for  scoliosis  or  kyphosis  is  to 
arrest  the  progression  of  deformity  by  producing  a solid 
arthrodesis  of  the  involved  segments  in  a balanced  spine 
above  a level  pelvis.  It  is  often  necessary  to  safely  reduce 
the  deformity  to  an  acceptable  magnitude  (less  than  60° 
for  any  curve)  by  using  internal  fixation  to  gain  and 
maintain  correction  while  the  fusion  mass  consolidates 
and  matures.  Internal  fixation  has  also  been  shown  to 
decrease  the  incidence  of  failure  of  fusion1. 

For  over  20  years  the  Harrington  rod  system2  has  been  a 
benchmark  for  the  internal  fixation  of  spine  deformity, 
but  this  system  has  some  disadvantages.  With  distraction, 
all  the  corrective  force  is  concentrated  at  two  hook  sites. 
This  results  in  a small,  but  definite  incidence  of  hook 
dislocation  or  laminar  fracture  and  loss  of  correction. 
Correcting  by  distraction  does  not  allow  precise  control  of 
lordosis  and  kyphosis  and  there  is  evidence  to  indicate 
that  excessive  removal  of  lumbar  lordosis  leads  to  an 
increased  incidence  of  back  pain  later  in  life3.  The  Har- 

THOMAS  S.  RENSHAW,  M.D.,  Director,  Orthopaedic  Surgery, 
Newington  Children’s  Hospital,  Newington,  CT. 
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rington  system  provides  relative  internal  fixation,  but 
motion  does  occur  at  the  facet  joints  and  this  can  lead  to  a 
pseudarthrosis  and  subsequent  instrumentation  failure, 
usually  fracture  of  the  rod.  The  system  is  not  sufficiently 
strong  to  eliminate  the  need  for  postoperative  cast  or  brace 
support  until  the  fusion  is  solid.  Because  of  the  need  for 
external  support,  postoperative  mobilization  of  the  patient 
is  delayed  for  a week  or  more  to  allow  for  soft  tissue 
healing.  Pelvic  fixation  with  Harrington  hooks  is  difficult 
to  accomplish  and  carries  a significant  failure  rate.  Final- 
ly, with  curves  of  very  severe  magnitude  (greater  than 
70°),  an  anterior  fusion,  with  its  attendant  morbidity,  is 
often  necessary  to  augment  the  posterior  Harrington 
procedure. 

In  1973,  Eduardo  R.  Luque,  M.D.,  of  Mexico  City, 
began  working  with  a technique4  used  at  least  as  early  as 
1902  by  Lange3,  wiring  each  vertebra  to  a metal  rod.  This 
method  has  now  evolved  such  that  two  L-shaped  stainless 
steel  rods  are  secured  to  each  vertebra  by  means  of  sub- 
laminar  wiring,  facet  joints  are  partially  excised,  and  then 
a bilateral  transverse  process  fusion  is  accomplished. 
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Why  do  more  than  2,700  Connecticut  physicians 
participate  in  the  Century  Plan? 


They  got  to  the  heart  of  the  matter. 


What  they  discovered  impressed  them.  Like  Blue 
Cross  & Blue  Shield’s  annual  program  for  updating 
the  schedule  of  professional  services.  And  a realistic 
new  charge  formula  to  determine  eguitable  allow- 
ances. They  also  liked  the  Blue  Cross  & Blue  Shield 
policy  of  paying  Century  Plan  participating  providers 
directly  for  covered  services. 

Further  examination  revealed  Blue  Cross  & Blue 
Shield  finances  the  health  care  of  almost  1 .6  million 
subscribers  in  Connecticut.  This  becomes  espe- 
cially significant  during  a tight  economy  when  cost- 


conscious subscribers  tend  to  select  participating 
providers. 

Why  do  more  than  2,700  Connecticut  physi- 
cians participate  in  the  Century  Plan?  One  reason  is 
the  prognosis  is  excellent. 

Blue  Cross 
Blue  Shield 

of  Connecticut 

i®  '^rr® 

The  Century  Plan  — nothing  covers  better. 


Technique  and  Advantages 

The  present  technique  for  applying  segmental  instru- 
mentation with  L-rod  fixation  is  as  follows:  In  essence, 
the  spine  is  exposed  sub-periosteally,  all  posterior  liga- 
ments are  removed,  and  sublaminar  wires  are  passed. 
Then  the  rods  are  contoured,  cut  to  the  appropriate  length, 
and  secured  to  the  spine  by  twisting  the  wires  down 
around  the  rods,  which  are  held  in  contact  with  the  lami- 
nae. Partially  removing  the  facet  joints,  decorticating  the 
transverse  processes,  and  adding  abundant  autogenous 
and/or  homogenous  bone  graft  completes  the  procedure. 
When  fusing  to  the  pelvis,  the  sacrum  is  bypassed  and  the 
rods  are  driven  into  the  transverse  bars  of  the  ilia  for  a 
distance  of  six  to  eight  centimeters.  There  are  several 
critical  technical  pointers  that  are  absolutely  essential 
with  this  procedure,  but  their  indepth  description  is 
beyond  the  scope  of  this  paper. 

Recent  studies  have  shown  that  this  technique  provides 
the  strongest  available  means  of  internal  fixation  of  the 
spine6  and  of  fixing  the  spine  to  the  pelvis.  Other  advan- 
tages of  segmental  instrumentation  are  that:  it  allows 
better  sagittal  plane  control  of  kyphosis  and  lordosis;  it 
provides  an  excellent  means  of  correcting  imbalance  of 
the  spine;  it  allows  axial  compression  loading,  which  may 
be  advantageous  in  the  consolidation  of  the  fusion  mass; 
its  superior  strength  eliminates  the  need  for  any  postop- 
erative cast  or  brace;  it  allows  more  rapid  postoperative 
mobilization  of  the  patient;  it  eliminates  hook  dislocation 
and  laminar  fracture;  and  its  strong  corrective  leverage 
often  obviates  the  need  for  anterior  surgery. 

The  Newington  Children’s  Hospital  Experience 

Fifty-six  patients  who  have  undergone  spinal  fusion 
with  segmental  instrumentation  at  Newington  Children’s 
Hospital  since  1979  and  have  an  average  follow-up  of  two 
years  are  reported  here.  Data  relating  to  the  patients  and 
the  surgical  procedures  are  provided  in  Tables  1 and  2. 

The  procedure  is  technically  more  difficult  than  a Har- 
rington instrumentation  and  requires  more  operating  time 
and  more  blood  replacement.  The  correction  obtained  was 
acceptable  in  view  of  the  large  magnitude  and  rigid  nature 
of  the  neuromuscular  curves  that  comprised  the  majority 
of  this  series.  The  Luque  system  is  able  to  resist  loss  of 
correction  while  the  fusion  mass  matures.  Acceptable 
spinal  balance  has  been  achieved  in  all  but  three  patients, 
these  having  had  severe,  decompensated,  rigid  curves 
with  fixed  pelvic  obliquity.  Clinical  and  radiographic 
examples  of  the  correction  obtained  are  illustrated  in 
Figures  1 through  4. 

Because  of  this  system's  excellent  strength,  the  postop- 
erative program  is  different  from  that  used  with  other 
means  of  spinal  fusion.  The  head  of  the  bed  may  be 
elevated  in  the  immediate  postoperative  period  for  res- 
piratory improvement  and  patient  comfort.  Most  patients 
are  out  of  bed  by  the  fifth  day  and  walking  by  the  seventh 
day.  The  average  postoperative  hospital  stay  has  been  1 1 
days. 

While  complications  have  occurred,  there  have  been  no 


deaths  and  no  neurological  sequelae.  One  patient  had 
three  pseudarthroses  in  the  thoracolumbar  region  and 
subsequently  sustained  fatigue  fracture  of  both  rods,  re- 
quiring reoperation  and  pseudarthrosis  repair  and  now  has 
a solid  fusion.  There  have  been  two  deep  infections,  both 
in  debilitated  patients.  Both  infections  were  eradicated 
without  the  necessity  for  removing  the  instrumentation. 
Both  patients  now  have  solid  fusions  and  no  sign  of 
infection. 


Table  I 

DIAGNOSIS  — 56  PATIENTS 


Cerebral  Palsy 
Severe  Mental 
Retardation 
Adult  Idiopathic 
Scoliosis 
Spinal  Muscular 
Atrophy 
Adolescent 

Idiopathic  Scoliosis 


10  Kyphosis 
Duchenne 

9 Muscular  Dystrophy 
Myelomeningocele 

8 

Congenital  Myopathy 

6 

Other 

5 


Table  II 

CURVE  CORRECTION 


5 

4 
2 

2 

5 


Mean  preop  = 
Mean  postop  = 
Mean  Correction  = 


Scoliosis 

71° 

43° 

28°  (39%) 


Kyphosis 

81° 

44° 

37°  (46%) 


Discussion 

Several  lessons  have  been  learned  from  this  experi- 
ence. With  segmental  instrumentation  it  is  necessary  to 
fuse  spinal  deformities  over  a longer  span  of  segments 
than  one  would  do  with  the  Harrington  system.  If  the 
spine  is  in  balanced  compensation  on  an  upright  roent- 
genogram, the  fusion  should  extend  from  the  horizontal 
vertebra  at  the  top  to  the  horizontal  vertebra  at  the  bottom. 
If  the  spine  is  out  of  balance  and  the  patient  is  not  ambula- 
tory, the  fusion  should  usually  extend  from  the  high 
thoracic  region  to  the  pelvis. 

Because  the  instrumentation  covers  both  the  laminae 
and  the  spinous  processes,  it  is  necessary  to  use  a very 
large  amount  of  bone  graft  in  order  to  ensure  a solid 
fusion.  The  graft  is  placed  over  the  transverse  processes 
and  lateral  facet  areas.  In  some  cases  it  may  be  necessary 
to  use  homologous  as  well  as  autogenous  bone.  In  all 
patients  with  kyphosis,  in  patients  with  severe  spasticity 
or  athetosis,  and  in  patients  who  are  very  obese  or  very 
muscular,  it  is  essential  to  use  the  larger  (1/4  inch  dia- 
meter, instead  of  3/16  inch)  rods  to  prevent  loss  of  correc- 
tion. It  is  wise  to  avoid  attempting  to  correct  a spinal 
deformity  beyond  what  was  seen  on  a preoperative  supine 
roentgenogram,  taken  with  maximum  traction. 

This  procedure  may  tax  the  endurance  of  any  spine 
surgeon.  One  should  be  prepared  to  control  bleeding  from 
any  source;  one  should  have  significant  experience  at 
wide  exposure  of  the  entire  spine  and  pelvis;  and  one 
should  be  prepared  to  deal  with  any  extra-or-intra-spinal 
situation  that  may  arise. 


VOLUME  47,  NO. 4 


203 


Figure  1A 

An  1 8-year-old  woman  with  severe  right  thoracic  scoliosis. 


Figure  IB 

Seven  days  postoperatively  the  curve  correction  is  apparent. 


Figure  2A 

A 15-year-old  boy  with  neurofibromatosis  and  severe  scoliosis. 


Figure  2B 

Eight  days  after  correction  by  the  Luque  technique. 
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Figure  3A 

A 24-year-old  woman  with  cerebral  palsy  and  a 75  degree  thoraco- 
lumbar scoliosis  with  pelvic  obliquity. 


Figure  4A 

Scheuermann’s  kyphosis  of  75  degrees  in  a 19-year-old  man. 


Figure  4B 

Postoperative  correction  to  40  degrees  following  anterior  release  and 
grafting  (arrow)  followed  by  posterior  Luque  fusion. 
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Conclusions 

The  superior  strength  of  the  L-rod  system  has  made  it  a 
substantial  improvement  for  correction  and  internal  fixa- 
tion of  complex  spinal  deformities.  In  addition  to  provid- 
ing excellent  correction,  decreasing  the  complications 
related  to  instrumentation  failure,  and  eliminating  the 
need  for  any  postoperative  external  immobilization,  this 
more  rigid  internal  fixation  is  expected  to  produce  a lower 
incidence  of  pseudarthrosis  formation  once  a larger  group 
of  patients  has  been  followed  for  a greater  length  of  time. 
The  current  indications  for  its  use  include  patients  with 
neuromuscular  scoliosis,  adult  idiopathic  scoliosis,  ex- 
ceptionally obese  or  uncooperative  adolescent  idiopathic 
scoliosis  patients,  and  kyphosis  of  certain  types.  The 
use  of  this  system  in  spinal  trauma  is  presently 
investigational. 
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FISCAL  SOLVENCY  OF  THE  MEDICARE  PROGRAM  must  be  maintained  to  assure 
care  for  the  nation’s  elderly,  the  AMA  told  the  House  Subcommittee  on  Social 
Security,  Committee  on  Ways  and  Means.  While  the  Medicare  trust  funds  do  not  face 
the  immediate  difficulties  that  now  are  challenging  other  parts  of  the  Social  Security 
system,  pressures  on  Medicare  are  projected  to  begin  near  the  end  of  the  century. 
Expressing  its  concerns  about  the  soundness  of  Medicare  trust  funds,  the  AMA: 

• Supported  the  provision  in  the  Tax  Equity  and  Fiscal  Responsibility  Act 
of  1982  to  subject  federal  employes  to  Medicare  contribution  require- 
ments. 

• Endorsed  the  recommendation  of  the  U.S.  Commission  on  Social  Security 
that  new  federal  employes  be  asked  to  contribute  to  Social  Security. 

• Advised  Congress  to  explore  the  desirability  of  including  all  federal 
employes  within  the  system. 

• Suggested  that  Congress  may  wish  to  consider  increasing  the  Hospital 
Insurance  Trust  Fund  portion  of  the  Social  Security  FICA  tax  on  employes 
and  employers,  which  finances  Medicare  Part  A. 

The  contribution  rates  for  Part  A are  only  a little  more  than  1 % of  wages  and  have  not 
experienced  a significant  increase  in  many  years,  according  to  AMA  testimony.  An 
increase  in  this  contribution  will  help  to  assure  the  continued  viability  of  the  hospital 
trust  fund  and  thus  avoid  solvency  difficulties  in  the  future. 

— AMA  Newsletter,  March  7,  1983 
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Important  Advances  in  Clinical  Medicine 


Epitomes  of  Progress — Orthopedics 


Injection  of  Steroid  Agents 
in  Solitary  Bone  Cysts 

The  cause  of  solitary  (simple,  juvenile,  unicameral, 
benign)  bone  cysts  is  unknown,  but  most  occur  in  the 
proximal  ends  of  long  bones  in  a growing  skeleton.  They 
are  seen  more  commonly  in  male  patients  (2:1)  and 
more  than  two  thirds  occur  in  the  humerus  and  femur. 
They  are  ordinarily  seen  with  a fracture  through  the  thin 
cyst  wall,  but  occasionally  are  noted  as  an  incidental 
finding.  An  undisturbed  cyst  is  filled  with  clear  yellow 
fluid  that  has  many  characteristics  of  serum  transudate. 
The  cavity  is  lined  with  a membrane  but  has  been  shown 
to  communicate  directly  with  major  regional  veins. 

Any  pathologic  fracture  should  be  a cause  for  con- 
cern. Although  carefully  interpreted  x-ray  studies  are 
pathognomonic  in  only  10  percent  of  cases,  they  usual- 
ly establish  a tentative  diagnosis  for  reasonable  early 
treatment  Immediate  intervention  risks  the  conersion 
of  a closed  fracture  to  an  open  one,  but  a properly 
managed  fracture  routinely  heals  without  complication. 
Unless  the  cyst  is  obliterated,  refracture  can  be  ex- 
pected. A few  cysts  ( 1 5 percent)  will  heal  after  one  or 
more  fractures,  but  if  healing  of  a fracture  does  not  pro- 
ceed normally,  a diagnosis  should  be  made  without 
delay.  Diagnosis  is  confirmed  by  aspirating  an  amount 
of  fluid  compatible  with  the  size  of  the  cyst  If  no  fluid  is 
obtained,  it  can  be  assumed  that  a solid  tumor  is  present 
and  biopsy  is  indicated. 

Surgical  intervention  is  the  only  effective  treatment. 
A curettage  and  bone  graft  procedure  is  successful  in  a 
little  more  than  half  of  cases.  Extensive  surgical  treat- 
ment is  probably  more  successful  but  is  not  advised  in  a 
routine  case.  Injection  of  cortisone  in  a solitary  bone 
cyst  was  first  reported  in  1974,  and  subsequent  obser- 
vation and  experience  have  shown  an  improved  healing 
rate  compared  with  curettage  and  grafting.  Injection  of 
cortisone  requires  general  anesthesia  and  x-ray  mon- 
itoring or  image  intensification,  but  is  simple,  requires 
minimal  time  in  hospital,  and  results  in  minimal  mor- 
bidity. Although  multiple  injections  may  be  required  in 
older  patients  or  larger  cysts,  almost  all  will  eventually 


respond.  It  is  important  to  maintain  surveillance  of  a 
lesion  after  apparent  healing  because  recurrence  is 
possible  in  a small  percentage  of  cases.  If  the  cyst  has 
not  recurred  at  the  time  of  skeletal  maturity,  later  oc- 
currence is  unlikely.  It  appears  from  the  reported  ex- 
perience that  injecting  cortisone  in  a unicameral  bone 
cyst  is  a definite  advance  in  the  management  of  this  per- 
plexing and  aggravating  lesion. 

Tillman  M.  Moore,  M.D. 
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Methacrylate  Cementation 
for  Giant  Cell  Tumor 

Giant  cell  tumors  of  bone  are  uncommon,  compos- 
ing approximately  5 percent  of  true  neoplasms  of  bone. 
Most  are  benign  but  have  the  potential  for  metastasis  in 
2 percent  to  6 percent  of  cases,  primarily  to  the  lung. 
Some  studies  report  a slight  female  preponderance,  and 
it  is  generally  believed  that  the  tumors  occur  in  the 
epiphyseal  region  of  the  bone  after  the  growth  plate 
closes.  About  50  percent  occur  around  the  knee  but 
these  tumors  may  occur  in  any  part  of  the  skeleton. 
They  are  most  often  seen  in  young  adults,  but  may  pre- 
sent at  any  age. 

Histologically  the  giant  cell  tumor  is  almost  undistin- 
guishable  from  the  brown  tumor  of  hyperparathyroidism, 
so  it  is  important  that  serum  calcium,  phosphate,  alka- 
line phosphatase  and  perhaps  parathormone  levels  be 
determined  before  a treatment  plan  is  formulated. 

Surgical  intervention  is  the  primary  treatment  of  be- 
nign giant  cell  tumor  of  bone  unless  the  location  pre- 
cludes reasonable  surgical  access.  X-ray  therapy  is 
effective,  but  may  be  contraindicated  except  in  exten- 
uating circumstances.  Curettage  and  bone  graft  failed 
to  eradicate  the  tumor  in  almost  half  of  reported  cases; 
amputation  is  unnecessary  in  uncomplicated  cases.  An 
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adequate  en  bloc  resection  results  in  the  best  local  con- 
trol, but  often  requires  extensive  and  complicated  re- 
construction. For  these  reasons,  implantation  of  methyl 
methacrylate  resin  after  thorough  curettage  (wide 
marginal  resection)  is  more  frequently  being  done.  The 
monomer  is  inherently  toxic  to  the  surrounding  tissue, 
and  the  polymerization  is  exothermic,  producing  a sur- 
face temperature  that  approximates  that  of  pasteuriza- 
tion. Because  tumor  cells  in  general  are  known  to  be 
heat  sensitive  and  may  be  injured  by  the  monomer, 
implantation  of  a large  bolus  of  bone  cement  is  theore- 
tically beneficial  in  tumor  control.  There  are  two  actual 
advantages,  however.  The  joint  and  involved  body  seg- 
ments can  be  rapidly  rehabilitated  following  cementa- 
tion. Also,  gross  persistence  of  tumor  surrounding  the 
radiopaque  cement  is  easier  to  perceive  on  x-ray  films, 
so  that  further  treatment  can  be  instituted  without  de- 
lay. If  there  is  no  evidence  of  tumor  recurrence  noted  on 
follow-up  evaluation,  the  cement  can  either  be  left  in 
situ  indefinitely  or  removed  electively  and  the  cavity 
filled  with  bone  graft. 

In  at  least  one  center,  methacrylate  implantation  is 
done  after  cavitary  cryotherapy  using  liquid  nitrogen, 
usually  followed  by  later  bone  grafting.  In  older  or  in- 
active patients  who  are  candidates  for  total  joint  re- 
placement, the  involved  bone  can  be  resected,  auto- 
claved— causing  necrosis  of  the  tumor — and  returned 
immediately  to  the  patient  with  methyl  methacrylate 
supplementation.  In  this  procedure,  methacrylate  is 
used  to  fill  the  space  previously  occupied  by  the  tumor 
and  to  provide  rigid  fixation  for  the  total  joint 
implant 

Tillman  M.  Moore,  M.D. 
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Limb  Replantation 

In  the  past  ten  years  limb  replantation  has  progressed 
from  an  experimental  procedure  done  in  only  a few 
centers  to  a procedure  that  is  available  in  many  com- 
munities. The  indications  for  replantation  are  now  more 
clearly  defined,  as  the  techniques’  surgical  limitations 
have  been  tested  and  patients  who  have  undergone  such 
procedures  have  been  observed  for  several  years. 

Avulsed,  crushed  and  severely  mutilated  limbs  are 
difficult  if  not  impossible  to  replant  because  of  wide- 
spread tissue  destruction.  Even  the  most  cleanly  ampu- 
tated part  is  never  normal  following  replantation.  A 
shortened  skeleton,  stiff  joints,  diminished  sensibility 
and  cold  intolerance  are  the  commonly  encountered 
sequelae,  so  a patient’s  functional  interests  are  some- 
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times  better  served  by  having  the  amputation  site  closed 
rather  than  being  burdened  with  a viable  but  dys- 
functional part  The  following  sharp,  relatively  well- 
localized  amputations  are  potentially  suitable  for 
replantation:  isolated  thumb  amputations  at  any  level 
proximal  to  the  interphalangeal  joint;  multiple  finger 
amputations  at  levels  proximal  to  the  distal  joints,  and 
hand,  wrist  and  forearm  amputations.  More  proximal 
upper  limb  replantations  may  occasionally  be  done  in 
younger  patients.  Lower  limb  replantations  are  rarely 
indicated  because  a prosthesis  can  substitute  for  the 
amputated  part  in  a more  functional,  timely  and  eco- 
nomical manner. 

When  an  amputation  has  occurred,  bleeding  in  the 
proximal  stump  should  be  controlled  by  direct  com- 
pression and  elevation.  The  amputated  part  should  be 
wrapped  in  a clean  or  sterile  bandage  and  placed  in  a 
waterproof  container  such  as  a plastic  bag  or  cup.  The 
container  should  be  placed  on  ice  to  keep  the  part  cold 
but  not  frozen.  Once  cooled  the  amputated  part  can 
withstand  at  least  several  hours  of  anoxia,  but  the 
replantation  procedure  should  be  initiated  at  once.  The 
primary  physician  should  examine  the  proximal  limb 
and  the  amputated  part  both  visually  and  radiograph- 
ically. With  this  information  the  physician  can  then 
contact  a replantation  center  for  consideration  of  pa- 
tient transfer. 

Roy  A.  Meals,  M.D. 
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Foot  Problems  in  Diabetes  Mellitus 

Recent  advances  in  the  treatment  of  diabetic  foot 
problems  have  enabled  physicians  to  significantly  in- 
crease the  percentage  of  feet  and  legs  salvaged.  Ad- 
vances in  the  techniques  of  vascular  assessment, 
revascularization  and  in  limited  amputation  have  en- 
abled the  salvage  of  many  ischemic  feet  and  legs.  Use  of 
the  total  contact  cast  with  associated  techniques  has 
enabled  salvage  of  legs  that  have  neurotrophic  foot 
ulcers. 

Although  clinical  examination  is  still  the  principal 
means  of  vascular  evaluation,  use  of  the  Doppler  ultra- 
sound stethoscope  has  enabled  physicians  to  recognize 
pulsatile  flow  in  an  extremity,  which  cannot  be  detected 
by  the  usual  clinical  methods.  With  the  use  of  the  Dop- 
pler instrument  and  various-sized  blood  pressure  cuffs, 
segmental  blood  pressures  can  be  determined  in  a limb. 
A systolic  pressure  of  70  mm  of  mercury  or  higher  or  a 
pressure  of  at  least  45  percent  that  of  arm  pressure  is  an 
indication  that  a limited  amputation  at  that  level  can 
succeed  or  that  an  ischemic  ulcer  at  that  level  can  heal. 
Promising  new  techniques  have  been  developed  that 
can  directly  measure  the  vascularity  and  healing  poten- 
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tial  of  skin.  These  include  measurement  of  transcutan- 
etous  partial  oxygen  pressure  (Po2)  and  measurement 
of  skin  blood  pressure  and  skin  blood  flow,  both  recent- 
ly reviewed  by  Burgess  and  Matsen.  The  techniques  of 
Doppler  examination  and  limited  amputation  have 
been  reviewed  recently  by  Wagner.  Toe  amputations, 
transmetatarsal  amputations,  ray  resections  and 
Syme’s  amputations  have  been  successful  when  leg  to 
arm  pressures  are  45  percent  or  better  by  Doppler 
examination.  A value  less  than  45  percent  can,  in  some 
instances,  be  raised  by  an  endarterectomy  or  a bypass 
graft  and  a limited  amputation  can  then  be  done. 

The  total  contact  cast  completely  encloses  a foot  and 
leg  in  a clean,  protective  environment  It  allows  ambu- 
latory treatment  of  foot  ulcers  when  vascularity  is  ade- 
quate and  when  infection  is  under  control.  Adequate 
vascularity  is  determined  by  Doppler  examination. 
Before  application  of  the  cast  the  foot  ulcer  must  be 
thoroughly  debrided  and  a povidone- iodine  dressing 
applied.  Infections  are  treated  by  standard  means  and 
healing  in  the  cast  generally  will  occur  in  four  to  six 
weeks.  A recurrence  of  the  ulcer  can  be  expected  if  the 
underlying  pressure  points  are  not  relieved.  This  is  done 
by  wearing  an  extradepth  shoe  with  a foamed  polyethyl- 
ene ( Plastazote)  insole  or  by  surgical  excision  of  bony 
prominences. 

Gilbert  Wright  M.D. 
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The  Treatment  of  Acetabular  Fractures 

The  concept  has  been  held  for  many  years  that  most 
displaced  acetabular  fractures  are  best  treated  with 
attempts  at  reduction  and  subsequent  immobilization 
for  many  weeks  by  skeletal  traction.  The  particular 
problems  associated  with  this  approach  have  been  the 
less-than- adequate  reduction  of  the  articular  surface  of 
the  hip,  the  frequent  displacement  of  the  head  on  re- 
leasing traction  in  central  fracture  dislocations  and  the 
early  onset  of  degenerative  changes  in  the  joint.  More 
recently  the  possibilities  and  advantages  of  open  re- 
duction and  internal  fixation  of  acetabular  fractures 
have  been  advanced  to  parallel  the  accepted  approach 
to  other  intra- articular  fractures. 

To  arrive  at  a complete  diagnosis  and  appropriate 
treatment  plan  for  an  acetabular  fracture,  one  must  fully 
discern  the  fracture  configuration  in  the  anterior  and 
posterior  lips  or  columns  of  the  acetabulum.  Thus  a 
radiologic  examination,  including  Judet  45  degree  iliac 
and  45  degree  obturator  oblique  views,  often  supple- 
mented by  computerized  tomography,  is  necessary. 


The  appropriate  incisions  and  order  of  approaches 
(anterior,  posterior  or  lateral  transtrochanteric)  may 
then  be  planned  and  reduction  and  fixation  with  modem 
instrumentation  and  implants  can  be  satisfactorily 
achieved.  A reconstructive  surgical  repair  of  an  ace- 
tabular fracture  is  not  necessarily  an  emergency  pro- 
cedure; in  fact,  it  is  usually  advantageous  to  obtain  all 
the  special  radiologic  studies  and  analyze  them  at 
leisure.  An  operation  should,  however,  be  done  within 
three  weeks  of  the  accident,  after  which  time  bone  union 
is  advancing  and  reduction  becomes  very  difficult. 

Advantages  of  operative  intervention  in  the  treatment 
of  acetabular  fractures  include  being  able  to  remove 
loose  intra- articular  fragments,  obtain  an  anatomic  re- 
duction and  stable  internal  fixation,  facilitate  early  joint 
motion,  dispense  with  traction  and  prolonged  bed  rest, 
permit  early  discharge  from  hospital,  decrease  the  inci- 
dence of  degenerative  hip  disease  and  facilitate  future 
reconstructive  operations  if  the  latter  supervene.  Dis- 
advantages of  the  surgical  approach  to  treatment  in- 
clude the  possibilities  of  infection  and  sciatic  nerve 
injury.  An  acetabular  fracture  reconstruction  can  be 
lengthy  and  difficult  and  should  be  done  by  an  ortho- 
pedic surgeon  trained  and  experienced  in  such  pro- 
cedures. 

David  H.  Gershuni,  M.  D.,  FRCS 
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Rattlesnake  Bites: 

Current  Hospital  Therapy 

The  treatment  of  persons  bitten  by  rattlesnakes 
varies  throughout  the  country.  Some  authors  advocate 
that  all  envenomated  patients  undergo  extensive  sur- 
gical debridement  and  subfascial  exploration.  Others 
believe  that  even  routine  surgical  procedures  are  too 
radical  and  suggest  that  antivenin  given  intravenously  is 
the  method  of  choice.  This  controversy  has  raged  for 
many  years. 

Using  a Wick  catheter  to  measure  interstitial  fluid 
pressures  in  subcutaneous  and  intracompartmental 
tissues,  we  developed  a laboratory  model  to  better 
evaluate  the  effects  of  venom,  antivenin  and  operative 
procedures  on  tissue  pressure  and  destruction.  A solu- 
tion of  3 mg  of  desiccated  crotalid  ( Crotalus  veridi 
helleri)  venom  that  was  dissolved  in  0.2  ml  of  normal 
saline  was  injected  into  the  anterolateral  compartments 
or  subcutaneous  space  of  canine  rear  legs.  The  pressure 
in  these  tissues  was  then  monitored  with  Wick  catheters 
and  at  48  hours  or  longer,  the  dogs  were  killed  and  their 
compartments  and  tissues  were  evaluated  histologically. 


VOLUME  47,  NO. 4 


209 


From  this  study,  we  determined  that  only  with  direct 
intramuscular  injection  of  the  venom  was  there  any 
involvement  of  the  intracompartmental  space.  A fasci- 
ectomy  done  before  the  envenomation  could  help 
relieve  the  pressure,  but  had  no  effect  on  muscle  des- 
truction, as  noted  histologically.  Conversely,  high 
doses  of  antivenin  modestly  reduced  the  pressure  rise, 
but  definitely  helped  preserve  the  microscopic  viability 
of  the  muscle  cells. 

Because  of  these  studies  we  began  a clinical  project 
wherein  all  patients  bitten  by  rattlesnakes  had  Wick 
catheter  pressure  determinations  before  treatment.  If 
the  intracompartmental  pressures  were  less  than  30 
mm  of  mercury,  no  operation  was  recommended.  In 
more  than  15  patients  evaluated,  no  surgical  procedure 
was  recommended,  but  high-dose  antivenin  was  given 
intravenously  and  all  patients  responded  functionally 
and  systemically.  All  were  in  normal  condition  after 
three  to  four  days. 

Because  of  the  basic  science  study,  correlated  with 
our  clinical  trial,  we  now  feel  there  is  sound  rationale  for 
avoiding  surgical  intervention  and  initiating  a medical 
(antivenin)  regimen  in  most  patients  following  rattle- 
snake envenomation.  If  clinical  evidence  of  envenoma- 
tion develops,  we  initiate  antivenin  therapy  and 
measure  intracompartmental  tissue  pressure.  If 
pressures  measure  over  30  to  40  mm  of  mercury,  we 
recommend  fasciotomy  to  reduce  any  additional  insult 
to  the  compartment  contents  by  the  elevated  pressure — 
an  effect  separate  from  that  of  the  venom.  In  all  cases, 
envenomated  patients  should  receive  antivenin  of  four 
to  five  vials  per  hour  for  adults  and  up  to  eight  to  ten 
vials  per  hour  for  small  children.  If  a bite  is  subcu- 
taneous and  muscular  involvement  is  minimal,  we  feel 
surgical  decompression  is  unwarranted.  To  date  we 
have  cared  for  more  than  700  persons  envenomated  by 
rattlesnakes,  with  only  one  requiring  surgical  decom- 
pression. No  neurologic  or  functional  deficits  have 
developed  with  this  treatment  regimen. 

Steven  R.  Garfin,  M.D. 
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Spinal  Stenosis 

The  origin  of  spinal  stenosis  can  be  developmental, 
degenerative  or  a combination  of  both.  In  developmen- 
tal stenosis  there  is  a decreased  interpedicular  distance 
and  a shortening  of  the  pedicles,  reducing  the  antero- 
posterior diameter  of  the  canal.  In  the  degenerative 
type,  patients  have  canals  of  normal  dimensions  that 
become  stenotic  due  to  hypertrophic  facets  and  lamina, 
posterolateral  vertebral  body  osteophytes,  disc  hem- 
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iation,  ligament  hypertrophy  or  spondylolisthesis.  The 
stenosis  can  be  in  the  central  canal,  the  lateral  recesses 
or  at  the  intervertebral  foramina. 

Men  are  more  commonly  affected  than  women  and 
the  age  of  onset  is  usually  in  the  fourth  or  fifth  decade; 
however,  it  is  seen  in  patients  of  all  ages.  Patients 
usually  have  both  back  and  leg  pains.  About  40  percent 
will  have  pain  in  both  legs  that  may  be  radicular.  More 
often  the  leg  pains  are  characterized  by  intermittent 
claudication,  with  patients  describing  a pain  or  heavi- 
ness in  their  legs,  with  or  without  muscle  weakness, 
after  walking  a short  distance.  With  a short  period  of 
rest  the  leg  symptoms  resolve,  only  to  return  again  after 
an  equally  short  distance  of  walking.  These  leg  problems 
can  be  differentiated  from  a vascular  origin  by  Doppler 
examination,  electromyographic  studies,  bicycle  ex- 
ercise testing  and  arteriography. 

On  physical  examination  most  patients  are  found  to 
have  absent  reflexes  and  sensory  and  motor  defects,  but 
relatively  few  (less  than  25  percent)  have  a positive 
result  on  straight-leg  raising  or  Laseque’s  test.  With 
stenosis,  if  these  test  findings  are  positive,  they  will 
usually  be  positive  bilaterally. 

Narrowing  of  the  canal  and  hypertrophy  or  sublux- 
ation (or  both),  which  strongly  suggest  the  diagnosis, 
can  be  seen  on  plain  roentgenograms.  The  newer  gen- 
eration of  computerized  tomography  scanners  with 
their  improved  resolution  have  been  very  helpful  in  the 
more  difficult  cases.  Myelography  studies  will  show 
posterior  or  lateral  defects  or  an  hourglass  deformity  at 
one  or  more  levels  and  may  show  narrowing  of  the  dural 
sac. 

The  only  effective  therapy  is  surgical  decompres- 
sion. It  is  important  to  be  aware  that  in  many  cases  the 
nerve  compression  is  lateral  under  the  hypertrophied 
facets.  The  laminectomy  must  extend  laterally  to  de- 
compress the  nerve  roots  as  far  as  the  intervertebral 
foramina.  This  is  accomplished  by  an  undercutting 
partial  facetectomy  at  all  levels  where  preoperative 
studies  have  shown  compression  to  be  present. 

Graham  A.  Purcell,  M.D. 
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Vascularized  Bone  Grafts 

Vascularized  grafts  of  living  bone  offer  an  advantage 
over  conventional  nonvascularized  grafts  in  that  more 
osteocytes  will  survive  and  thus  more  rapid  healing  of 
bone  will  occur.  Bone  can  be  transferred  as  part  of  a 
composite  tissue  flap,  along  with  skin  and  fat,  and 
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nourished  by  an  attached  vascular  pedicle.  The  most 
common  flap  used  in  this  manner  is  the  groin  flap,  with 
a portion  of  the  iliac  crest  nourished  by  the  superficial 
or  deep  circumflex  iliac  artery  and  veins.  Only  relative- 
ly small  defects  can  be  covered  by  this  type  of  flap  and  it 
cannot  be  transferred  to  the  leg  in  a single  stage  except 
as  a free  flap. 

Free  vascularized  bone  grafts  for  defects  in  long 
bones  caused  by  tumor  or  trauma  have  been  possible 
with  the  development  of  microvascular  surgical  tech- 
niques. A recent  review  of  the  role  of  vascularized  grafts 
in  bone  grafting  has  shown  that  for  defects  less  than  6 
cm  conventional  autogenous  bone  grafting  techniques 
will  generally  work  satisfactorily.  For  defects  larger 
than  6 cm  vascularized  grafts  are  more  satisfactory  than 
conventional  techniques. 

The  most  suitable  donor  bone  for  long  bone  defects  is 
the  fibula.  This  bone  is  transferred  on  a vascularized 
pedicle  of  the  peroneal  artery  and  accompanying  venae 
comitantes.  Attached  peroneus  brevis  muscle  and  over- 
lying  skin  can  also  be  transferred  with  this  flap  if  needed 
as  a functional  motor  and  if  the  nerve  supply  to  the  mus- 
cle can  be  reattached  to  a motor  nerve  at  the  recipi- 
ent site. 

Weiland  and  associates  have  recently  reported  on 
the  cases  of  ten  patients  who  underwent  en  bloc  resec- 
tion of  a tumor  or  benign  lesion  and  immediate  recon- 
struction of  the  defect  with  free  vascularized  fibular 
grafts.  Lesions  resected  included  low  grade  chon- 
drosarcoma, giant  cell  tumor,  adamantinoma,  fibrosar- 
coma and  congenital  pseudarthrosis  of  the  tibia. 
Although  the  leg  must  be  protected  from  weight  bearing 
early  on,  all  patients  were  fully  weight  bearing  by  4 to 
1 2 months  postoperatively.  Grafts  were  found  to  hyper- 
trophy and  only  one  failure  was  noted. 

With  the  possibility  of  free  vascularized  bone  grafts, 
the  treatment  horizons  of  preserving  functional  limbs 
can  be  expanded  with  low  grade  malignant  and  locally 
aggressive  tumors.  One  can  do  adequate  en  bloc  resec- 
tion of  a tumor  without  fear  of  creating  a bone  defect  too 
large  for  reconstruction. 

Gary  K.  Frykman,  M.D. 
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The  Role  of  Hyperbaric  Oxygen  in 
Orthopedics 

Hyperbaric  oxygen  (HBO)  increases  tissue  oxyge- 
nation by  a factor  of  ten  or  more.  It  is  administered  by 
placing  a patient  in  a monoplace  (one-man)  or  multi- 
place chamber  and  pressurizing  the  vessel  to  two  to 
three  atmospheres  absolute  ( 1 ,5  20  to  2,2  80  mm  of  mer- 


cury). The  monoplace  chamber  is  pressurized  with 
oxygen  and  a patient  breathes  the  oxygen  in  the  cham- 
ber directly.  The  multiplace  chamber  is  pressurized 
with  air  and  pure  oxygen  is  breathed  by  a patient 
through  a mask.  At  three  atmospheres  pressure  (2,280 
mm  of  mercury)  enough  oxygen  becomes  dissolved  in 
plasma  to  meet  tissue  needs  in  the  absence  of  hemo- 
globin-borne oxygen.  HBO  supplements  the  oxygena- 
tion of  ischemic  tissues  caused  by  low  flow  states, 
edema  or  anemia. 

Gas  gangrene,  chronic  refractory  osteomyelitis  and 
crush  injury  are  the  three  orthopedic  conditions  for 
which  HBO  is  most  frequently  given.  However,  it  has 
been  used  in  3 1 other  orthopedically  related 
problems. 

In  the  past  HBO  was  used  empirically,  but  today 
information  exists  for  its  rational  application.  For  ex- 
ample, in  gas  gangrene  it  was  thought  that  HBO’s 
primary  roll  was  to  kill  clostridial  organisms.  Actually 
HBO  first  halts  formation  of  deadly  ar-toxin  and,  second, 
it  stops  bacterial  proliferation.  The  use  of  HBO  in  gas 
gangrene  is  adjunctive,  as  shown  in  the  study  of 
Demello  and  co-workers  in  which  dog  survival  rates 
were  improved  25  percent  with  HBO. 

Misconceptions  also  existed  in  the  use  of  HBO  for 
the  management  of  chronic  refractory  osteomyelitis. 
Instead  of  inhibiting  growth  of  the  offending  organism, 
as  originally  thought,  HBO  helps  to  oxygenate  the 
ischemic  environment  around  the  focus  of  infection  suf- 
ficiently for  leukocytes  to  kill  microbes  by  oxidative 
mechanisms  (Mader  and  associates). 

In  crush  injuries  and  acute  peripheral  ischemias  per- 
fusion is  often  so  compromised  that  repair  processes 
ordinarily  cannot  occur  ( Strauss).  Specific  tissue  oxy- 
gen tensions  are  required  for  neovascularization  and 
fibroblast  proliferation.  HBO  helps  achieve  these  base- 
line tensions.  This  is  also  the  proposed  mechanism  for 
HBO's  usefulness  in  related  conditions  such  as  re- 
plantation operations,  frostbite  and  compromised 
skin  grafts. 

There  are  two  promising  new  uses  of  HBO  in  ortho- 
pedics. The  first  is  in  patients  whose  circulation  is 
compromised,  such  as  those  who  have  diabetes  or 
arteriosclerosis  and  those  who  have  radiation  vasculitis 
with  infected,  nonhealing  wounds.  Limb  salvage  is  con- 
siderably improved  when  HBO  is  added  to  a com- 
prehensive wound  management  regimen.  Also,  HBO 
substantially  reduces  muscle  necrosis  and  edema  in 
dogs  that  have  experimentally  induced  intramuscular 
compartment  syndromes. 

Hyperbaric  oxygen  is  remarkably  free  of  untoward 
side  effects.  Complications  such  as  oxygen  toxicity, 
middle  ear  barotrauma  and  confinement  anxiety  are 
well  controlled  with  appropriate  preexposure  orienta- 
tions, medications  and  treatment  schedules.  Contra- 
indications to  HBO  are  few.  Fever,  acidosis  and 
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dehydration  lower  the  threshold  for  oxygen  toxicity  and 
should  be  corrected  before  treatments  are  started. 
Nicotine  use  makes  HBO  ineffective  and  should  be  dis- 
continued during  the  course  of  treatments.  Viremias 
may  become  fulminating  infections  during  HBO  ex- 
posure and  thus  are  an  absolute  contraindication  to  its 
use.  Pregnancy  is  a relative  contraindication  because  of 
possible  teratogenic  effects. 

Orthopedic  indications  for  HBO  will  become  better 
defined  with  perfection  of  the  techniques  for  direct 
measurement  of  tissue  oxygen  tensions  and  intramus- 
cular compartment  pressures.  Its  use  then  will  be  based 
on  objective  measurements  rather  than  diagnoses.  Pro- 
bably HBO’s  most  promising  orthopedic  role  will  be  as 
an  adjunct  to  the  management  of  wound  healing  and 
trauma. 

Michael  B.  Strauss,  M.D. 
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Surgical  Management  of  Scoliosis 

With  the  advent  and  support  of  school-based  screen- 
ing programs,  there  appears  to  be  a definite  decrease  in 
the  number  of  cases  of  more  severe  idiopathic  scoliosis 
being  seen  on  initial  evaluation.  The  cost  effectiveness 
of  such  screening  has  been  well  established.  A certain 
number  of  patients  continue  to  be  seen,  however,  who 
have  undetected  large-curve  idiopathic  scoliosis.  Some 
patients  will  not  cooperate  in  preventive  programs  of 
bracing  and  progression  of  their  curvatures  may 
occur. 

In  the  past  20  years,  instrumentation  for  the  surgical 
treatment  of  scoliosis  has  been  developed  and  refined. 
The  surgical  spinal  instrumentation  procedure  is 
routinely  augmented  by  a spinal  fusion  using  harvested 
autogenous  bone,  usually  from  the  iliac  crest.  When 
autogenous  sources  are  deficient  or  inadequate  in 
amount,  homologous  bank  bone  can  be  used  solely  or 
to  augment  inadequate  amounts  of  autogenous  bone. 
Surgical  intervention  is  generally  reserved  for  thoracic 
curvatures  of  more  than  40  degrees,  particularly  in 
skeletally  immature  persons  with  decompensated  spinal 
alignment.  Similarly,  lumbar  curvatures  of  more  than 
50  degrees  are  usually  managed  surgically.  In  addition, 
adults  in  whom  pain  has  developed  or  in  whom 
evidence  of  the  progressive  curve  increase  is  recorded 
( or  both)  may  also  be  candidates  for  surgical  correction 
and  stabilization. 

The  Harrington  rod  instrumentation  and  spinal 
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fusion  procedure  is  the  standard  technique  used  in  most 
cases.  The  surgical  approach  is  directly  posterior,  in 
which  the  paraspinous  muscles  are  separated  subperio- 
steally  from  the  lamina  out  to  the  transverse  processes. 
After  instrumentation  and  correction  the  spinal  fusion 
is  done  by  laying  bone  graft  on  the  decorticated  bone 
surfaces  thus  exposed.  Large  spinal  curvatures  in 
patients  with  neuromuscular  handicaps  and  curvatures 
greater  than  70  degrees  and  involving  lumbar  and 
thoracolumbar  areas  with  exaggerated  lumbar  lordosis 
are  often  best  treated  by  a combined  anterior  and 
posterior  approach.  Initially  an  anterior  thoracicoab- 
dominal  retroperitoneal  approach  to  the  spine  is  made 
and  the  intervertebral  discs  are  removed.  The  anterior 
spine  can  be  supported  with  various  devices  that 
include  a Dwyer  or  Zelke  apparatus;  this  enables 
excellent  correction  and  stability.  In  about  two  weeks  a 
second  step  is  done  by  a posterior  Harrington  rod  and 
spinal  fusion  procedure,  which  provides  additional 
correction  and  improves  stability  and  chances  for 
successful  fusion. 

Recently  segmental  posterior  spinal  instrumentation 
has  been  developed  and  seems  well  suited  to  patients 
who  have  neuromuscular  complications  and  who 
poorly  tolerate  postoperative  casting  support  or  braces. 
In  this  posterior  fusion  technique,  longitudinal  rod 
devices  are  also  used.  Wires  are  looped  around  the 
lamina  at  each  level  or  segment  and  are  secured  to  the 
longitudinal  rods  by  twisting  tightly.  This  provides  a 
very  stable  fixation  and  is  combined  with  a bone 
grafting  fusion  technique.  Although  surgical  correc- 
tions afforded  by  this  technique  are  similar  to  the 
Harrington  rod  procedure,  the  improved  stability  of  the 
device  obviates  the  need  for  postoperative  cast  or 
brace  support,  which  may  prove  to  be  an  advantage. 
The  increased  potential  for  technical  problems  with  the 
segmental  procedure  and  longer  operating  time  may  be 
drawbacks,  however. 

Intraoperative  or  procedure- related  complications 
have  also  been  subject  to  new  developments.  The 
potential  problem  of  blood  transfusion  required  during 
most  procedures  has  been  altered  by  autogenous  donor 
programs  for  older  adolescents  and  cell- retrieval  sys- 
tems that  allow  shed  erythrocytes  to  be  collected  and 
recirculated.  The  ever-present  potential  for  paralytic 
complications  occurring  during  surgical  procedures  of 
the  spine  can  now  be  assessed  by  spinal  cord  monitor- 
ing techniques  in  which  evoked  potentials  are  recorded 
during  the  critical  elongation  or  stretching  stage  of  the 
procedure.  Although  at  this  time  we  do  not  fully 
understand  the  meaning  of  these  evoked  potentials,  these 
techniques  have  been  shown  to  be  sensitive  enough  to 
recognize  cord  conduction  problems.  This  seems  to  be 
a better  controlled  and  safer  monitor  than  the  prior 
practice  of  waking  the  patient  during  the  operation  to 
assess  voluntary  motor  function  in  the  legs. 

Surgical  treatment  for  scoliosis  is  a relatively  safe 
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procedure.  When  these  techniques  are  applied  to  a 
patient  who  has  the  proper  indications,  in  an  environ- 
ment with  appropriate  controls  and  experienced  man- 
agement, they  can  prevent  disabling  deformities,  afford 
correction  of  established  curves  and  prevent  disability 
resulting  from  uncontrolled  curve  progression. 

William  C.  McMaster,  M.D. 
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Orthopedic  Management  of  Patients  With 
Multiple  Injuries 

During  the  past  few  years,  experience  from  trauma 
centers  suggests  that  immediate  stabilization  of  frac- 
tures effectively  decreases  morbidity  and  mortality  of 
patients  with  multiple  injuries. 

Meek  and  co-workers  compared  victims  of  multiple 
trauma  whose  long  bone  fractures  were  fixed  in  the  first 
24  hours  after  injury  with  a similar  group  treated  more 
traditionally.  The  mortality  of  the  early  fixation  group 
was  1 in  22,  that  of  the  control  group  was  14  in  49. 

Secure  stabilization  of  skeletal  injuries  gives  patients 
more  mobility  and  reduces  the  need  for  narcotic 
analgesia,  thereby  improving  pulmonary  care.  More- 
over, the  incidence  of  posttraumatic  respiratory  dis- 
tress syndromes  is  decreased.  Continuing  blood  loss 
into  fracture  sites  may  also  be  reduced  by  rigid  fixation. 
Nursing  care  is  simplified,  compared  with  that 
required  for  patients  in  skeletal  traction  and  cumber- 
some plaster  casts. 

In  addition  to  systemic  benefits,  successful  applica- 
tion of  demanding  techniques  of  wound  care  and  fracture 
immobilization  appears  to  lower  the  risk  of  fracture 
infection,  nonunion  and  malunion.  It  also  permits 
earlier  rehabilitation  of  the  injured  parts,  with  less 
likelihood  of  permanent  functional  impairment. 

It  is  crucial  to  plan  the  management  of  skeletal 
injuries  in  the  context  of  the  whole  person.  A well- 
organized  trauma  team  is  basic.  Immediate  fracture 
fixation  should  be  undertaken  only  if  it  will  not  interfere 
with  more  urgent  life-saving  needs,  if  it  will  provide 
sufficient  stability  for  early  patient  mobilization  and  if 
it  will  enhance  the  total  care  of  patients. 

Expertise  and  equipment  should  be  available  for 
screw  and  plate  fixation,  intramedullary  nailing,  ex- 
ternal skeletal  fixation,  Harrington  rod  spine  fusion 
and  functional  bracing  techniques  like  the  halo-jacket 
and  roller-traction  cast-brace.  Multiple  surgical  teams 
are  desirable,  to  expedite  the  operative  procedures. 

Total  care  of  multiply  injured  patients  must  include 
complete,  prompt  diagnosis  of  all  injuries,  with  urgent 
treatment  of  cardiorespiratory,  cerebral  and  abdominal 
problems  that  threaten  survival.  Unstable  spine  injur- 


ies must  be  managed  so  that  the  spinal  cord  is  protected. 
Sepsis  must  be  prevented.  Effective  care  of  other 
injuries  will  minimize  their  complications  and  maxi- 
mize functional  recovery.  Patients’  nutritional  needs 
must  be  anticipated  and  met. 

Peter  G.  Trafton,  M.D. 
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Arthroscopic  Surgical  Techniques 

One  of  the  most  exciting  developments  in  orthopedic 
surgery  during  the  past  few  years  has  been  arthroscopy 
and  arthroscopic  surgical  techniques.  As  Casscells 
has  pointed  out,  arthroscopy  has  been  accepted  as  the 
most  accurate  diagnostic  test  for  knee  joint  problems.  In 
many  areas  of  North  America,  arthroscopy  represents 
the  most  common  orthopedic  procedure  done. 

The  arthroscopic  operation  is  a logical  extension  of 
diagnostic  arthroscopy,  the  concept  being:  if  you  can 
see  the  lesion  with  the  arthroscope,  then  fix  it  with  the 
arthroscope.  Essentially  the  technique  involves  the  use 
of  miniature  cutting,  biting  and  grasping  instruments  to 
carry  out  standard  surgical  repair  of  the  knee  through 
small  puncture  wounds.  In  the  mid  1970’s,  arthro- 
scopes  with  improved  optics  became  available  and 
miniaturized  instruments  were  perfected,  enabling  sur- 
geons to  begin  developing  arthroscopic  surgical  tech- 
niques. In  the  late  1970’s  motorized  instruments 
became  commercially  available  and  the  arthroscopic 
revolution  was  under  way. 

Patient  enthusiasm  has  been  a major  impetus  for  the 
rapid  development  of  arthroscopic  operative  tech- 
niques. The  major  advantages  are  decreased  morbid- 
ity, rapid  recovery  of  function  and  small  scars.  An 
arthroscopic  meniscectomy  in  a healthy  patient  re- 
quires only  a short  hospital  stay  or  an  outpatient  visit, 
and  often  the  patient  can  return  to  normal  activities 
within  two  to  three  weeks.  The  published  rates  of 
complications  are  much  lower  than  with  open  arthro- 
tomies  for  the  same  procedure. 

The  range  of  procedures  that  are  being  done  arthro- 
scopically  has  expanded  dramatically.  Initially  the 
operations  were  limited  to  the  removal  of  loose  bodies, 
obtaining  synovial  biopsies,  treatment  of  patellar  mal- 
alignment and  resection  of  meniscal  tears.  Techniques 
are  now  being  perfected  for  the  treatment  of  osteochon- 
dritis dissecans,  degenerative  arthritis  and  postsurgical 
fibrosis.  Experimentally,  development  is  proceeding 
with  techniques  for  the  suture  of  tom  menisci,  the 
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reconstruction  of  anterior  cruciate  ligaments  and  the 
use  of  lasers  for  surgical  repair  of  joints. 

It  is  too  early  to  assess  the  long-term  results  of 
arthroscopic  operative  techniques,  but,  as  noted  above, 
the  short-term  results  have  been  excellent.  The  inter- 
mediate-term evaluation  of  arthroscopic  meniscec- 
tomies indicates  that  the  results  are  comparable  with  or 
better  than  those  obtained  with  standard  techniques 
two  to  five  years  after  an  operation. 

There  are  two  major  disadvantages  of  arthroscopic 
operations.  First,  the  technique  is  difficult  to  learn  and 
to  do.  Most  skilled  arthroscopists  feel  that  it  requires 
the  experience  of  about  100  diagnostic  procedures  to 
reach  a satisfactory  level  of  proficiency  to  begin 
surgical  work.  They  also  agree  that  most  surgeons  will 
require  50  to  100  arthroscopic  surgical  procedures  to 
become  comfortable  with  the  technique.  Second,  deli- 


cate and  expensive  equipment  is  required  for  arthro- 
scopic operations,  and  this  equipment  will  not  be 
available  at  every  hospital.  The  short-term  effect  of 
these  two  factors  will  be  to  limit  the  number  of 
orthopedic  surgeons  who  do  arthroscopic  operations. 

Charles  R.  Strotz,  M.  D. 
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Connecticut  State  Medical  Society 
Professional  Liability  Insurance:  1971  to  1983 

W.  RAYMOND  JAMES,  M.D. 


The  increasing  complexity  of  medicine  and  of  the 
physician- patient  relationship  has  changed  professional 
liability  insurance  from  a necessary  but  incidental  part 
of  medical  practice  a decade  ago  to  the  primary 
concern  of  all  physicians  and  the  major  expense  in 
many  practices.  Ever  broadening  legal  definitions  of 
incompetence,  negligence,  breach  of  contract,  assault 
and  other  forms  of  professional  liability  have  rapidly 
increased  the  incidence  of  lawsuits.  Unusually  high 
punitive  damages  and  enormous  and  unreal  assess- 
ments of  damages,  as  well  as  new  concepts  of  liability 
such  as  loss  of  consortium,  wrongful  life,  cost  of  child 
rearing  and  an  ever  growing  list  have  greatly  inflated 
losses.  The  rate  of  premium  increase  during  this  decade 
has  more  than  doubled  that  of  inflation,with  little 
prospect  of  slowing  in  the  near  future. 

The  CSMS — Aetna  Plan 

A little  over  a decade  ago,  the  Connecticut  State 
Medical  Society’s  Committee  on  Insurance  recognized 
the  need  for  review  of  this  increasingly  complex  and 
expensive  field.  In  April,  1971,  the  House  of  Delegates 
of  the  Connecticut  State  Medical  Society  followed  the 
committee’s  recommendation  and  approved  an  agree- 
ment with  the  Aetna  Insurance  Company.  In  exchange 
for  endorsement  the  insurance  company  agreed  to 
make  policies  available  to  all  Society  members  for  a 
five  year  period  (renewed  in  1976  for  another  five 
years).  Provisions  were  made  for  peer  review  prior  to 
cancellation,  for  claims  review  by  physician  panels  and 
for  annual  reports.  Aetna  would  support,  with  the 
Society,  educational  programs. 

Rates  during  the  first  years  of  this  agreement  were 
among  the  lowest  in  the  nation,  but  by  August,  1980, 
Aetna’s  conservative  estimates  of  accumulated  under- 
writing losses  came  to  approximately  $12  million.1 
Recently  revised  estimates  exceed  $30  million.  This 
“loss”  does  not  take  into  account  Aetna’s  gain  from 
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investment  income.*  A continual  source  of  friction 
between  Aetna  and  the  Society’s  committee  was  the 
unavailability  of  investment  income  data  to  the  Society. 
The  generally  favorable  experience  of  these  years  was 
also  marred  by  several  major  changes  announced  by 
Aetna  without  consultation  with  the  Society.  The  first 
was  the  abolition  of  the  right  of  the  physician  to 
determine  whether  his  case  would  be  settled  out  of 
court  or  tried.  The  settling  of  doubtful  or  nonmeritorious 
cases,  even  at  low  rates,  may  encourage  more  suits. 
Physician-owned  companies  have  settled  only  in  cases 
of  obvious  liability  and  defended  other  cases  aggres- 
sively. Aetna’s  second  arbitrary  action,  taken  without 
consultation  with  the  State  Society  or  with  Hartford 
County,  was  the  development  of  a pilot  plan  with 
Hartford  Hospital  and  the  Hartford  Hospital  medical 
staff.  The  plan  offered  lower  premiums  dependent  on 
successful  loss  reduction  through  concerted  hospital 
and  medical  staff  quality  control  and  educational 
efforts. 

By  1 975,  the  majority  of  insurance  companies,  faced 
with  progressively  increasing  losses  and  the  uncertain- 
ties of  the  “long  tail,”**  discontinued  professional 
liability  insurance  on  short  notice.  The  Society’s 
arrangement  with  Aetna  and  the  generally  favorable 
tort  law  in  Connecticut  made  it  possible  for  Aetna  and 
the  CSMS  to  weather  this  tumultuous  year  without 
significant  changes  in  rates  or  in  the  original  agreement. 
Indeed,  the  State  Society  received  a considerable  boost 
in  membership  of  over  800  physicians  who  suddenly 
found  themselves  without  other  sources  for  liability 
insurance. 

The  length  of  time  from  event  to  settlement  is  about  5H  years. 
Premiums  set  aside  to  cover  anticipated  losses  are  invested  during 
this  period.  The  accumulated  premiums  are  considerable.  Invest- 
ment income  each  year  at  current  high  interest  rates  may  amount  to 
nearly  as  much  as  annual  premium  income.  Most  of  such  “loss” 
may  be  in  the  form  of  reserves  earning  interest. 

’•"•‘Connecticut,  with  a two  year  statute  of  limitations,  extended  by 
one  year  for  discovery,  has  an  average  5W  year  lapse  between 
occurrence  and  settlement.  At  the  beginning  of  the  premium  year 
the  insurance  company  must  guess,  with  the  aid  of  actuaries,  not 
only  the  number  and  nature  of  the  suits  that  may  be  filed  in  the 
premium  year  but  also  for  years  thereafter.  Legal  maneuvering 
may  extend  this  time  by  years,  in  some  states  beyond  2 1 years.  The 
insurance  company  continues  to  be  at  risk  throughout  this  “long 
tail.” 
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The  Society’s  major  action  during  this  crisis  was  to 
approach  the  legislature  with  an  extensive  list  of 
proposed  tort  reforms.  The  legislature  appointed  a 
commission  to  study  professional  liability.  The  Society 
appropriated  $100,000  for  its  expenses  incurred  in 
promoting  this  effort.  Several  legislative  changes  were 
made.  The  major  change  was  legislation  guaranteeing 
peer  review  immunity  making  possible  greater  physi- 
cian participation  in  claims  management  and  risk  pre- 
vention programs  and  in  the  identification  of  high  risk 
physicians.  The  State  Society  continues  to  have  a 
strong  legislative  program  with  a lobbyist  assisting  the 
staff  and  an  effective  legislative  committee.  In  recent 
years  no  tort  legislation  opposed  by  the  Society  has 
passed.  We  are  one  of  the  few  states  to  have  this 
fortunate  recent  history. 

Rising  Premiums  Trigger  CSMS  Action 

Although  Aetna  had  increased  premiums  steadily 
throughout  the  previous  eight  years,  these  increases 
were  usually  in  line  with  inflation  and  produced  little 
reaction  in  the  Society.  But  in  1 979  Aetna  announced  a 
25%  premium  rate  increase.  The  response  of  the 
Society,  through  the  Professional  Liability  Committee, 
was  the  appointment  of  subcommittees  to  look  for  relief 
from  this  and  future  increases.  These  included  a 
committee  on  tort  reform,  a committee  on  off-shore 
insurance  alternatives,  a committee  on  captive  insur- 
ance companies  and  a committee  to  investigate  other 
commercial  alternatives. 

Tort  Reform 

The  first  subcommittee  found  that  tort  reform  is 
neither  an  easy  nor  an  effective  means  of  control  of 
professional  liability  costs.  Changes  in  tort  law  must 
apply  to  all  legal  areas  and  not  just  physician  liability. 
Attempts  to  change  tort  law  are  not  well  received  by 
legislators  who  must  think  in  terms  of  welfare  of  injured 
parties  as  well  as  the  costs  of  medical  care.  Physicians 
are  viewed  with  suspicion  by  legislators,  many  of 
whom  believe  that  most  physicians  are  wealthy  and  can 
well  afford  high  malpractice  premiums.  Many  attorneys 
have  a different  perspective  on  tort  reform,  for  this  is  a 
lucrative  area  in  the  practice  of  law. 

Six  years  after  the  major  crisis  of  1975,  a consider- 
able experience  in  tort  reform  had  accumulated.  In 
Indiana  a physician-governor  influenced  legislative 
enactment  of  comprehensive  tort  changes.  Many  of 
these  reforms  fell  in  court  challenges  to  the  question  of 
constitutionality.  In  spite  of  the  extensive  program, 
both  the  incidence  and  costs  of  professional  liability 
suits  have  continued  to  rise  in  Indiana  at  rates  compar- 
able to  those  in  neighboring  states.  Indiana  has  recently 
inaugurated  a physician-owned  insurance  company 
which  was  to  start  business  in  mid- 1982.  In  1979  and 
1980  the  California  legislature  also  adopted  extensive 
tort  reforms.  Again,  many  of  the  reforms  have  fallen  in 
court  to  questions  of  constitutionality  and,  again,  those 


reforms  which  have  not  been  questioned  in  court  have 
had  little  effect  on  the  incidence  or  cost  of  professional 
liability.  Indeed,  in  California  the  definition  of  mal- 
practice has  been  widely  expanded  and  multimillion 
dollar  lawsuits  are  now  commonplace. 

Other  alternatives,  such  as  compensation  or  no-fault 
laws,  were  studied  in  committee  and  thought  to  be 
presently  impractical  to  achieve.  Some  court  relief  may 
be  obtained  in  legislative  support  for  structured  settle- 
ments, a system  which  reduces  the  cost  of  very  large 
suits,  and  in  the  limitation  of  damages.  Although  very 
dramatic,  these  high  cost  suits  had  not  in  the  past 
contributed  greatly  to  the  cost  of  liability  insurance.  It 
can  be  anticipated  that  they  will  in  the  future. 

Negotiations  with  Aetna 

As  a further  increase  of  some  70%  in  1980  was 

1 

proposed  by  Aetna,  negotiations  with  Aetna  moved 
from  the  subcommittee  and  became  the  primary  re- 
sponsibility of  the  officers  of  the  Society  in  cooperation 
with  the  staff  and  the  chairman  of  the  Professional 
Liability  Committee.  The  position  of  the  Society  was 
greatly  enhanced  by  the  concurrent  decision  to  seek  a 
charter  from  our  State  legislature  and  to  organize  a 
“captive”  insurance  company.*  The  plan  finally  agreed 
upon  with  Aetna : for  1 98 1 included  a reduction  of  the 
premium  increase  from  70%  to  60%,  a reduction  of 
agents'  commissions  from  1Vi%  to  3 14%,  abolition  of 
the  contingency  fund  of  3%  and,  most  significant,  an 
agreement  to  return  unused  premiums,  and  up  to  50% 
of  unused  investment  income.  Included  also  was  a 
three  year  guarantee  of  availability,  peer  review  before 
cancellation,  and  increased  physician  involvement  in 
claims  management.  Aetna  employed  additional  staff 
in  claims  management  and  proposed  a program  similar 
to  that  effectively  operated  by  the  New  Jersey  physician- 
owned  insurance  company. 

Threatened  by  the  possibility  of  a CSMS  physician- 
owned  company,  Aetna  insisted  that  these  agreements 
depend  on  continued  subscription  of  at  least  2,500 
Society  members.  Following  the  later  withdrawal  of 
the  Society’s  endorsement,  the  profit  sharing  feature 
became  inoperative.  Whether  Aetna’s  profit  sharing 
plan  applied  to  individual  physicians  or  counties  would 
have  resulted  in  retention  of  a significantly  larger  part 
of  the  market  and  would  have  functioned  to  the 
advantage  of  Aetna  and  the  physicians  remaining  with 
Aetna  is  a matter  of  speculation.  The  progress  of 
similar  Aetna  plans  adopted  by  several  other  state 
societies  will  be  watched  with  interest. 

Planning  a Connecticut  “Captive” 

The  Subcommittee  to  study  Physician-owned  Com- 
panies investigated  charter  companies,  both  in-state 
and  “off  shore,”  and  possible  association  with  other 
already  formed  physician-owned  companies  such  as 

*A  company  owned  by  physician-insureds  and  operated  by  their 
State  Medical  Society. 
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New  York’s,  New  Jersey’s  and  one  ofCalifomia’s.  The 
outcome  was  a recommendation,  subsequently  ap- 
proved by  the  CSMS  Council,  for  a study  of  the  feasi- 
bility of  forming  a captive  company  in  Connecticut.  In 
February,  1980,  the  Professional  Liability  Committee 
interviewed  a number  of  consultant  organizations  and 
recommended,  and  the  Society  approved,  the  employ- 
ment of  American  Health  Systems,  Inc.,  of  San 
Francisco,  California,*  represented  by  John  Dorset!  3 
The  Society  also  employed  the  firm  of  Milliman  and 
Robertson,  Inc.,  consulting  actuaries  of  Pasadena, 
California,  represented  by  David  Bickerstaff,  to  do  an 
actuarial  analysis  to  serve  as  a basis  for  the  feasibility 
study.  To  the  surprise  of  the  Committee  and  the 
Council,  the  report  given  in  September  indicated  that 
Aetna's  rates,  despite  the  25%,  and  proposed  70% 
increases,  were  actually  discounted.**4  Connect- 
icut's liability  costs  apparently  no  longer  could  compare 
favorably  with  the  rest  of  the  country.  The  American 
Health  Systems  recommended  that  the  Society  should 
continue  for  the  present  with  Aetna,  considering  its 
favorable  premium  rates,  but  should  continue  to  develop 
a physician- owned  insurance  company  as  the  most 
feasible  long-term  plan. 5 In  October,  1 980,  the  Council 
accepted  the  report  and,  after  considerable  discussion, 
voted  unanimously  “.  . . to  approve  the  concept,  as 
outlined  in  Mr.  Dorsett’s  report  of  October  2.”  The 
Committee  on  Professional  Liability  was  “authorized 
to  proceed  with  American  Health  Systems  to  get  in 
place  by  May  1 alternate  plans  that  could  be  imple- 
mented with  dispatch.” 6 Meanwhile,  negotiations  with 
Aetna  were  to  be  continued.  In  January,  1981,  the 
Aetna  program,  as  outlined  above,  was  endorsed  by  the 
Society  with  the  understanding  by  both  Aetna  and  the 
Society  that  development  by  CSMS  of  the  captive 
company  would  continue.7 

Following  the  October  1 980  action,  the  Council  had 
directed  its  attorneys  to  prepare  a charter  for  a physi- 
cian-owned insurance  company,  to  be  known  as  “Con- 
necticut Medical  Insurance  Company”  (CMIC),  for 
legislative  approval.  The  Society’s  staff  along  with  the 
lobbyist  and  officers  spent  much  time  developing  a plan 
for  presentation  to  the  legislature.  At  the  legislative 
hearing  the  major  testimony  was  given  by  John  Dorsett 
of  American  Health  Systems,  outlining  the  Connecticut 
Medical  Insurance  Company  as  eventually  proposed 
to  the  CSMS  House  of  Delegates.  Testimony  was  also 
given  by  the  Professional  Liability  Committee  Chair- 

* American  Health  Systems,  Inc.  is  a San  Francisco  based  corpora- 
tion providing  consultative  and  technical  services,  primarily  (90%) 
to  physician’s  organizations,  with  a principle  interest  in  professional 
liability. 


‘"■Discounted . . . the  amount  of  premium  assigned  to  loss  is  less 
than  the  anticipated  loss,  the  difference  to  be  made  up  from 
investment  income.  Except  for  the  uncertainties  of  future  interest 
rates  and  the  economy,  current  premiums  could  be  discounted  30- 
50%.  Aetna’s  rate  had  apparently  been  discounted  significantly 
for  several  years. 


man,  the  Legislative  Committee  Chairman  and  the 
President  of  the  Society.  Emphasized  was  the  impor- 
tance of  improved  physician  performance  through  the 
efforts  of  a physician-owned  insurance  company.  No 
opposition  developed  and  the  charter  bill  was  passed 
by  the  legislature  on  the  consent  calendar. 

Other  Options 

In  the  meantime  the  Professional  Liability  Commit- 
tee was  proceeding  in  other  directions.  Approached  by 
several  insurance  agencies  interested  in  administering 
a captive  insurance  program,  the  committee  chairman 
reported  to  the  Council  that  such  agencies  would  do 
independent  actuarial  studies  at  no  cost  to  the  Society. 
The  Council  did  not  object  to  pursuing  this  line,  and  the 
Professional  Liability  Committee  received  a number  of 
reports  from  a number  of  actuaries,  all  but  one  con- 
firming the  Society’s  figures.  The  Committee  favored 
this  dissenting  actuary,  who  had  also  served  New  York 
and  Florida.  A brief  check  revealed  that  New  York  and 
Florida  were  probably  the  only  physician-owned  com- 
panies in  trouble  in  the  United  States;  their  difficulties 
seemed  to  emanate  from  under-estimation  of  premiums 
from  inaccurate  actuarial  estimates.  Subsequent  finan- 
cial difficulties  in  New  York  have  confirmed  this 
impression.  The  actuary  recommended  is  no  longer 
serving  the  New  York  company. 

Instead  of  proceeding  with  the  development  of  plans 
with  American  Health  Systems  as  expected  by  the 
Society,  the  Committee  negotiated  with  several  agen- 
cies, apparently  with  a view  to  recommending  a 
replacement  for  American  Health  Systems.  The 
Committee  did  not  meet  with  American  Health  Systems 
or  their  representatives  or  engage  in  any  discussions 
with  the  American  Health  Systems  or  with  Mr.  Dorsett 
to  develop  plans  for  a Connecticut  Medical  Insurance 
Company. 8 In  anticipation  of  a major  role  in  the 
development  of  the  captive  company  for  the  Profes- 
sional Liability  Committee,  the  Council  had  appointed 
an  ad  hoc  committee  of  the  Council  “to  supplement  the 
Committee  on  Professional  Liability’s  negotiations 
with  Mr.  Dorset!”9  As  the  Professional  Liability 
Committee’s  actions  became  increasingly  at  variance 
with  the  Society's  intentions,  attendance  rapidly  de- 
creased and  the  ad  hoc  committee  became  inactive.  In 
February,  1981,  five  attending  members  of  the  Profes- 
sional Liability  Committee,  by  a 3 to  2 vote  on  a motion 
made  by  the  chairman,  unsuccessfully  proposed  that 
the  Council  “withdraw”  its  unanimous  action  of  the 
previous  October  endorsing  American  Health  Sys- 
tems. 10  Subsequently  the  Committee  recommended  to 
the  Society  a complex  proposal  from  a brokerage  firm 
using  actuarial  figures  which  were  inadequate.  The 
premiums  as  outlined  did  not  provide  for  adequate 
reserves  and  would  not  have  been  approved  by  the 
State  Insurance  Commissioner.  The  representatives  of 
the  company  making  this  proposal  not  only  presented  a 
fiscally  unsound  plan,  but  also  attempted  to  undermine 
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the  legal  status  of  the  American  Health  Systems’  re- 
presentative. 

Finally,  in  late  January,  in  the  absence  of  action  by 
the  Professional  Liability  Committee,  the  President  of 
the  Society  and  the  Chairman  of  the  Council  requested 
American  Health  Systems  to  proceed  with  develop- 
ment of  the  CMIC  captive  along  the  line  of  the  plan 
previously  presented  to  the  legislature.  In  a special 
meeting  the  CSMS  Council  approved  the  American 
Health  Systems'  plans  and  on  April  29th,  1981,  the 
CSMS  House  of  Delegates,  with  no  dissenting  vote, 
approved  the  plans  and  appointed  members  to  the 
Corporate  Board  and  the  Management  Committee  to 
organize  and  manage  the  Connecticut  Medical  Insur- 
ance Company  for  the  Society.12  At  the  organizational 
meeting  of  the  new  council  on  May  20th,  extensive 
actions  were  taken  to  begin  the  organization  of 
CMIC. 

The  CNA  Arrives 

In  the  summer  of  1980,  disillusioned  by  Aetna’s 
agreement  with  the  Hartford  Hospital  and  its  medical 
staff,  and  aware  of  physicians’  resentment  towards 
Aetna,  representatives  of  the  Hartford  County  Medical 
Association  had  approached,  through  the  Arthur  Wat- 
son Agency,  other  companies  including  CNA.*  The 
Hartford  County  Association  has  had  a long  and 
beneficial  relationship  with  the  Arthur  Watson  Com- 
pany, which  serves  as  agent  for  the  popular  and 
successful  group  insurance  plans  offered  by  the  Asso- 
ciation. In  December,  1980,  CNA  representatives 
contacted  Connecticut  State  Medical  Society  staff 
members  at  the  AMA  House  of  Delegates  meeting  in 
Chicago.  In  February,  1981,  the  officers  of  the  State 
Society  met  with  CNA  representatives  to  review  a plan 
which  might  be  presented  to  the  Society.  This  proposal 
offered  no  advantages  over  Aetna's.  There  was  no  real 
profit-sharing  feature  and  the  proposal  offered  little  in 
the  way  of  risk  prevention  and  claims  programs  such  as 
Aetna  was  proposing.  Premium  schedules  were  not 
then  available.  At  the  time  CNA  had  apparently 
contacted  leaders  of  "Healthcare”  in  New  Haven** 
and  offered  them  premium  rates  well  below  the  current 
Aetna  schedule.  The  New  Haven  IPA  did  endorse  the 
proposal  and  CNA  then  had  further  conversations  with 
Hartford  County  Medical  Association  Trustees  and 
made  a proposal  with  very  favorable  premium  rates. 
The  proposal  was  supported  by  the  Hartford  County 
Trustees  who  requested,  however,  that  the  plan  be 
offered  to  the  CSMS  Council  as  a statewide  plan  before 
final  approval.  CNA  representatives  and  the  Fairfield 
County  Association  also  began  discussion  of  the 

*A  conglomerate  insurance  company  based  in  Chicago.  The  Con- 
necticut professional  liability  insurance  would  be  placed  with  the 
Continental  Casualty  Company. 


**Healthcare,  Inc.,  is  an  IPA  (Individual  Practice  Association)  con- 
ducted by  physicians  of  the  New  Haven  County  Medical  Associa- 
tion. 


proposal.  The  proposal  was  then  presented  in  detail  to  a 
special  meeting  of  the  CSMS  Council  on  June  15, 

1981.  The  plan’s  premium  rates  were  well  below  the 
current  Aetna  rates.  In  order  to  give  full  consideration 
to  all  possible  alternatives,  the  State  Society  postponed 
action  until  the  regular  meeting  of  June  25,  1981. 

Early  rumors  had  suggested  that  Aetna's  premium 
schedule  might  be  increased  by  as  much  as  35%  for 

1 982.  Following  approval  of  the  charter  by  the  legisla- 
ture, it  was  rumored  that  the  figure  would  be  reduced  to 
something  less  than  10%.  The  Aetna  Insurance  Com- 
pany, however,  reported  that  they  would  not  have  rates 
available  before  mid- August.  In  the  meantime,  Ameri- 
can Health  Systems  was  proceeding  with  the  legal  and 
organizational  steps  necessary  to  form  the  Connecticut 
Medical  Insurance  Company.  Unfortunately,  the  CMIC 
Management  Committee  and  Corporate  Board  created 
by  the  House  of  Delegates  had  not  met  during  the  fertile 
period  after  the  CSMS  House  of  Delegates  meeting  of 
April  29.  No  preliminary  work  had,  therefore,  been 
undertaken  on  premiums  and  rates.  Consequently,  the 
Council  requested  American  Health  Systems  to  advise 
the  Council  at  its  June  25th  meeting  as  to  practical 
premium  rates  and  structures  for  comparison  with  the 
CNA  proposal.  The  day  after  the  June  15th  special 
council  meeting,  and  nine  days  before  the  CSMS 
Council  could  act,  the  Hartford  County  Trustees 
endorsed  the  CNA  plan. 

The  Decision 

On  June  25,  1981,  American  Health  Systems  re- 
ported to  the  CSMS  Council  that,  in  their  opinion,  the 
success  of  CMIC  would  depend  on  support  of  the 
Hartford  County  Society  and  withdrawal  of  the  Hart- 
ford Trustees  endorsement  of  CNA.  The  rate  schedule 
recommended  by  American  Health  Systems  included 
territorial  rating,*  a new  concept  in  Connecticut.  Since 
most  of  the  loss  statistics  in  Connecticut  were  in  the 
hands  of  Aetna,  there  was  no  way  of  demonstrating  the 
validity  of  territorial  rating,  although  opinions  from 
Aetna  and  elsewhere  had  indicated  a much  higher  loss 
rate  in  Fairfield  and  New  Haven  Countries  than  in  the 
rest  of  the  state. 

Finally,  the  CSMS  Council  was  faced  with  four 
alternatives.  The  first  was  to  continue  with  the  formation 
ofCMIC  as  directed  by  the  House  of  Delegates  (which 
would  probably  depend  on  Hartford’s  withdrawing  its 
endorsement  of  CNA  and  the  approval  of  territorial 
rating).  The  second  was  to  continue  support  for  the 
Aetna  plan  for  the  coming  year,  an  alternative  that  was 
made  difficult  by  the  inability  of  Aetna  to  commit  itself 
to  a premium  schedule  at  the  time.  The  third  was  to 
endorse  the  CNA  proposal.  The  fourth  was  to  postpone 
any  action  pending  further  study  and  negotiation. 
Delay  would  undoubtedly  have  resulted  in  continued 

*Territorial  rating  is  a method  of  pricing  insurance  by  dividing  a state 

into  geographic  regions  and  setting  rates  for  each  region  to  reflect 
previous  regional  loss  experience  levels. 
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aggressive  marketing  of  the  CNA  plan  by  the  Arthur 
Watson  Agency  through  the  county  associations.  This 
would  have  weakened  the  prospects  of  success  for 
statewide  marketing  of  the  CMIC,  and  probably  would 
have  reduced  Aetna  participation  below  the  2,500 
needed  to  support  an  Aetna  agreement  Delay  also 
would  have  reduced  the  role  of  the  State  Society  and 
eliminated  the  possibility  of  developing  a unified  state- 
wide program.  To  have  marketed  the  CMIC  under 
these  circumstances  would  have  the  State  Society 
competing  with  the  county  associations.  Not  to  proceed 
would  leave  most  of  the  county  associations  feeling  that 
Hartford  County  was  dictating  the  State  Society's 
actions. 

After  much  debate  among  the  councillors  centering 
around  the  short  time  interval  and  the  difficulty  of 
organizing  the  CMIC  and  marketing  it  against  such 
difficult  competition,  and  the  advisability  of  taking 
CNA’s  obviously  heavily  discounted  rates,  a motion  to 
request  the  Hartford  County  Trustees  to  rescind  their 
action  was  defeated  by  a close  vote.  The  CNA 
proposal  was  then  endorsed.  Aetna  was  notified  that 
the  CSMS  endorsement  of  their  plan  would  be  with- 
drawn as  of  the  end  of  the  year.  Development  of  the 
CMIC  was  continued 12  and  by  mid- August  the  com- 
pany was  organized  and  placed  “on  the  shelf’  ready  to 
begin  operation  whenever  desired. 

In  August,  1981,  Aetna  began  marketing  both 
occurrence  and  claims-made  policies*  with  territorially 
rated  premiums  and  with  special  classifications  favor- 
able to  ophthalmologists  and  several  other  low- loss 
groups.  Aetna’s  rates  in  the  small  counties  were 
actually  reduced  and  comparable  to  the  CNA  rates.  A 
number  of  individual  physicians,  thought  by  Aetna  to 
be  poor  risks,  were  notified  that  their  policies  would  not 
be  renewed  at  the  end  of  the  year.  Now  freed  from  its 
formal  relationship  with  CSMS,  Aetna  had  apparently 
opted  to  compete  for  low-risk  physicians  only,  and  to 
withdraw  from  the  expensive  high  risk  areas,  a policy 
which  might  also  have  occurred  in  competition  with 
CMIC. 

The  Arthur  Watson  Agency,  CNA’s  managing 
general  agent,  proceeded  with  an  aggressive  sales 
campaign.  By  October,  1981,  some  2,500  subscribers 
had  transferred  to  CNA.  This  number  was  sufficient  to 
support  the  endorsed  agreement  that  rate  increases 
would  not  exceed  35%  for  the  following  policy  year. 

The  1982-83  Policy  Year 

For  the  current  year,  1 982-83,  the  IPA  members  in 
New  Haven  County  continue  to  have  more  favorable 
CNA  rates  than  other  physicians  in  the  county  or  in  the 

*“ Occurrence”  policies  insure  for  events  that  occur  during  the  policy 
year  regardless  of  when  the  claims  are  made.  “Claims-made” 
policies  insure  for  claims  made  during  the  policy  year  regardless  of 
when  the  event  occurred.  “Modified  claims-made”  is  a claim- made 
policy  which  insures  future  claims  in  case  of  death  or  disability  and, 
in  defined  cases,  retirement. 


state.  The  Hartford  County  CNA  plan  is  the  same  as 
the  statewide  plan.  The  Hartford  Hospital  staff  has 
continued  in  its  special  Aetna  plan.  The  revised  CNA 
rate  schedule  for  1983  is  increased  an  average  24% 
with  significant  changes  in  some  categories.  There  is 
still  no  territorial  rating,  and  the  CNA  commitment  is 
to  continue  one  more  year  before  negotiating  such 
changes.  While  the  rates  in  some  categories  and  in  the 
four  smaller  counties  are  competitive,  the  1983  Aetna 
territorial  rates  generally  remain  well  above  CNA's. 
Other  insurance  companies  have  appeared  in  the  state, 
notably  St.  Paul  Insurance  Company  which  has  begun 
aggressive  marketing  of  claims-made  policies  to  groups 
and  individual  physicians.  Obstetricians  and  psychia- 
trists have  national  plans  favorable  to  their  specialties. 

Comments 

The  ten  year  involvement  of  the  Connecticut  State 
Medical  Society  in  a unified  professional  liability 
program  has  been  a positive  experience  in  spite  of 
expenditures  approaching  $300,000.  The  availability 
of  insurance  for  members,  and  perhaps  also  the  en- 
hancement of  the  visibility  of  the  State  Society,  have 
resulted  in  a 25%  increase  in  membership  with  the 
largest  increase  during  the  1975-76  crisis.  Premium 
rates  during  this  decade  have  been  low  compared  to  the 
rest  of  the  country.  The  increased  competition,  oc- 
casioned by  the  chartering  of  the  Connecticut  Medical 
Insurance  Company,  and  negotiation  with  the  various 
insurance  companies  have  resulted  in  premium  reduc- 
tions which  saved  millions  of  dollars  for  Society 
members.  The  Society  has  made  preliminary  progress 
in  areas  of  physician  participation  in  claims  manage- 
ment and  in  risk  management.  A large  pool  of  knowledge 
concerning  professional  liability  has  been  acquired  by 
the  staff  and  by  the  leaders  of  the  Society. 

1982  has  seen  a moratorium  in  Society  activities  in 
professional  liability.  It  will  be  some  time  before 
experience  with  CNA's  claim  management  program 
accumulates.  There  is  as  yet  little  development  of  risk 
management  programs.  The  CSMS  Claims  Review 
Panels  continue  to  function  for  Aetna  claims,  and 
County  level  claims  review  and  insurability  review 
committees  for  CNA  have  been  formed  and  are  active 
but  with  varying  impact  on  CNA  actions.  The  JCAH 
continues  to  push  for  risk  management  through  quality 
assurance  committees  in  hospitals,  a program  not  yet 
notably  active  or  effective  in  Connecticut. 

Perhaps  competition  among  commercial  companies 
on  a county  level  with  increased  local  activity  in  risk 
and  claims  management  will  be  the  most  effective  route 
for  the  near  future.  At  the  state  level,  however, 
Connecticut  seems  to  be  in  a weaker  position  than  in 
1971.  We  have  a statewide  endorsed  plan  with  rates 
that  are  quite  favorable  or  at  least  discounted  signifi- 
cantly. There  is  little  in  the  present  plan  that  offers  any 
real  hope  that  the  steadily  increasing  incidence  and 
cost  of  professional  liability  suits  will  not  continue. 
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Reasonable  estimates  are  that  only  five  percent  of 
potentially  compensable  events  now  result  in  claims. 
The  potential  for  increase  is  enormous.  Neither  is  there 
reasonable  expectation  that  costs  of  claims  will  not 
continue  to  escalate. 

It  seems  unlikely  that  legislative  changes  will  make 
professional  liability  a manageable  problem.  The  only 
alternatives  open  to  physicians  are  claims  and  risk 
management  programs  that  will  convince  the  public 
that  physicians  are  competent  and  are  policing  their 
own  colleagues  and  will  actually  reduce  the  number  of 
potentially  compensable  events.  It  is  in  these  areas  that 
captive  companies  offer  the  most  promise  since  the 
company  itself  has  both  the  framework  and  the  organ- 
ized motivation  to  promote  effective  risk  management 
programs.  It  has  been  the  experience  in  the  last  few 
years  that  most  developing  risk  management  programs 
and  most  improvement  in  claims  management  have 
come  about  through  the  efforts  of  physician-owned 
insurance  companies.  Now  over  half  of  all  physicians 
in  the  United  States  are  insured  through  physician- 
owned  companies.  With  the  possible  exception  of  New 
York  State,  these  companies  have  apparently  become 
stable  and  successful,  although  seven  years  or  less  is 
not  a sufficient  period  to  establish  true  merits. 

Our  experience  during  the  last  two  years  emphasizes 
the  difficulty  of  organizing  a captive  insurance  com- 
pany. It  was  surprisingly  easy  for  CNA  to  divide  the 
State  by  splitting  off  the  New  Haven  Foundation  and 
the  Hartford  County  Association.  It  is  hard  to  under- 
stand how  the  Professional  Liability  Committee  could 
have  been  influenced  to  work  at  cross  purposes  with  the 
State  Society  and  significantly  impede  the  development 
of  the  Connecticut  Medical  Insurance  Company. 

Experience  in  other  states  had  led  the  Society  to 
expect  strong  competition  in  starting  a captive  com- 
pany. Most  of  this  competition  was  expected  to  come 
from  Aetna  In  the  May  20,  1981,  Council  meeting  a 
strong  feeling  of  commitment  to  the  development  of  the 
CMIC  regardless  of  competition  was  evident.  It  was 
expected  that  there  would  be  rate  cutting  by  the 
competition.  The  Council  seemed  committed  to  the 
idea  that  a company  must  be  soundly  financed,  soundly 
based  and  well  capitalized;  in  the  beginning  it  might 
require  higher  premiums  than  the  competition  might 
offer.  Within  a few  weeks,  this  commitment  wavered  in 
favor  of  short  term  expediency. 

With  today's  high  interest  rates,  the  large  cash  flow 
of  liability  insurance  may  be  attractive  to  insurance 
companies  and  the  Society  may  be  able  to  maintain 
competition  which  will  continue  to  bring  premiums 
comparable  to  those  of  the  captive  companies.  Although 
there  continue  to  be  sporadic  stirrings  of  interest  in 
CMIC,  no  definite  plans  have  been  made  for  activating 
the  company.  There  is  a strong  nucleus  favoring  a 
captive  company  in  the  Fairfield  County  Association. 
However,  it  seems  unlikely  that  the  Fairfield  Associa- 
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tion,  the  most  favored  by  the  present  uniform  rate,  will 
initiate  or  support  a plan  unless  rates  for  Fairfield 
County  physicians  are  comparable  to  present  rates. 
New  Haven  County  is  also  favored  in  the  present  plan 
and  more  so  with  the  IPA  contract.  The  Hartford 
Association  is  aligned  with  the  Arthur  Watson  Agency 
and  also  somewhat  favored  by  the  present  unified  rate. 
The  small  counties  are  the  most  likely  to  gain  by 
territorial  rating  and  presently  are  favored  in  the  Aetna 
schedule.  They  probably  do  not  have  sufficient  mem- 
bers to  promote  the  CMIC  unless  more  support  than 
seems  likely  at  present  comes  from  the  larger  counties. 
If  CNA  moves  to  territorial  rating  in  1985,  it  may  re- 
move the  present  CMIC  advantage  in  the  small  counties 
and  perhaps  its  disadvantages  in  the  larger  counties. 

The  Society  should  not  resort  to  shortcuts  or  gim- 
micks in  promoting  a captive  insurance  company. 
Premiums  should  be  adequate  to  cover  expenses  and 
losses.  Administration  should  be  the  most  capable 
available.  Capitalization  must  be  sufficient  to  protect 
the  insured.  The  company  should  be  marketed  on  its 
merits,  including  reduced  overhead,  retained  invest- 
ment income,  and  lower  long  term  costs  with  more 
effective  claims  management  and  reduction  of  poten- 
tially compensable  events.  The  Society  would  do  well 
to  keep  up-to-date  actuarial  reports  to  evaluate  the 
present  commercial  rates.  Much  can  be  gained  by 
keeping  up  with  the  status  of  the  other  captive  insurance 
companies,  including  our  continued  participation  in  the 
Physician  Insurers  Association  of  America,  the  na- 
tional organization  of  physician-owned  companies. 
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Here  we  consider  the  question  of  hospital  privileges — 
an  arrangement  which  involves  both  efficiency  and 
quality  components,  and  which  may  have  justifications 
as  either  a procompetitive  ancillary  restraint,  or  as  a 
means  of  furnishing  information  to  consumers  about 
the  quality  of  care  provided  in  a hospital.  The  grant  or 
denial  of  hospital  privileges  raises  difficult  legal,  eco- 
nomic and  policy  issues.  In  some  instances,  denial  may 
be  procompetitive,  but  in  others,  the  potential  for 
anticompetitive  effects  is  high.  Since  hospital  privi- 
leges can  include  a variety  of  arrangements,  we  will 
limit  our  discussion  to  admitting  privileges  unless 
otherwise  noted.  Hospital  privileges  issues  provide  an 
excellent  concluding  example  illustrating  some  of  the 
factors  to  be  considered  in  determining  the  legality  of 
professional  restraints  under  the  antitrust  laws.1 

A.  Background  on  Hospital  Privileges 

The  use  of  hospital  privileges  as  a device  to  insure 
high  standards  of  competency  in  American  hospitals 
did  not  become  widespread  until  the  second  decade  of 
the  twentieth  century. 2 At  that  time  the  American  Col- 
lege of  Surgeons  (ACS),  as  part  of  its  national  program 
to  “standardize”  hospitals,  proposed  that  each  hospi- 
tal organize  all  physicians  and  surgeons  eligible  to  use 
its  facilities  into  a “definite  medical  staff”,  and  that 
such  staff  be  limited  to  doctors  who  were  competent  in 
their  fields  and  of  worthy  character.  ACS  guidelines  on 
how  medical  staffs  should  be  organized  formed  the 
basis  for  subsequent  regulations  developed  and  en- 
forced by  the  Joint  Commission  on  Accreditation  of 
Hospitals  (JCAH).5  Today,  virtually  all  hospitals  in 
the  United  States  have  adopted  procedures  governing 
how  and  to  whom  privileges  will  be  granted. 4 While  the 
mechanics  of  how  the  system  operates  vary  among 
hospitals,  the  JCAH  framework  provides  a representa- 
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tive  picture. 

According  to  its  current  standards,5  the  JCAH 
recognizes  three  broad  categories  for  granting  hospital 
privileges.  The  first  is  known  as  “medical  staff  mem- 
bership” and  is  open  only  to  physicians  and  dentists. 
This  category  includes  the  privilege  of  admitting  and 
discharging  patients  and  supervising  their  treatment 
while  they  are  in  the  hospital.  Medical  staff  members 
also  make  policy  and  administrative  decisions,  includ- 
ing recommendations  about  who  should  receive  privi- 
leges and  decisions  about  bylaws  and  regulations 
which  define  the  scope  of  practice  for  non-physician 
providers.  The  second  category  is  termed  “limited 
practitioner  with  clinical  privileges.”  This  is  a desig- 
nation conferred  on  physicians,  dentists  and  podia- 
trists where  concurrence  with  a medical  staff  member  is 
required  to  admit,  discharge,  or  carry  out  a course  of 
treatment.  The  third,  and  final,  category  is  “specified 
professional  personnel”  and  it  covers  other  practi- 
tioners (mainly  non-physicians)  who  may  use  the  hos- 
pital but  have  no  direct  admitting  privileges.  The  hospi- 
tal or  medical  staff  bylaws  generally  provide  that  these 
privileges  should  be  delineated  further  regarding  the 
specific  procedures  this  category  of  personnel  may  per- 
form as  well  as  the  equipment  which  he  or  she  may 
operate. 

The  process  by  which  privileges  are  granted,  while 
varying  with  each  medical  staff s bylaws,  follows  a 
similar  pattern.  A written  application  is  made  to  the 
medical  staff  office  which  verifies  the  record  of  relevant 
educational  and  clinical  experience.  The  application 
then  passes  through  successive  reviews  by  the  appro- 
priate department  chairmen,  a credentials  committee, 
and  then  the  executive  committee  of  the  medical  staff. 
That  last  committee  will  submit  a formal  recommenda- 
tion to  the  board  of  trustees,  which  will  then  make  the 
ultimate  decision.  If  the  application  is  denied,  typically 
an  appeal  can  be  made.  Throughout  the  process, 
deference  is  paid  to  the  decisions  made  by  those  most 
closely  involved  in  the  clinical  practice  which  the  appli- 
cant seeks  to  join.  Thus,  the  medical  staff  is  unlikely  to 
overturn  a decision  by  the  head  of  the  surgical  service 
to  grant  or  deny  surgical  privileges  to  an  applicant,  and 
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the  hospital  board  of  trustees  is  even  more  unlikely  to 
overrule  a medical  staff  decision. 

It  is  useful  to  distinguish  between  two  categories  of 
practitioners  who  provide  care  in  hospitals.  Staff  physi- 
cians have  their  own  private  practices;  hospital  privi- 
leges allow  them  to  admit  patients,  in  their  care,  to  the 
hospital  when  necessary.  In  contrast  are  physicians, 
such  as  radiologists,  pathologists  and  anesthesiolo- 
gists, who  generally  do  not  admit  their  own  patients  but 
rather  provide  specialized  diagnostic  or  therapeutic 
services  to  patients  admitted  by  staff  physicians.  Hos- 
pitals sometimes  make  exclusive  contracts  with  individ- 
uals or  groups  who  provide  these  specialized  services. 
The  hospital  furnishes  space,  equipment  and  support 
personnel,  and  limits  access  to  its  facilities  to  the  desig- 
nated group,  which  in  turn  provides  services  on  an  as- 
needed  basis  to  all  patients  in  the  hospital.6 

B.  Procompetitive  Aspects 

Hospital  privileges  are  usually  characterized  as  a 
device  to  maintain  high  quality  in  hospital  staffs.  But, 
the  benefits  of  these  arrangements  also  can  be  ana- 
lyzed in  terms  of  their  positive  effects  on  competition 
among  hospitals.  Restrictions  on  who  may  obtain 
hospital  privileges  can  be  viewed  as  procompetitive  in 
that  they  may  produce  efficiencies  and  increase  the 
availability  of  information  about  hospitals  and  the 
practitioners  affiliated  with  them. 

Restrictions  on  privileges  can  enhance  hospital  effi- 
ciency in  two  ways.  First,  by  limiting  the  number  of 
practitioners  using  the  facilities,  administrative  effi- 
ciency may  be  enhanced.  Also,  physicians  with  privi- 
leges may  tend  to  concentrate  their  practice  in  one 
place  and  increase  their  output  by  decreasing  the  time 
lost  in  traveling  between  hospitals.  It  has  been  sug- 
gested7 that  limiting  access  to  hospital  facilities  can 
improve  efficiency  or  quality  of  care  by  providing:  ( 1 ) 
greater  control  and  standardization  of  procedures, 
thereby  allowing  lower  operating  costs,  (2)  better 
scheduling  in  the  use  of  facilities  and  support  staff,  (3) 
fewer  machinery  breakdowns  and  maintenance  prob- 
lems stemming  from  fewer  equipment  users,  (4)  easier 
monitoring  that  medical  quality  standards  are  met,  (5) 
better  work  routines  and  teamwork  resulting  from  phy- 
sicians, nurses  and  technicians  getting  to  know  one 
another  and  working  together  more  often,  (6)  greater 
physician  competence  due  to  the  performance  of  parti- 
cular procedures  a minimum  number  of  times  per 
month,  and  (7)  higher  commitment  among  the  physi- 
cians to  a smooth-running  institution. 

Another  category  of  efficiency-related  benefits  stems 
from  the  way  in  which  hospital  privileges  can  be  used 
by  the  hospital  to  compete  on  the  basis  of  the  quality  of 
the  physicians  and  other  health  care  practitioners  who 
practice  there.  By  setting  high  standards,  the  hospital 
can  limit  itself  to  practitioners  who  make  more  effi- 
cient use  of  the  facilities  because  they  specialize  in  cer- 
tain procedures,  may  be  less  likely  to  make  mistakes 

222 


because  of  prior  experience,  or  are  simply  more  skillful. 
Teaching  hospitals  might  find  it  necessary  to  restrict 
privileges  to  only  the  highest  qualified  practitioners  in 
order  to  compete  for  medical  students  and  residents,  as 
well  as  faculty  members.  Close  scrutiny  of  those  prac- 
titioners eligible  to  use  its  facilities  also  is  necessary  to 
protect  hospitals  and  medical  staffs  from  malpractice 
claims  brought  by  patients  injured  while  receiving  hos- 
pital treatment.8 

These  last  few  points  suggest  how  hospital  privi- 
leges, in  addition  to  creating  efficiencies,  may  be  able  to 
improve  market  functioning  by  providing  information 
about  hospital  quality.  By  limiting  privileges  to  certain 
subsets  of  practitioners,  a hospital  may  be  better  able  to 
differentiate  itself  and  convey  to  both  patients  and  phy- 
sicians information  about  the  overall  competence  of  its 
staff.  The  delineation  of  different  levels  of  privileges, 
and  varying  scopes  of  practice,  can  provide  informa- 
tion, similar  to  that  supplied  by  certification  schemes, 
about  the  qualifications  of  particular  providers.  A grant 
of  privileges  by  a medical  staff  and  the  hospital  board  of 
trustees  may  be  able  to  serve,  therefore,  as  a “seal  of 
approval”  by  entities  presumably  better  able  than  the 
typical  patient  to  make  informed  judgments  about 
competence. 

However,  the  effects  of  the  information  conveyed  by 
hospital  privileges  is  blunted  considerably  by  the  fact 
that  patients  typically  pick  their  physicians  first  and 
then  go  to  the  hospital  where  he  or  she  has  privileges, 
rather  than  the  other  way  around.  Moreover,  little  in- 
formation is  publicly  available  about  the  relative  quali- 
ty of  hospitals.  Thus,  there  are  limits  to  the  procompeti- 
tive benefits  of  hospital  privileges. 

C.  Anticompetitive  Aspects 

Arrayed  against  the  potential  procompetitive  bene- 
fits of  hospital  privileges  are  several  potential  anti- 
competitive results.  The  essence  of  the  privileges 
mechanism  is  to  restrict  access  to  hospital  facilities:  to 
the  extent  that  hospital  access  is  necessary  to  deliver  a 
particular  service,  competition  by  practitioners  who 
are  denied  privileges  can  be  severely  limited  or  even 
eliminated.  This  may  have  deleterious  effects  on  the 
practitioners  denied  privileges,  consumers,  and  some- 
times on  the  hospitals  themselves. 

Clearly  those  practitioners  who  rely  on  the  technol- 
ogy, equipment,  and  personnel  only  available  in  a 
hospital  will  be  affected  most  by  privileges  denials. 
Specialists  who  have  a large  surgical  practice,  or  who, 
like  anesthesiologists,  practice  exclusively  in  the  hos- 
pital, effectively  will  be  barred  from  the  market  unless 
they  can  obtain  privileges  at  other  hospitals  in  the  area. 

Even  practitioners  who  have  only  a limited  inpatient 
practice  will  be  at  a competitive  disadvantage  if  they 
cannot  obtain  hospital  privileges.  They  will  have  to 
refer  their  patients  requiring  hospitalization  to  other 
practitioners  who  have  privileges,  and  thereby  run  the 
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risk  of  losing  those  patients  to  the  referral  physician. 
F ailure  to  obtain  privileges,  as  indicated  above,  may  be 
suggestive  of  a lower-level  of  competence;  if  a privi- 
lege denial  was  unjustified,  or  unrelated  to  quality,  a 
physician  will  have  to  unfairly  bear  the  stigma  of  being 
labeled  a second-rate  practitioner.9  Practitioners  who 
are  denied  privileges  are  barred  from  work  in  emer- 
gency rooms  and  contact  with  other  providers,  both  of 
which  can  be  excellent  sources  of  new  patients  or  re- 
ferrals. Restricting  access  to  hospitals  also  can  fore- 
close the  opportunity  for  feedback  and  educational  pro- 
grams, which  may  be  essential  to  maintain  professional 
skills  and  knowledge,  for  those  practitioners  who  are 
denied  privileges. 

When  hospitals  unreasonably  limit  privileges,  con- 
sumers may  suffer  in  several  ways.  In  theory,  restrict- 
ing the  supply  of  providers  may  have  the  effect  of 
enabling  those  providers  with  privileges  to  charge 
higher  fees,  at  least  to  the  extent  that  they  are  not 
constrained  by  fee  review  mechanisms  adopted  by  in- 
surers.10  Higher  costs  to  consumers  also  may  result 
from  overbedding  if  physicians  and  others,  who  are 
unable  to  obtain  privileges  at  existing  hospitals,  pro- 
vide the  impetus  to  build  new,  but  unnecessary,  hospi- 
tals. 11 

Perhaps  the  most  serious  harm  to  consumers  is  the 
restriction  on  the  range  of  available  choices  resulting 
from  the  denial  of  a grant  of  privileges.  Not  only  may 
patients  lose  the  services  of  the  physicians  whom  they 
prefer,  but  also  they  may  be  denied  access  to  non-phy- 
sician providers.  Such  practitioners  may  be  able  to 
furnish  services  at  lower  costs,  and,  in  rural  and  under- 
served areas,  may  be  the  only  available  and  affordable 
means  for  obtaining  care.  Nonphysician  providers  also 
may  offer  alternative  therapeutic  approaches  and  treat- 
ments. If  hospitals  deny  access  to  these  providers, 
patients  may  be  faced  with  choosing  between  forsaking 
their  preferred  course  of  therapy  altogether,  or  trying  to 
pursue  the  treatment  in,  ironically,  perhaps  less  well- 
equipped  circumstances  at  home  or  in  their  provider  s 
office.  Consumers  often  have  been  unable  to  receive 
hospital  treatment  from  certified  nurse  midwives,12 
podiatrists, 13  clinical  psychologists, 14  osteopaths, 15 
and  other  non-physician  providers  of  their  choice  be- 
cause of  restrictive  privileges  policies. 

Hospital  privileges  thus  can  be  viewed  as  a mech- 
anism by  which  some  physicians  may  be  able  to 
effectively  limit  competition  from  other  physicians  or 
nonphysician  providers.  This  can  occur  where  physi- 
cians control  the  privileges  decision  making  process, 
and  are  able  to  use  certification  or  training  require- 
ments to  fence  out  other  providers  who  nevertheless  are 
licensed  by  the  state  to  perform  certain  procedures. 
Privileges  constitute  a “license”  to  practice  in  a parti- 
cular hospital,  and  where  they  are  controlled  by  a 
practitioner’s  competitors,  the  potential  for  anticom- 
petitive conduct  exists. 


D.  Factors  to  Consider  in  Assessing  the  Competitive 
Impact  of  Hospital  Privileges 

As  the  preceding  sections  suggest,  examination  of 
the  overall  competitive  effect  of  a hospital  privileges  ar- 
rangement requires  careful  case-by-case  analysis.  The 
general  factors  we  have  discussed  in  earlier  chapters 
will  provide  a rough  guide  as  to  what  should  be  consi- 
dered in  determining  whether  a particular  situation  is 
likely  to  withstand  antitrust  scrutiny. 16  In  the  context  of 
hospital  privileges,  the  three  questions  discussed  below 
deserve  special  attention. 

( 1 ) How  have  the  decisions  been  made?  In  order  to 
assess  the  reasonableness  of  a denial  of  hospital 
privileges,  the  decision  making  structure  and  process 
should  be  examined.  While  the  legal  authority  to  make 
privileges  determinations  usually  resides  in  the  hospi- 
tal board  of  trustees,  in  practice  the  board  may  simply 
ratify  decisions  made  by  the  medical  staff,  thus  en- 
abling competitors  of  the  applicants  to  effectively 
control  the  process. 17 

It  is  thus  important  to  determine  who  is  playing  the 
decision  making  role.  A number  of  questions  come  to 
mind.  Are  medical  staff  decisions  routinely  approved 
by  the  hospital  board,  even  if  they  are  possibly  con- 
trary to  the  hospital’s  interest?  To  what  extent  do  the 
interests  of  the  hospital  and  the  medical  staff  diverge, 
and  when  they  do,  who  prevails?  What  is  the  composi- 
tion of  the  hospital  board?  Is  there  a pattern  to  privilege 
denials?  All  of  these  questions  are  directed  at  eliciting 
information  about  the  nature  of  the  decision  making 
process.  A critical  factor  is  whether  the  decisions  are 
made  independently  by  the  hospital  or  are  the  direct  re- 
sult of  concerted  action  by  the  applicant’s  competitors. 

(2)  What  kind  of  privileges  decision  is  at  stake?  In 
addition  to  examining  the  decision  making  structure,  a 
look  at  the  type  of  privileges  decision  at  stake  can  indi- 
cate the  existence  and  extent  of  anticompetitive  pur- 
pose and  effects.  Two  kinds  of  situations  are  discussed 
below. 

Denial  may  be  based  on  a policy  which  excludes 
certain  classes  of  practitioners,  such  as  podiatrists  or 
certified  nurse  midwives.  Here,  it  is  important  to  ascer- 
tain the  basis  for  denying  access  to  the  class.  It  may  be 
due  to  a feeling  among  the  medical  staff  that  these  prac- 
titioners are  not  sufficiently  qualified  to  handle  the 
types  of  problems  seen  at  the  hospital.  Or,  the  hospital 
may  want  to  reserve  the  patients  who  otherwise  would 
be  seen  by  the  denied  practitioners  for  their  residents  or 
medical  students.  An  important  factor  to  be  determined 
is  whether  the  class  of  providers  are  denied  access  to 
patients  altogether,  or  are  granted  some  limited  privi- 
leges, such  as  the  right  to  use  the  facilities  under  phy- 
sician supervision. 

Closed  staffing  arrangements  refer  to  situations  in 
which  the  number  of  staff  physicians  is  fixed  at  a parti- 
cular level.  When  that  number  is  reached,  all  addition- 
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al  applicants  are  summarily  denied  privileges  regard- 
less of  their  individual  qualifications.  This  policy  is 
likely  to  benefit  those  providers  who  already  have  been 
granted  privileges,  especially  if  there  is  an  abundance 
of  physicians  in  the  area  served  by  the  hospital. 

(3)  What  are  the  market  characteristics?  To  deter- 
mine the  purpose  behind  the  privileges  arrangement, 
and  its  likely  effect,  both  the  hospital  market  and  the 
relevant  practitioner  markets  must  be  examined.  The 
availability  of  other  hospitals,  clinics,  or  alternative 
facilities  lessens  the  impact  of  a privileges  denial.  Con- 
versely, when  the  facilities  are  unique  and  essential  to 
conduct  a practice,  and  are  controlled  by  the  appli- 
cant's competitors,  the  motivation  behind  the  denial  of 
privileges  probably  would  be  subjected  to  strict  anti- 
trust scrutiny. 18 

Conclusion 

The  importance  of  rigorous  antitrust  enforcement  as 
a vehicle  for  policing  the  health  services  market  cannot 
be  overemphasized  in  a period  of  regulatory  reform  like 
the  present.  If  command- type  regulation  is  peeled  away 
in  this  sector,  thereby  allowing  competitive  forces  to 
come  into  play,  it  is  absolutely  essential  that  antitrust 
be  available  and  is  used  to  insure  that  fair  and  open 
competition  can  prevail. 

We  have  attempted  to  show  in  this  paper  that  anti- 
trust analysis  as  applied  to  the  health  professions  is  suf- 
ficiently flexible  to  take  into  account  whatever  special 
characteristics  may  exist.  Moreover,  we  believe  that 
legitimate  self-regulatory  activities  conducted  by  health 
professional  groups  are  not  incompatible  with  the  anti- 
trust laws.  The  ultimate  test  for  the  legality  of  restraints 
under  these  laws  is  “reasonableness.”  And,  we  are 
optimistic  about  the  ability  of  professional  groups  to 
adopt  reasonable  standards  as  well  as  see  that  they  are 
fairly  implemented. 

Courts  that  are  asked  to  review  cases  which  do  not 
fall  neatly  under  per  se  rules  of  illegality  can  use  a 
threshold  analysis,  as  we  described  in  Chapter  IV,  to 
decide  whether  to  proceed  under  per  se  rules  or  adopt  a 
rule  of  reason  analysis.  This  threshold  for  review  is  not 
a departure  from  existing  case  law.  Rather,  recog- 
nizing that  it  already  exists  and  spelling  out  how  it 
should  be  conducted  is  important  for  the  further  devel- 
opment of  the  law  in  this  area. 
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“He’s  a wonderful  doc  if  you  can  catch  him  sober!’’ 
This  sentence  rang  in  my  ears  many  times  during  the 
first  years  of  my  rural  general  practice.  Spoken,  almost 
reverently,  by  large  numbers  of  patients  I was  seeing,  it 
described  a physician  practicing  in  a town  some  60 
miles  away.  There  were  no  intervening  medical  facili- 
ties, so  I periodically  would  have  an  influx  of  his 
patients  during  his  latest  “toot."  And  the  situation  was 
always  the  same — a bewildering  assortment  of  patients 
who  brought  with  them  strange  diagnoses,  unrecorded 
in  any  of  my  medical  texts. 

What  did  I do  about  such  obviously  aberrant  physi- 
cian behavior?  I did  what  any  other  “ethical”  doctor  of 
the  time  would  have  done — nothing.  His  death — the 
inevitable  end  result  of  alcoholism — finally  solved  the 
problem  for  his  patients.  But  the  same  problem  exists 
today  for  others  who  receive  medical  care  from  physi- 
cians whose  ability  is  impeded  for  one  reason  or 
another. 

Physician  impairment  has  emerged  as  a major  con- 
cern during  the  past  few  years.  The  current  medical 
literature  documents  an  illness  rate  of  10  to  12  percent 
of  all  practicing  physicians.  It  is  estimated  that  various 
forms  of  chemical  abuse  (including  alcoholism),  com- 
prise 80  to  85  percent  of  these  cases. 

Fleming1  and  Maguire2  estimate  that  17,000  U.S. 
physicians  are  so  afflicted.  Green,  Caroll  and  Buxton3 
report  the  figuree  is  more  likely  to  be  25,000. 

Although  hard  data  is  not  available  yet,  there  is  a 
strong  probability  that  many  malpractice  claims  can  be 
tied  directly  to  the  action  of  impaired  physicians.  Our 
work  with  the  Rural  Physician  Associate  Program 
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sheds  light  on  this.  The  program,  an  alternative  educa- 
tional effort  of  the  University  of  Minnesota  Medical 
School,  involves  selected  rural  physicians  who  serve  as 
preceptors  for  third-year  medical  students  interested  in 
rural  family  practice. 

As  the  result  of  working  together  over  many  months, 
we  get  to  know  our  preceptors  very  well.  And  what  we’ve 
observed  is  that  fully  one-fourth  of  these  talented, 
sensitive  doctors  have  one  or  more  family  members 
who  exhibit  dangerous  stress-coping  mechanisms  so 
evident  as  to  be  clearly  visible.  Among  these  are  chemi- 
cal dependency,  including  alcoholism;  marital  stress 
and  divorce,  alienation  from  children  and  inability  to 
deal  with  compulsions  such  as  overeating  and  smoking. 

As  indicated  earlier,  estimates  are  that  chemical 
abuse  is  a factor  in  80  to  85  percent  of  the  cases  of  phy- 
sician impairment  in  our  country  today.  Although 
chemical  dependency  has  been  officially  identified  as  a 
disease  by  vote  of  our  AMA  membership,  there  exists  a 
gap  between  formal  acknowledgement  and  the  actual 
attitudes  physicians  display  toward  afflicted  colleagues. 
Surveys  of  physicians  indicate  a generally  negative 
attitude  toward  recovering  chemically  dependent  fel- 
low physicians.  This  is  especially  ironic  in  view  of  the 
very  favorable  recovery  rate  of  physicians  who  are 
identified  and  treated  for  alcoholism/chemical  depend- 
ency.4 

While  data  is  sparse,  there  is  another  crucial  prob- 
lem— spousal  alcoholism  or  chemical  dependency. 
Most  workers  in  the  field  are  confident  that  spousal 
dependency  is  at  least  as  common  as  the  rate  among 
M.D.s.  An  alcoholic  family  is  a chaotic  family.  This  is 
a fact  from  which  there  is  no  escape.  A doctor  who  has 
not  slept  for  24  hours  because  of  a bitter  all-night  quar- 
rel with  an  inebriated  spouse  can  be  just  as  impaired 
and  distracted  as  if  he  or  she  had  used  the  intoxicant. 

Impairment  is  a chilling  problem  that  can  be  appre- 
ciated upon  reflection.  We  speak  from  experience.  Let 
us  share  some  of  our  personal  happenings  to  illustrate 
the  impact  of  family  chemical  dependency  and  how  it 
can  interfere  with  a health  care  professional's  work. 
Some  35  years  ago,  I (Dr.  MacDonald)  finished  my  in- 
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ternship  and  started  my  general  practice.  I began  as 
junior  partner  to  a talented  and  enormously  over- 
worked G.P.  in  a tiny,  remote  northern  Minnesota 
community.  During  my  first  year  in  practice,  I con- 
vinced a young  nurse  named  Barbara  to  marry  me.  My 
new  bride  enthusiastically  joined  me  in  adventures 
which  included  solo  practice  when  the  older  physician 
left  town,  becoming  administrator  of  the  hospital  (with 
Barbara  in  charge  of  the  nursing  staff),  and  a family  that 
grew  to  include  four  children.  Overwork,  fatigue,  isola- 
tion and  loneliness  began  to  take  their  toll.  Our  life  be- 
came a recurring  cycle  of  work,  broken  commitments  to 
family,  neglect- fostered  anger  on  Barbara's  part,  and 
bitter  arguments  between  us. 

Being  a true  member  of  the  professional  clan,  I did 
what  any  sensible  physician  would  do  when  confronted 
with  an  angry  spouse — I consulted  a colleague.  My 
kind,  thoughtful,  and  equally  overworked  friend  also 
did  the  obvious.  He  reached  into  his  sample  box  and 
found  a tranquilizer  for  my  frustrated  wife.  The  circling 
years  continued  with  work,  children  (eventually  num- 
bering six),  more  work,  more  hurt  feelings  between  us, 
and  more  soothing  drugs  administered  by  a series  of 
doctors. 

Eventually,  we  decided  a “geographic  cure”  was  the 
only  answer.  Move  away  from  all  these  terrible  prob- 
lems! Find  completely  new  surroundings!  So  off  we 
went  to  another  tiny,  remote,  northern  Minnesota  town 
where  I was  the  only  fully  active  physician  for  50  miles. 

By  this  time,  Barbara  was  in  real  trouble,  medically 
and  emotionally.  Alcohol  had  now  been  added  to  the 
list  of  tranquilizers  and  all  had  created  their  own  need 
in  addiction.  For  us,  salvation  came  when  a friend  in 
A.  A.  helped  to  intervene.  We  had  to  work  through  our 
family  illness  of  chemical  dependency,  starting  with 
formal  in-hospital  treatment  for  Barbara.  We  were 
forced  to  make  major  lifestyle  decisions.  We  had  to 
work  through  our  relationship  and  to  re-establish 
healthy  bonds  with  our  confused,  alienated  children. 
Today,  seven  years  later,  life's  joys  soar  daily  ever 
higher  as  together  we  share  love,  companionship  and 
health. 

What  is  being  done  about  his  serious,  pandemic 
disease  that  almost  qualifies  as  an  occupational  ill- 
ness? Most  physicians  have  turned  their  heads  with 
that  willful  blindness  we  display  toward  things  we  fear 
to  discern.  Lately,  however,  more  physicians  are  acting 
in  their  own  behalf  and  in  behalf  of  their  fellow  physi- 
cians. The  AMA  Council  on  Mental  Health  has  de- 
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creed  that  it  is  an  ethical  obligation  to  intervene  on  be- 
half of  an  afflicted  colleague.  And  all  but  five  or  six 
states  have  medical  society  committees  set  up  to  deal 
with  the  problem.  There  are  two  main  orientations  for 
these  committees.  One  is  coercive  and  the  other  non- 
coercive.  Most  of  the  existing  committees  take  an  atti- 
tude of  advocacy  for  their  afflicted  colleagues.  As  yet, 
however,  many  of  these  are  poorly  financed,  and 
function  almost  alone  on  the  efforts  of  a few  dedicated 
volunteers.  But  a start  has  been  achieved. 

The  Hippocratic  oath  does  not  contain  an  escape 
clause  excusing  a troubled  physician  from  harming  a 
patient — despite  whether  the  trouble  lies  with  the 
physician  himself  or  with  his  spouse  or  family.  When  a 
personal  or  family  problem  routinely  affects  a doctor's 
practice,  it  becomes  essential  for  other  family  mem- 
bers, friends  and  colleagues  to  intervene. 

Conclusion:  All  physicians  practicing  medicine 
today  have  a stake  in  the  problem.  We  all  have  an 
obligation— moral  and  ethical — to: 

Become  Aware.  Acknowledge  that  a problem  exists. 
Read  the  data.  Learn  the  facts  about  alcoholism  and 
chemical  dependency  and  their  impact  on  medical 
families. 

Act.  Intervene  with  love  and  courage.  To  intervene 
is  a frightening  thing  to  do.  The  courage  to  accurately 
reflect  back  to  an  alcoholic  how  destructive  his  or  her 
behavior  is  requires  love  of  the  first  magnitude — what 
those  in  A.A./Alanon  call  "tough  love.” 

Treat.  Modem  methods  work  more  than  75  percent 
of  the  time.  The  process  involves  intervention  (usually 
with  expert  help,  available  from  medical  societies, 
treatment  programs  or  county  agencies);  treatment  as 
an  in-patient  or  out-patient;  and  follow-up  in  support 
groups  for  an  extended  time.  A. A.  has  a very  high  suc- 
cess rate  for  helping  maintain  sobriety. 

Give  Support.  All  who  struggle  need  support.  Learn 
about  your  state  medical  society  impaired  physician 
committee.  Work  with  it  and  become  involved. 
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The  marketing  process  is  gaining  greater  acceptance 
as  a necessary  part  of  medical  practice.  For  one  thing, 
consumers  are  demanding  more  information  on  the 
health  care  choices  available  to  them.  Along  with  these 
demands  by  patients,  there  are  pressures  to  reduce 
health  care  costs.  In  addition,  more  physicians  are  find- 
ing that  the  “doctor  surplus”  is  hitting  closer  to  home. 
To  further  confuse  the  health  care  picture,  new  HMOs 
and  “convenience  clinics”  are  springing  up. 

Large  physician  groups  and  hospitals  have  responded 
to  this  by  stepping  up  their  patient  education  and  pro- 
motion efforts.  But  can  solo  physicians  and  small  groups 
hope  to  compete  effectively  given  their  far  fewer  re- 
sources? Even  greater  dangers  lie  ahead  for  those  prac- 
tices lacking  substantial  patient  bases  and  economic 
resources. 

As  HMOs,  IPAs,  Preferred  Provider  Groups,  and 
other  industry  efforts  gain  further  control  in  the  health 
care  marketplace,  the  smaller  practice  may  well  be 
faced  with  marginal  activity  or  even  extinction.  Industry, 
for  example,  will  almost  certainly  look  to  very  large 
providers  for  what  may  be  perceived  as  their  better 
stability,  range  of  services,  and  resources. 

Resisting  these  trends  may  prove  extremely  difficult. 
One  alternative  is  to  form  or  join  a large  group,  but  that 
is  not  acceptable  to  many  physicians.  Another  alterna- 
tive is  to  ensure  strong  patient  loyalty  in  a particular 
segment  of  the  market;  that  is,  using  marketing  strate- 
gies to  “position”  the  practice  effectively  to  blunt 
competition  and  other  pressures. 

Marketing  can  be  viewed  as  a four-part  decision 
making  process,  referred  to  as  the  four  P’s — Product, 
Position,  Price  and  Promotion.  In  the  case  of  a medical 
practice,  the  product  is  a service — that  of  offering 
health  care  to  those  who  need  it.  While  health  care  ser- 
vices can  be  “packaged”  differently  through  various 
delivery  systems,  the  product,  at  least  in  the  patient’s 
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confronting  medical  practices. 


mind,  remains  essentially  the  same.  In  fact  patients 
rarely  know  who  to  choose  for  their  health  needs. 
Therefore,  the  physician  must  ascertain  the  best  way  to 
“position”  the  practice  within  the  community  and 
within  patients’  perceptions. 

Positioning  requires  finding  a need  and  filling  it — de- 
veloping your  own  particular  recognized  drawing  strat- 
egy in  the  community.  Positioning  in  the  marketing  pro- 
cess is  an  important  initial  step  and  one  which  can  reap 
real  rewards  when  addressed  effectively. 

Practice  Resources 

The  process  begins  with  a good  deal  of  honest  self- 
examination  and  in-depth  research.  The  preferred  posi- 
tioning choice  must  lead  to  a satisfying  practice  both  in 
terms  of  the  services  accented  and  the  targeted  patient 
population.  It  is  first  essential  to  decide  exactly  what 
the  doctor  or  group  wants  to  do.  It  is  important  to  consi- 
der positioning  as  an  emphasis  on  a certain  aspect  of 
the  practice,  but  to  keep  the  focus  broad  enough  so  as 
not  to  alienate  those  patients  who  do  not  fit  the  targeted 
public.  Thus  a position  (where  the  targeted  group  is  not 
large  enough  to  solely  support  a practice)  should  be 
considered  a theme  rather  than  an  exclusive  approach. 

Listing  the  doctor’s  or  group’s  professional  objectives 
according  to  priority  is  essential.  In  addition,  various 
types  of  patients  should  be  identified  and  evaluated  in 
terms  of  practice  desirability.  What  resources  are  at  the 
practice’s  command  and  are  those  skills  or  training 
being  brought  to  bear  on  the  practice?  For  example,  we 
know  a pediatrician  trained  in  psychology  who  has  de- 
veloped a uniquely  successful  practice  combining  both 
disciplines.  Similarly,  combining  training  in  learning 
disabilities  with  pediatrics  should  provide  a good 
market  position. 

The  next  step  entails  a thorough  marketing  analysis 
of  the  current  practice  base.  Staff  assistants  might  pull  a 
random  sample  of  charts  from  patients  seen  in  the  last 
three  years.  A file  might  be  developed  with  as  much 
classifying  data  as  possible:  age,  sex,  zip  code,  short- 
term or  long-term  patient,  general  nature  of  medical 
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problem,  religious  and/or  ethnic  background,  general 
economic  background,  and  patient  visit  incidence. 
Practices  with  automated  systems  (assuming  accessible 
data  bases)  can  easily  produce  a wealth  of  valuable 
information  to  profile  the  practice. 

Keeping  track  of  information  from  current  patient 
visits  can  provide  additional  yardsticks.  Mail  surveys 
of  the  patient  base  allow  for  the  development  of“hard" 
information  as  well  as  for  the  assessment  of  patient 
likes  and  dislikes.  In  some  of  the  examined  categories, 
no  patterns  may  emerge,  but  other  classifications  will 
show  significant  data  allowing  a comparison  of  the 
actual  practice  with  doctor-owner  desires. 

With  this  information,  the  present  practice  can  be 
measured  against  the  doctor’s  or  group's  priorities.  The 
comparison  will  point  up  shortcomings  in  present 
practice  patterns  and  provide  objective  measurement 
of  where  improvement  might  be  appropriate.  Further- 
more, there  must  be  clear  evidence  that  targeting  the 
practice  to  a specific  group  will  be  profitable  and  will 
not  exclude  any  particularly  desirable  group  of  patients. 
Group  practices  can  solve  this  potential  problem  by 
having  each  doctor  take  a separate  position. 

The  internal  marketing  survey  or  audit  is  time-con- 
suming; specific  time  should  be  earmarked  for  the  acti- 
vity. Without  a reasonable  timetable  and  deadline, 
perhaps  over  two  months,  the  study  may  never  move  to 
the  next  phase — an  analysis  of  the  competition. 

The  Competition 

The  purpose  of  the  competition  analysis  is  to  un- 
cover the  physicians,  clinics,  and  hospitals  that  are  cur- 
rent or  possible  future  competitors  for  patients.  A 
check  of  the  phone  book.  County  Medical  Society,  and 
the  Chamber  of  Commerce  will  produce  a compre- 
hensive list  of  specialists  or  groups  serving  the  area.  A 
local  street  or  county  map  (obtainable  from  most  real 
estate  offices)  is  helpful  for  locating  all  physician- 
competitors,  clinics,  and  hospitals.  The  resulting  pic- 
ture of  how  well  the  area  is  served  must  also  be 
analyzed  in  terms  of  how  patients  needs  are  met  generally 
and  for  the  practice’s  preferred  patients. 

Office  staff,  spouses,  or  friends  can  discover  how  the 
competition  operates  by  visiting  local  walk-in  clinics 
and/ or  HMO's,  picking  up  literature,  and  asking  ques- 
tions about  services.  The  office  staff  might  survey  their 
friends  who  have  been  patients  of  other  doctors  in  the 
same  specialty  or  the  same  area  of  desired  emphasis. 
The  point  is  to  determine  what  “position”  other  prac- 
tices are  taking,  what  their  strengths  and  weaknesses 
are,  and  what  positioning  potential  exists.  If  someone 
in  the  area  is  doing  something  very  well,  it  is  probably 
better  to  choose  a different  approach  rather  than  com- 
peting “head  to  head.” 

Community  Patient  Base 

The  population  in  a given  practice  drawing  area  can 
change  rapidly.  The  economy  may  have  forced  an 


important  plant  to  shut  down  or  new  industry  may  have 
come  to  town.  More  women  are  likely  to  be  working 
than  previously.  The  ethnic  mix  of  the  community  may 
be  changing.  These  basic  “environmental”  facts  are 
vital;  a practice  must  know  specifically  who  to  address 
to  market  effectively.  Demographic  information  about 
each  block  in  your  town,  income  and  education  levels, 
and  population  shifts  can  be  obtained  from  the  U.S. 
Census  Bureau. 

Additional  data  can  be  obtained  from  state  depart- 
ments of  commerce  and  education,  local  chambers  of 
commerce  and  local  banks.  Many  hospitals  have  mar- 
keting departments  that  research  all  aspects  of  the  com- 
munity. These  departments  are  usually  more  than  wil- 
ling to  help  doctors  analyze  the  information  available; 
they  recognize  that  what  is  good  for  the  growth  of  their 
affiliated  physicians’  private  practices  is  very  likely 
good  for  them. 

Targeting  Patients 

Thinking  in  marketing  terms  means  looking  at  special 
interest  groups  as  opportunities  or  “target  publics” — 
not  to  “sell”  the  practice  to  them  but  to  learn  from  them 
about  their  concerns  and  needs.  Perhaps  the  doctor  or 
staff  are  fluent  in  other  languages  or  know  sign  language. 
The  avid  doctor-athlete  might  emphasize  fitness  and 
sports  medicine.  Ob-Gyn  practices  might  emphasize 
midwives  and  birthing  centers.  Any  talent,  skill,  or 
unique  resource  should  be  considered  potentially  help- 
ful in  positioning  a practice. 

The  scheme  of  analysis  and  research  discussed  helps 
the  physician  focus  on  his  and  the  practice’s  strong 
points;  while  the  review  of  alternative  providers  and  the 
community  served  should  point  to  segments  of  the  popu- 
lation who  might  be  best  reached. 

The  critical  issue  is  what  needs  potential  patients 
have,  such  as  easy  access  to  medical  facilities  for  the 
handicapped  or  elderly,  evening  and  weekend  hours  for 
working  men  and  women,  child  care  services  within  the 
medical  office  facility  for  mothers,  and  free  parking  for 
the  indigent.  To  confirm  initial  conclusions,  contact  the 
organizations  who  serve  these  groups  for  information 
and  additional  insights. 

Making  Changes 

With  the  research  done  and  ideas  formulated  about 
special  services  to  offer,  changes  should  be  made  in 
practice  routines.  This  may  involve  adjusting  office 
hours,  redesigning  the  office,  updating  or  adding  equip- 
ment, and  hiring  new  staff.  Some  revisions  may  be 
expensive  but  can  yield  significant  rewards.  In  addition 
the  practice’s  “position”  must  be  communicated  to 
present  patients,  other  doctors,  and  the  general  public. 

Start  internally  with  the  office  and  staff.  Consider 
what  changes  will  project  the  desired  image.  For 
example,  if  the  decision  is  to  position  as  a practice  which 
takes  special  care  of  the  elderly,  the  following  adjust- 
ments would  be  appropriate.  Create  a traditional,  corn- 
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fortable,  warm  environment,  with  chairs  that  are  easy 
to  get  in  and  out  of,  and  a minimal  number  of  steps  to 
climb  to  get  to  your  office.  Consider  reimbursement  for 
cab  fare  where  transportation  is  a problem.  Hold  dis- 
cussions with  the  office  staff  to  emphasize  the  com- 
mitment to  making  elderly  patients  feel  welcome  and  to 
stress  the  need  for  patient  assistance  in  moving  about 
the  office,  filling  out  insurance  forms,  and  the  like. 

Prepare  materials  for  your  patients  informing  them 
about  you,  your  staff,  and  office  policies — in  addition 
to  highlighting  the  special  aspects  of  the  practice.  A 
cohesive  color  scheme  and  logo  used  in  the  office  and 
on  all  office  materials  from  business  cards  to  bill  heads 
is  an  effective  way  to  communicate  the  selected  posi- 
tion. Available  patient  education  materials  (developed 
in-house  if  possible)  for  all  services  should  be  on  hand. 
Patients  will  take  note  of  the  information  even  if  they 
do  not  need  that  service  themselves  they  may  tell  rela- 
tives and  friends  who  do.  Magazines  in  the  reception 
area  should  be  current  and  reflect  a range  of  interests, 
especially  those  of  your  target  patients.  For  example,  if 
adolescents  are  a target,  subscribe  to  Seventeen,  Young 
Miss  and  Sports  Illustrated. 

To  communicate  your  practice's  position  to  referring 
physicians,  a personal  letter  explaining  what  special 
services  are  offered  is  appropriate.  Stress  cooperation 
with  the  referring  doctor,  communicate  promptly  after 
seeing  his  patient,  and  return  the  patient  to  his  care. 

Greater  visibility  for  the  practice  may  be  obtained  by 


speaking  to  the  special  target  groups  through  their 
organizations.  Schools  are  often  happy  to  sponsor 
health  seminars  and  question  and  answer  sessions. 

One  growing  trend  in  health  care  is  the  development 
and  distribution  of  lists  of  physicians  who  meet  the 
health  care  requirements  of  certain  groups.  In  a small 
community  to  not  be  listed  by  influential  organizations 
could  be  disastrous.  Newspaper  articles  for  the  local 
papers,  or  letters  to  the  editor  on  medically  oriented 
subjects  are  also  quite  appropriate.  Let  the  health  and 
science  editor  at  larger  papers  know  of  your  willingness 
to  be  interviewed  or  act  as  a consultant  on  medical 
topics  relating  to  the  specialized  practice.  You  should 
explore  every  means  of  letting  people  know  the  practice's 
position. 

Summary 

Positioning  a practice  can  benefit  both  physician  and 
patient.  Conducting  a marketing  audit  can  reveal  vital 
information  about  the  practice  and  its  future.  Learning 
about  the  practice,  the  patients,  the  competition,  and 
the  community  in  marketing  terms  almost  automatically 
points  to  a marketing  position  for  a practice. 

The  position  or  image  adopted  should  be  actively 
and  clearly  communicated  to  patients,  colleagues,  and 
the  community.  While  the  quality  of  health  care  pro- 
vided is  of  primary  importance,  reaching  patient  needs 
which  are  currently  unserved  or  underserved  provides 
an  equally  valuable  service. 


MEDICAL  DIRECTORS  REPRESENT  THE  INTERESTS  of  hospital  medical  staffs,  a 
majority  ( 85 . 1 %)  of  physicians  said  in  a s1  .rvey  conducted  by  the  AMA  Socioeconomic 
Monitoring  System.  The  response  was  jniform  over  the  various  specialties.  General 
and  family  practitioners  were  the  least  likely  to  view  the  medical  director  as  strengthen- 
ing physician-hospital  relationships  (79.7%),  although  they  were  similar  to  other 
physicians  in  their  feeling  that  the  medical  director  provided  effective  organizational 
services  (92.3%). 

Nearly  half  (49.3%)  of  all  physicians  with  admitting  privileges  admit  most 
of  their  patients  to  hospitals  with  a full-time  medical  director.  General  and 
family  practitioners  who  had  hospital  privileges  are  least  likely  (35.6%)  to 
work  in  a hospital  with  a full-time  medical  director. 

— AMA  Newsletter,  February  21,  1983 
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No  Defamation  By  Clinic  That  Sent 
Patient  Withdrawal  Letter 

A patient  had  no  cause  of  action  for  defamation  against 
a clinic  and  its  manager  for  sending  her  a letter  stating  that 
the  clinic  and  its  physician  wished  to  withdraw  from 
treatment  of  her  and  her  family,  the  North  Dakota 
Supreme  Court  ruled. 

In  August  1979,  the  patient  settled  a malpractice  suit 
against  a hospital  and  a physician  who  was  a stockholder 
and  employee  of  the  clinic.  The  manager  of  the  clinic  sent 
her  a letter  dated  December6,  1979,  in  which  he  informed 
her  that  the  clinic  and  all  physicians  associated  with  it 
wished  to  withdraw  from  treatment  of  her  and  her  family. 
The  letter  said  that  the  reason  for  the  withdrawal  was 
obvious  to  her.  “The  physicians  are  extremely 
uncomfortable  treating  you  and  do  not  find  that  they  can 
do  so  in  the  physician-patient  relationship  that  they  would 
want  to  offer.  Your  past  actions  have  made  it  difficult  for 
them  to  accept  you  as  a patient.’’  The  letter  asked  her  to 
find  a new  physician  within  ten  days  and  offered  to  make 
her  case  histories  and  other  medical  records  available  to 
her  new  physician. 

The  patient  then  filed  suit  for  defamation  against  the 
clinic,  its  manager,  and  23  of  the  physicians  associated 
with  it.  A trial  court  dismissed  the  action  against  the 
physicians  and  later  granted  summary  judgment  for  the 
clinic  and  its  manager.  The  court  also  found  the  patient’s 
claim  frivolous  and  awarded  the  clinic  $7,611.00  in 
attorney’s  fees. 

On  appeal,  the  granting  of  summary  judgment  was 
affirmed.  The  court  said  the  words  used  in  the  letter  were 
“obviously  innocent,’’  did  not  constitute  libel,  and  could 
not  support  the  patient’s  defamation  action.  The  court 
reversed  the  award  of  attorney’s  fees,  however.  Even 
though  summary  judgment  was  granted  against  the 
patient,  there  was  not  such  a complete  absence  of  fact  or 
law  that  a reasonable  person  could  not  have  thought  a 
court  would  award  judgment  in  her  favor,  the  Supreme 
Court  concluded.  - Moritz  v.  Medical  Arts  Clinic , PC., 
315  N.W.  2d  458  (N.D.  Sup.  Ct.,  Jan.  19,  1982) 
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Internist  Can  Testify  As  Expert  In  Suit 
Against  Orthopedic  Surgeons 

An  internist  could  testify  as  an  expert  on  the  standard  of 
care  in  the  infection  process  in  a malpractice  suit  against 
orthopedic  surgeons,  a Texas  appellate  court  ruled. 

A boy  suffered  a compound  fracture  of  his  right  fore- 
arm. He  was  admitted  to  a hospital,  where  a physician 
operated,  put  the  arm  in  a cast,  and  gave  him  an  antibiotic 
to  prevent  infection. 

Four  days  later,  before  leaving  for  the  weekend,  the 
physician  noted  an  infection  and  changed  the  antiobiotic 
but  did  not  take  cultures,  sensitivity  tests  or  Gram  stains. 
A second  physician  took  over  on  the  next  day.  He  cut  a 
window  in  the  cast  and  ordered  a culture  and  sensitivity 
test.  On  the  next  day,  he  removed  the  cast  and  cut  the 
boy’s  palm  to  improve  the  circulation. 

When  the  results  of  one  of  the  tests  were  returned  after 
four  days,  Clostiridium,  indicating  gangrene,  was  found 
to  be  present.  The  boy  required  a series  of  operations  to 
remove  infected  tissue,  including  amputation  of  his  little 
finger,  of  his  right  arm  below  the  elbow,  and  infected 
portions  of  bone. 

The  boy’s  parents  sued  the  two  physicians  for  malprac- 
tice. At  the  trial,  an  internist  testifying  for  the  parents  said 
that  the  first  physician  changed  antibiotics  without  taking 
appropriate  tests,  violating  the  standard  of  care  for  the 
diagnosis  and  treatment  of  infections.  He  said  that  it  was 
universal  practice  to  perform  a Gram  stain  with  a culture 
sensitivity  and  that  the  second  physician  failed  to  do  so 
when  he  opened  the  cast.  He  stated  that  the  Clostridium, 
which  caused  the  destruction  of  the  arm,  would  have  been 
detected  by  a Grain  stain.  The  trial  court  granted  the 
physicians’  motion  for  an  instructed  verdict  in  their  favor. 

On  appeal,  the  first  physician  contended  that  there  was 
no  evidence  of  the  standard  of  care  for  orthopedic 
surgeons  in  the  area  or  that  he  violated  any  such  stan- 
dards. Both  physicians  contended  that  there  was  insuffi- 
cient evidence  that  their  actions  were  the  proximate  cause 
of  the  boy’s  injuries.  The  appellate  court  found  that  the 
fact  that  the  internist  lived  in  another  area  did  not  preclude 
his  testimony  as  to  standards  in  the  area  provided  he 
showed  sufficient  familiarity  with  such  standards.  The 
fact  that  he  was  an  internist  and  the  physicians  being  sued 
were  orthopedic  surgeons  did  not  prevent  him  for  testify- 
ing about  the  standard  of  care  in  the  infection  process 
where  such  standard  was  common  to  and  equal  in  all 
fields  of  medical  practice,  the  court  said.  Finding  that 
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there  was  sufficient  evidence  to  preclude  an  instructed 
verdict,  the  court  reversed  the  trial  court’s  decision  and 
sent  the  case  back  for  a trial  on  the  merits.  - Garza  v. 
Keillor,  623  S.  W.  2d  669  (Tex.  Ct.  of  Civil  App. , June  4, 
1981;  rehearing  denied,  July  2,  1982). 


Viable  Fetus  Has  Right  To  Sue 
For  Brutality 

A viable  fetus  was  a “person”  within  the  meaning  of 
the  law  and  could  bring  an  action  to  recover  damages  for 
alleged  brutality,  a federal  trial  court  in  Connecticut 
ruled. 

A woman  who  was  5!/2  months  pregnant  allegedly 
suffered  severe  and  disabling  head  injuries  as  a result  of 
being  hit  with  a policeman’s  nightstick  while  another 
policeman  stood  by.  She  claimed  that  as  a result  of  her 
head  injuries  her  unborn  baby  also  suffered  serious 
physical  injuries. 

The  woman  brought  an  action  against  the  policeman 
and  the  city  on  behalf  of  herself  and  her  child,  alleging 
that  the  policeman  violated  their  civil  and  constitutional 
rights  when  he  brutally  struck  her  without  cause  or  justi- 
fication. She  also  claimed  that  the  second  policeman 
should  be  held  equally  responsible  for  the  actions  of  the 
first  because  he  failed  to  restrain  him.  The  policeman  and 
the  city  moved  for  dismissal , claiming  that  a fetus  was  not 
a “person”  within  the  meaning  of  the  law  and  therefore 
could  not  recover  damages. 

The  court  said  that  recent  and  well-established  trends  in 
state  courts  have  expanded  the  rights  of  the  viable  fetus  in 
a wide  variety  of  contexts,  including  injury  by  negligent 
operation  of  a motor  vehicle,  recovery  for  wrongful  death 
by  the  estate  of  a viable  fetus,  and  the  definition  of  murder 
as  killing  a human  being  or  a fetus.  Therefore,  the  court 
denied  the  request  to  dismiss,  finding  that  the  fetus  was  a 
“person”  under  the  law.  -Douglas  v.  Town  of  Hartford, 
Connecticut,  542  F.  Supp.  1267  (D.C.,  Conn.,  July  2, 
1982) 


Family  Of  Murder  Victim  Sues  U.S.  For 
Alleged  Negligence  In  Release  Of 
Dangerous,  Psychotic  Prisoner 

A trial  court  erred  in  dismissing  all  claims  in  an  action 
against  the  government  for  alleged  negligence  in  releasing 
a federal  prisoner  from  custody  in  total  disregard  of  exten- 
sive medical  reports,  a federal  appellate  court  for  Alaba- 
ma ruled. 

While  he  was  on  parole  from  federal  custody  in  1975 
and  1976,  the  prisoner  murdered  three  women.  The  mur- 
ders, which  included  rape  and  mutilation  of  the  victims’ 
bodies,  bore  all  the  earmarks  of  a severely  disturbed 
mind.  In  1966,  the  prisoner  had  been  sentenced  to  20 
years  in  federal  prison  for  assault  with  intent  to  murder 
arising  out  of  the  severe  and  brutal  beating  of  a woman. 
His  sentence  was  reduced  and  he  was  granted  parole  in 
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November  1973.  Psychiatrists  characterized  his  mental 
condition  as  aggressive,  chronic,  severe,  and  manifested 
by  brutality  and  assaultive  behavior. 

The  husband  and  children  of  one  of  the  murdered 
women  filed  a wrongful  death  suit  against  the  government 
under  the  Federal  Tort  Claims  Act.  They  alleged  negli- 
gence in  releasing  a known  homicidal  psychotic,  failing 
to  confine  him  until  his  sanity  was  restored,  failing  to 
provide  the  Parole  Board  with  certain  records,  and  failing 
to  provide  proper  psychiatric  care.  A federal  trial  court 
dismissed  the  complaint  for  lack  of  jurisdiction. 

On  appeal,  the  federal  appellate  court  agreed  that  the 
trial  court  had  no  jurisdiction  over  claims  involving  dis- 
cretionary acts  by  the  U.S.  Board  of  Parole.  The  decisions 
to  grant  or  deny  parole  to  make  adequate  provision  for  the 
prisoner’s  continued  treatment  or  supervision  and  to 
obtain  and  consider  medical  records  showing  the  prison- 
er’s homicidal  tendencies  were  all  discretionary  and  could 
not  be  the  basis  for  a claim  under  the  Federal  Tort  Claims 
Act,  the  court  said. 

However,  the  allegation  that  the  U.S.  Bureau  of  Pris- 
ons failed  to  supply  records  to  the  Parole  Board  showing 
that  the  prisoner  was  a dangerous  psychotic  and  a menace 
to  society  stated  a claim.  There  was  no  discretion  in- 
volved in  supplying  the  records.  The  court  also  had  juris- 
diction over  the  claim  of  negligence  in  failing  to  ascertain 
the  nature  and  extent  of  the  prisoner’s  mental  problem. 
Finally,  the  trial  court  had  jurisdiction  of  a claim  that  the 
Bureau  of  Prisons  had  negligently  rendered  psychiatric 
treatment  to  the  prisoner,  the  appellate  court  concluded. 

The  trial  court’s  decision  was  reversed  in  part  and 
affirmed  in  part.  - Payton  v.  U.S.  679  F.2d  475  (C.  A.  5, 
Ala.,  July  1,  1982) 


Attorney  Referral  Fee  Agreements  Not 
Against  Public  Policy,  Court  Notes 

An  attorney  was  entitled  to  $88,952.59  in  fees  pursuant 
to  a referral  fee  agreement,  a California  appellate  court 
ruled. 

In  1972,  a patient’s  family  attorney  agreed  with  another 
attorney  to  split  the  fee  obtained  in  a medical  malpractice 
action . The  second  attorney  took  over  for  another  attorney 
in  handling  the  malpractice  litigation.  He  obtained  settle- 
ments from  the  various  defendants  resulting  in  attorney’s 
fees  of  $266,996.37.  When  the  second  attorney  refused  to 
honor  the  referral  fee  agreement  with  the  patient’s  attor- 
ney, he  filed  suit.  A trial  court  held  the  contract  unen- 
forceable, but  awarded  him  $25,000  for  the  value  of  his 
services  actually  rendered  in  the  case. 

On  appeal,  the  appellate  court  reversed  the  decision. 
The  court  said  that  referral  fee  agreements  were  not  con- 
trary to  public  policy  under  a professional  conduct  rule. 
The  fee  agreement  was  not  contrary  to  public  policy  at  the 
time  it  was  entered  into  in  1972,  the  court  said.  Even 
though  the  attorney  took  over  from  the  first  attorney  after 
November  1972,  the  effective  date  of  a professional  con- 
duct rule  prohibiting  fee  splitting,  the  agreement  was 
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legal  at  the  time  of  the  original  agreement,  the  court  said. 

Effective  January  1,  1979,  the  California  Supreme 
Court  approved  an  amendment  to  the  professional  con- 
duct rule,  which  effectively  sanctioned  forwarding  fee 
arrangements  under  certain  circumstances,  the  court 
noted.  This  amendment  indicates  not  only  that  referral  fee 
agreements  are  no  longer  contrary  to  public  policy,  but 
also  that  they  were  not  contrary  to  public  policy  before 
November  1972,  the  court  said.  - Moran  v.  Harris,  182 
Cal.  Rptr.  519  (Cal.  Ct.  of  App.,  April  20,  1982;  as 
modified.  May  13,  1982) 


No  Negligence  By  MD  In 
Performing  Hysterectomy 

A trial  court  did  not  err  in  instructing  a jury  that  it  was 
not  malpractice  to  make  a mistake  in  diagnosis,  a 
Louisiana  appellate  court  ruled. 

A single  woman  in  her  late  twenties  with  no  children 
consulted  a physician  because  of  severe  cramping  during 
her  menstrual  period  The  physician  diagnosed  pelvic 
inflammatory  disease,  endometriosis,  or  cysts  on  the  ov- 
ary or  tube  area.  He  prescribed  antibiotics  for  pelvic 
inflammatory  disease  and  at  a later  visit  recommended  a 
diagnostic  laparoscopy  and  dilation  and  curettage. 

The  laparoscopy  revealed  multiple  adhesions,  binding 
the  tubes  and  ovaries  to  the  uterus.  The  physician  recom- 
mended a laparotomy,  and  the  patient  signed  a consent 
form  with  the  standard  provisions  that  sterility  might 
result  from  the  operation  and  that  the  consent  extended  to 
additional  surgery  if  the  physician  found  it  necessary. 

When  he  opened  the  abdominal  cavity,  the  physician 
found  extensive  adhesions,  allegedly  making  the  patient 
sterile.  He  and  the  assisting  surgeon  agreed  that  a total 
hysterectomy  and  bilateral  salpingooophorectomy  were 
necessary.  The  patient  was  upset  when  she  learned  that 
the  hysterectomy  had  been  done. 

The  physician  sued  to  collect  for  the  surgery.  The 
patient  countered  with  a malpractice  suit,  contending  that 
the  surgeon  was  negligent  in  failing  to  treat  her  endomet- 
riosis with  drugs  and  conservative  surgery.  She  alleged 
that  the  operation  was  performed  without  her  consent. 
The  jury  decided  for  the  physician,  and  the  trial  judge 
decided  that  the  patient  owed  the  fee  for  the  operation. 

On  appeal,  the  patient  contended  that  the  jury  verdict 
was  contrary  to  law  and  that  the  jury  instruction  was  error. 
The  court  found  that  the  instruction  as  a whole  indicated 
that  the  physician's  conduct  in  making  a diagnosis  must 
be  compared  with  the  standard  for  other  members  of  the 
same  specialty  and  therefore  was  not  error. 

The  patient  objected  to  the  instruction  that  the  physi- 
cian was  presumed  to  have  done  his  duty  in  the  absence  of 
evidence  to  the  contrary.  The  court  found  that  the  patient 
had  the  burden  of  proving  that  the  physician  deviated 
from  the  standard  of  care.  The  trial  judge  and  jury  both 
found  that  the  patient  had  given  either  express  or  implied 
consent  to  the  surgery.  The  court  affirmed  the  trial  court’s 


judgement.  - Pizzalotto  v.  Wilson,  41 1 So. 2d  1 150  (La. 
Ct.  of  App.,  March  2,  1982;  rehearing  denied,  April  13, 
1982) 


Psychiatrist’s  Manslaughter  Conviction 
Affirmed 

The  evidence  supported  a manslaughter  conviction  of  a 
psychiatrist  who  was  charged  with  the  murder  of  a former 
patient,  a Llorida  appellate  court  ruled. 

The  psychiatrist  was  charged  in  1975  with  the  murder 
of  the  patient  with  whom  he  had  been  having  an  affair.  He 
was  convicted  of  the  lesser  included  offense  of  man- 
slaughter and  was  sentenced  to  15  years  in  prison. 

On  appeal,  the  only  issue  raised  was  the  sufficiency  of 
the  evidence.  The  forensic  pathologist  who  performed  the 
autopsy  on  the  victim  testified  that  the  cause  of  her  death 
was  manual  strangulation.  He  told  the  court  and  jury  of  a 
technique  of  reducing  the  blood  How  to  the  brain  to 
enhance  pleasure  during  sexual  activity.  The  technique 
involved  partial  strangulation,  which  could  lead  to  uncon- 
sciousness and  heart  stoppage.  There  was  some  indication 
that  the  psychiatrist  was  familiar  with  the  technique,  and 
there  was  evidence  that  the  victim  had  engaged  in  sexual 
activity  shortly  before  her  death. 

The  pathologist  admitted  that  death  could  occur 
accidentally  using  the  technique,  but  the  court  said  that 
use  of  the  technique  would  constitute  culpable  negli- 
gence. The  psychiatrist  placed  greater  reliance  on  the  fact 
that  no  sperm  were  found  in  the  victim's  body.  He  had  a 
normal  sperm  count,  but  the  court  noted  expert  testimony 
that  frequent,  recent  intercourse  could  have  depleted  his 
sperm . 

Affirming  the  decision,  the  court  said  that  the  evidence 
supported  the  manslaughter  conviction.  - Tsavaris  v. 
State  of  Florida,  414  So. 2d  1087  (Lla.  Dist.  Ct.  of  App., 
May  7,  1982;  rehearing  denied,  June  9,  1982) 

Editor's  Note:  Prior  decisions  in  this  case  were  re- 
ported in  THE  CITATION,  Vol.  41,  No.  1 1,  p.  130  and 
Vol.  43,  No.  5,  p.  56. 


No  Surgical  Removal  Of  Bullet  If  Risky 

. . . Court-ordered  surgical  removal  of  a bullet  from  a 
man's  body  would  be  improper  where  major  surgical 
procedures  would  be  required,  the  South  Carolina 
Supreme  Court  ruled.  The  man  was  charged  with 
murder,  attempted  armed  robbery,  and  other  crimes, 
and  the  bullet  was  sought  as  evidence.  The  court  found 
that  the  proposed  operation  constituted  a major  intru- 
sion into  the  man's  body,  with  risk  to  his  health  or  life, 
where  there  was  no  medical  necessity  for  removal  of 
the  bullet.  As  to  the  man's  co-defendant,  where  the 
operation  to  remove  a bullet  from  his  body  would  be 
minor  with  minimal  risk,  and  a physician  felt  that  it 
should  be  removed,  the  court  found  that  the  operation 
was  permissible.  - State  of  South  Carolina  v.  Allen, 
291  S.E.2d  459  (S.C.  Sup.  Ct.,  May  5,  1982) 
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Leading  Work-Related  Diseases  and  Injuries 


CENTERS  FOR  DISEASE  CONTROL 


The  National  Institute  for  Occupational  Safety  and 
Health  (NIOSH)  has  recently  developed  a suggested 
list  of  the  10  leading  work-related  diseases  and  injuries 
(Table  1).  Three  criteria  were  used  to  develop  the  list: 
the  disease’s  or  injury’s  frequency  of  occurrence,  its 
severity  in  the  individual  case,  and  its  amenability  to 
prevention.  The  list  is  suggested  with  three  purposes: 
1)  to  encourage  deliberation  and  debate  among  pro- 
fessionals about  the  major  problems  in  this  field  of 
public  health,  2)  to  assist  in  setting  national  priorities 
for  efforts  to  prevent  health  problems  related  to  work, 
and  3)  to  convey  to  a diverse  audience  the  concerns  of 
the  leadership  of  NIOSH  and  the  focus  of  the  Institute's 
activities.  The  list  is  intended  to  be  dynamic;  it  will  be 
reviewed  periodically  for  necessary  updating  as  knowl- 
edge increases  and  as  conditions  change  and  are 
brought  under  better  control. 

The  following  article  contains  a detailed  discus- 
sion of  occupational  lung  disease,  the  problem  top- 
ranked  on  the  list;  future  articles  will  elaborate  on 
the  others. 

Occupational  Lung  Diseases 

The  lung  is  both  a target  organ  and  a portal  of  entry 
for  toxic  substances.  The  likelihood  of  toxic  exposure 
is  high;  for  example,  an  estimated  1.2  million  workers 
each  year  are  potentially  exposed  to  silica  dust  alone.2 
The  recognition  of  occupational  lung  diseases  may  be 
difficult,  since  the  latent  period  for  such  diseases  may 
be  long — as  long  as  15  years  for  silicosis  and  30  years 
or  more  for  asbestos-related  diseases.  Other  factors, 
such  as  cigarette  smoking,  may  also  contribute  signifi- 
cantly to  the  disease  process  and  hence  obscure  the 
association  between  work  and  the  disease.3 

Six  important  components  of  occupational  lung 
diseases  are  described  below.  Each  is  preventable,  al- 
though years  of  effective  control  measures  will  be  re- 
quired to  eliminate  diseases  of  long  latency.  Because  of 
the  rapid  rate  at  which  new  potentially  toxic  agents  are 
introduced  into  the  workplace,  vigorous  pre-market 
toxicologic  testing  of  agents  and  effective  disease  sur- 
veillance are  essential  if  epidemics  of  occupational 
lung  diseases  are  to  be  avoided.  The  U.S.  Public  Health 


Morbidity  and  Mortality  Weekly  Report,  January  21,  1983,  Vol. 
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Service  has  established  the  following  national  objective 
for  the  prevention  of  occupational  lung  diseases;  “by 
1 990,  among  workers  newly  exposed  after  1 985,  there 
should  be  virtually  no  new  cases  of  four  preventable 
occupational  diseases — asbestosis,  byssinosis,  silicosis, 
and  coal  workers'  pneumoconiosis”.4  These  diseases, 
as  well  as  lung  cancer  and  occupational  asthma,  are 
briefly  discussed  below. 

Asbestosis:  Asbestosis  is  characterized  by  diffuse, 
extensive  scarring  of  the  lung  and  progressive  short- 
ness of  breath.  Once  established,  the  disease  progresses 
even  after  exposure  ends;  there  is  no  specific  treatment. 
The  latent  period  is  10-20  years.  Smoking  appears  to 
increase  the  risk  of  death  from  asbestosis  by  a factor  of 
two  to  three.  Longitudinal  studies  of  groups  of  asbestos 
insulation  workers  and  shipyard  workers  have  revealed 
that  1 0%- 1 8%  may  be  expected  to  die  of  asbestosis.5 

Byssinosis:  This  condition,  characterized  by  both 
acute  (reversible)  and  chronic  lung  disease,  is  asso- 
ciated with  inhalation  of  the  dusts  of  cotton,  flax,  or 
hemp.  Symptoms  include  “chest  tightness,”  cough, 
and  obstruction  of  the  small  airways.  Severely  im- 
paired lung  function  has  disabled  an  estimated  35,000 
current  and  retired  textile  workers.6  The  specific 
causal  agent(s)  in  the  various  dusts  are  yet  to  be  identi- 
fied.7 

Silicosis:  Although  the  ill  effects  of  exposure  to  free 
crystalline  silica  have  been  known  for  centuries,  the 
prevalence  of  disabling  silicosis  remains  high  in  certain 
groups  of  workers.8  Nearly  60,000  currently  exposed 
workers  in  mines  and  foundries,  in  abrasive  blasting 
operations,  and  in  stone,  clay,  and  glass  manufacturing 
may  be  expected  to  suffer  some  degree  of  silicosis.9 

Coal  workers  'pneumoconiosis  ( C WP):  The  estimated 
prevalence  of  CWP  among  currently  employed  coal 
miners  is  about  4.5%.  Approximately  0.2%  of  coal 
workers  have  been  diagnosed  as  having  progressive 
massive  fibrosis,  a potentially  disabling  form  of  CWP. 10 
In  1974,  there  were  an  estimated  19,400  cases  of 
CWP.  Some  4,000  deaths  each  year  are  attributed  to 
legislatively  defined  “black  lung  disease.”9  Industrial 
bronchitis,  another  medical  condition  associated  with 
exposure  to  coal  dust,  may  lead  to  decreased  venti- 
lation capacity,  but  it  is  not  well  correlated  with  chest 
roentgenographic  changes. 11 
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Table  1.  The  ten  leading  work-related  diseases  and  injuries — United  States,  1982* 


1.  Occupational  lung  diseases:  asbestosis,  bys- 
sinosis,  silicosis,  coal  workers'  pneumoconi- 
osis, lung  cancer,  occupational  asthma 

2.  Musculoskeletal  injuries:  disorders  of  the  back, 
trunk,  upper  extremity,  neck,  lower  extremity; 
traumatically  induced  Raynaud's  phenomenon 

3.  Occupational  cancers  (other  than  lung): 

leukemia;  mesothelioma;  cancers  of  the 
bladder,  nose,  and  liver 

4.  Amputations,  fractures,  eye  loss,  lacerations, 

and  traumatic  deaths 

5.  Cardiovascular  diseases:  hypertension,  coro- 
nary artery  disease,  acute  myocardial  infarc- 
tion 


6.  Disorders  of  reproduction:  infertility,  spon- 

taneous abortion,  teratogenesis 

7.  Neurotoxic  disorders:  peripheral  neuropathy, 

toxic  encephalitis,  psychoses,  extreme  per- 
sonality changes  (exposure-related) 

8.  Noise-induced  loss  of  hearing 

9.  Dermatologic  conditions:  dermatoses,  burns 
(scaldings),  chemical  burns,  contusions  ( abra- 
sions) 

10.  Psychologic  disorders:  neuroses,  personality 
disorders,  alcoholism,  drug  dependency 


*The  conditions  listed  under  each  category  are  to  be  viewed  as  selected  examples,  not  comprehensive  definitions  of  the  category. 


Lung  Cancer:  The  single  most  important  cause  of 
lung  cancer  is  tobacco  smoke.12  However,  numerous 
occupational  agents  are  associated  with  lung  cancer, 
including  arsenic,  asbestos,  chloroethers.  chromates, 
ionizing  radiation,  nickel,  and  polynuclear  aromatic 
hydrocarbon  compounds.13  Tobacco  smoke  may  in- 
teract synergistically  with  some  of  these  agents  (e.g., 
asbestos)  to  sharply  increase  the  risk.5  Of  special  con- 
cern in  this  regard  are  workers  currently  or  previously 
exposed  to  asbestos  (estimated  from  7.6  to  13.2 
million);14  15  as  many  as  6.000  asbestos-related  lung 
cancers  may  occur  annually.15 

Occupational  asthma:  Hypersensitivity  reactions  to 
a wide  variety  of  occupational  organic  and  inorganic 
agents  can  cause  asthma  and  hypersensitivity  pneumo- 
nitis. The  prevalence  of  occupational  asthma  varies 
from  10%  to  nearly  100%  of  workers  in  certain 
occupations. 16  Many  agents  are  incriminated  as  eti- 
ologic  for  occupational  asthma,  including  grain  dusts, 
flour,  metals,  inorganic  chemicals,  isocyanates,  en- 
zymes, and  fungi.  The  list  of  agents  associated  with  hy- 
persensitivity pneumonitis  is  also  long.  If  exposure 
continues,  these  conditions  may  result  in  progressive, 
irreversible  pulmonary  fibrosis. 

Reported  by  Div.  of  Surveillance,  Hazard  Evaluation,  and  Field 
Studies.  Office  of  Director,  NIOSH,  CDC. 
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Statement  of  the  American  Medical  Association 

to  the 

Subcommittee  on  Health  and  Environment 
Committee  on  Energy  and  Commerce 
United  States  House  of  Representatives 

RE:  Prospective  Payment  for  Hospitals 

Presented  by 
Joseph  F.  Boyle,  M.D. 


Mr.  Chairman  and  Members  of  the  Subcommittee: 

My  name  is  Joseph  F.  Boyle,  M.D.  and  I am  a 
physician  in  the  practice  of  internal  medicine  in  Los 
Angeles,  California.  I am  the  Chairman  of  the  Board  of 
Trustees  of  the  American  Medical  Association.  With 
me  is  Harry  N.  Peterson,  Director  of  the  AMA's 
Division  of  Legislative  Activities.  The  Association  is 
pleased  to  have  this  opportunity  to  testify  today  on  the 
issue  of  prospective  payment  for  hospital  services. 

Mr.  Chairman,  a prospective  payment  system  for 
hospitals  is  perceived  by  some  as  the  conclusive 
remedy  for  the  increasing  cost  of  providing  institutional 
care  under  the  Medicare  program.  Indeed,  as  part  of  the 
Tax  Equity  and  Fiscal  Responsibility  Act  of  1982 
enacted  only  two  months  ago,  the  Congress  mandated 
the  Secretary  of  Health  and  Human  Services(HHS)  to 
develop  proposals  for  hospital  reimbursement  on  a 
prospective  basis,  to  be  presented  to  both  the  House 
Committee  on  Ways  and  Means  and  the  Senate 
Finance  Committee  by  December  31,  1982. 

Congress  is  appropriately  concerned  with  the  high 
increases  in  the  cost  of  delivering  care  under  Medicare. 
We  assure  you  that  the  American  Medical  Association 
is  equally  concerned  about  these  increases.  It  is 
essential,  however,  that  all  of  the  factors  involved  in 
these  costs  be  analyzed  carefully.  The  public  and 
private  sectors  must  together  seek  answers  to  give 
assurance  to  the  elderly  and  the  needy,  as  well  as  to  all 
citizens,  that  they  can  continue  to  count  on  the 
availability  of  quality  care.  However,  we  should  not 
needlessly  compromise  the  finest  health  system  that 
exists  in  the  world. 

The  American  Medical  Association  has  recognized 
the  need  to  consider  alternate  forms  of  hospital  reim- 

VOLUME  47,  NO. 4 


bursement.  In  early  1978  the  AMA  accepted  as  policy 
a recommendation  of  the  National  Commission  on  the 
Cost  of  Medical  Care  calling  for  the  exploration  of 
systems  for  payment  to  institutions  on  the  basis  of  pre- 
determined rates  or  other  payment  systems  that  create 
incentives  for  facilities  to  be  more  cost-conscious.  In 
making  this  recommendation,  we  pointed  out  that  such 
systems  should  be  implemented  on  a broad  scale  only  if 
they  prove  to  be  effective. 

We  recognize  the  many  pressures  now  causing  the 
Congress  to  consider  imposing  a new  system  of  pro- 
spective payments.  We  must,  however,  urge  caution  as 
no  single  program  has  yet  been  proven  to  be  satisfactory 
in  meeting  all  desirable  objectives.  As  early  as  1967 
Congress  authorized  experimental  systems  under 
Medicare  and  in  1972  further  expanded  this  authoriza- 
tion, with  special  emphasis  to  be  made  on  “prospective 
reimbursement  systems.”  Prospective  payment  experi- 
ments have  thus  extended  over  a period  of  some  ten 
years.  The  virtues  of  a prospective  system  have  been 
both  extolled  and  criticized  over  the  years.  Depending 
upon  the  forum,  these  characterizations  have  varied  in 
degree.  What  has  become  apparent,  however,  is  the 
lack  of  adequate  analysis  of  the  various  “experiments” 
that  have  gone  on  to  date.  Moreover,  studies  of  the 
various  state  systems  with  prospectively  determined 
payments  have  examined  only  the  question  of  possible 
program  savings;  they  have  not  examined  the  impact  of 
the  payment  methodology  on  the  quality  of  care. 

For  example,  an  analysis  of  the  hospital  payment 
programs  in  the  states  of  Arizona,  Connecticut,  Indi- 
ana, Kentucky,  Maryland,  Massachusetts,  Minnesota, 
New  Jersey,  New  York,  Rhode  Island,  and  Washington 
in  the  Winter  1981  issue  of  Health  Care  Financing 
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Review  points  to  various  levels  of  savings  generated  in 
each  of  these  states.  However,  this  very  study  points  to  a 
most  significant  flaw  in  the  research  to  date  on  prospec- 
tive payment:  the  research  fails  to  answer  the  important 
questions  concerning  how  the  reimbursement  mecha- 
nism has  affected  the  quality  of  care  available.  The 
study  concluded  with  the  following  statement: 

We  have  examined  only  part  of  the  evidence  that 
deals  with  the  effects  of  prospective  reimbursement 
programs,  and  the  results  we  presented  in  this 
paper  are  preliminary ’.  In  later  phases  of  the 
national  hospital  rate-setting  study,  better  data  will 
be  available  for  analysis,  and  we  will  undertake  a 
much  more  comprehensive  examination  of  program 
effects.  Until  an  analysis  has  been  made  of  the 
effects  of  prospective  reimbursement  programs  on 
the  quality  of  care,  on  the  accessibility  of  hospital 
sendees,  and  on  the  financial  viability  of  hospitals, 
the  information  necessary  for  sound  policy  deci- 
sions is  not  complete.  (Emphasis  added.) 

It  is  thus  clear  from  this  statement  that  the  HCFA 
study  is  still  ongoing  even  as  to  costs.  In  addition  to  the 
fact  that  the  existing  demonstration  projects  and  studies 
have  failed  to  measure  changes  in  quality,  recent 
statistics  raise  questions  about  the  ability  of  prospective 
payment  systems  to  maintain  program  savings.  As 
reported  in  the  April  16  issue  of  Hospitals,  the 
percentile  change  of  annual  hospital  expenditures  per 
capita  has  shrunk  from  a 4.3%  spread  in  1978  between 
states  with  mandatory  rate  controls  and  other  states  to 
a mere  0.1%  spread  in  1980  in  favor  of  states  with 
mandatory  controls. 

In  addition  to  these  concerns,  recent  statements  from 
the  Department  of  Health  and  Human  Services  indicate 
a puzzling  lack  of  consistency  of  view  on  prospective 
payment  systems.  As  noted  above,  HCFA  on  the  one 
hand  has  stated  a need  to  further  examine  these 
programs  to  ascertain  their  effect  on  costs  and  on  the 
quality  of  care.  On  the  other  hand.  Secretary  Schweiker 
on  October  8,  1982,  published  a notice  in  the  Federal 
Register  expressing  his  view  that  no  more  demonstra- 
tions are  needed  except  for  prospective  payment  sys- 
tems with  reimbursement  based  on  diagnostically  re- 
lated groups  (DRGs).  The  Secretary  has  also  indicated 
that  the  only  program  he  will  recommend  to  the 
Congress  in  January  will  be  based  on  DRGs. 

Mr.  Chairman,  from  these  seemingly  contradictory 
statements,  it  is  apparent  that  none  of  these  former 
projects  would  be  viable  for  nationwide  implementation 
at  this  time.  Instead,  it  appears  that  HHS  will  be 
proposing  a new  system — the  only  system,  however, 
that,  by  its  own  admission,  needs  further  demonstration. 

Mr.  Chairman,  I want  to  stress  at  this  time  that  I 
point  out  the  above  to  indicate  that  the  validity  of 
prospective  payment  as  an  appropriate  nationwide 
reimbursement  system  is  uncertain.  We  strongly  urge 
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that  further  demonstrations  go  forward  before  any 
attempt  is  made  to  radically  alter  the  manner  in  which 
payment  is  made  for  hospital  care.  In  making  this 
recommendation,  we  also  point  to  the  recent  changes 
made  to  the  Medicare  hospital  reimbursement  meth- 
odology by  § 101  of  the  1982  Tax  Act.  This  provision 
is  intended  to  provide  for  the  amelioration  of  Medicare 
program  expenditure  increases  on  a temporary  basis 
while  a long-term  solution  is  developed. 

It  is  important  to  remember  that  decisions  made  in 
the  near  future  concerning  how  hospitals  and  other 
providers  under  the  Medicare  program  are  reimbursed 
will  have  long-range  implications  on  access  to  and  the 
quality  of  care  for  years  to  come.  We  fully  expect  that 
hospitals,  through  their  boards,  administrators,  and 
medical  staffs,  will  all  respond  to  changes  in  the 
reimbursement  system  in  order  to  try  to  maintain 
access  and  quality  care.  In  our  view,  if  a system  under 
Medicare  and  Medicaid  under-reimburses  hospitals, 
we  can  expect  adaptations  to  such  under-reimburse- 
ment by  shifting  costs  to  other  payors,  deferring  costs 
such  as  maintenance  ( often  leading  to  higher  long-term 
costs),  and  postponing  or  eliminating  necessary 
modernization  and  technological  improvements  (de- 
priving patients  of  the  highest  quality  of  care).  In 
extreme  cases  hospitals  providing  essential  care  could 
be  forced  to  close.  Complex  problems  and  complex 
systems  should  not  be  addressed  with  untried  solutions. 
As  we  have  pointed  out,  there  is  no  data  and  no  detailed 
information  to  establish  what  long-term  changes  would 
take  place  in  the  hospitals  of  this  country  under  a 
prospective  payment  system.  Mr.  Chairman,  what  do 
we  do  if  the  “ incentives”  change  behavior  in  a way  that 
cuts  costs  but  also  forces  elimination  of  needed  services 
and  activities?  Considerations  such  as  these  are  best 
answered  through  demonstration  projects  prior  to  the 
nationwide  implementation  of  a new  Medicare  reim- 
bursement system. 

While  prospective  payment  programs  in  various 
states  appear  to  have  had  some  success  in  holding  down 
the  rate  of  increases  in  the  cost  of  hospital  care  in 
comparison  with  states  without  prospective  payment, 
this  one  factor  does  not  tell  the  whole  story.  States  that 
have  already  imposed  rate-setting  schemes  did  so 
largely  because  of  unacceptable  costs  experienced 
within  those  states.  These  states,  therefore,  had  high 
costs  built  into  their  systems  at  that  time  against  which 
rates  of  increases  have  since  been  measured.  By  way  of 
illustration,  per  capita  hospital  expenditures  for  states 
with  mandatory  programs  was  $250  in  1976  versus 
$ 1 96  for  all  other  states.  In  1 980,  the  mandatory  states 
had  a rate  of  $373  compared  to  $329  for  the  other 
states. 

States  with  mandatory  review  programs  have  not  all 
experienced  satisfactory  results.  Massachusetts,  one  of 
the  early  rate-setting  states,  has  now  been  forced  to 
create  a new  system  because  the  costs  were  too  high.  A 
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rate  review  system  was  totally  scrapped  in  Colorado. 
Illinois,  after  preliminary  development,  also  scrapped 
its  program.  After  the  implementation  of  strict  rate- 
setting in  New  York,  a rash  of  hospital  bankruptcies 
and  closures  took  place  as  hospitals  exhausted  en- 
dowment funds,  deferred  bill  paying  and  took  other 
drastic  measures.  As  a result  of  operation  of  the  New 
York  system  for  over  a decade,  81%  of  that  state’s 
hospitals  were  operating  at  a loss  in  1980.  The 
combined  operating  losses  for  that  year  totalled  $256 
million  compared  to  a combined  surplus  of  $ 1 6 million 
for  the  remaining  hospitals.  Conditions  in  New  York 
City  deteriorated  to  the  point  that  the  federal  govern- 
ment had  to  step  in  to  bail  out  failing  hospitals  that 
served  large  inner-city  populations.  We,  therefore, 
must  caution  against  any  headlong  activities  that  result 
in  the  implementation  of  a nationwide  hospital  pro- 
spective payment  scheme  without  first  measuring  that 
scheme  against  potential  adverse  results. 

Maintaining  Quality  Health  Care 
In  our  view,  Mr.  Chairman,  an  essential  step  in  the 
implementation  of  any  program  for  prospective  pay- 
ment must  be  the  testing  of  such  a program  on  a limited 
scale.  It  would  be  a major  mistake  to  impose  a prospec- 
tive payment  system  on  a nationwide  scale  unless  that 
process  had  a successful  track  record.  It  is  important  to 
determine  not  only  whether  there  are  short-term  savings 
that  may  be  generated  by  a prospective  payment 
system,  but  also  whether  the  hospitals  will  continue  to 
be  able  to  provide  quality  care. 

Mr.  Chairman,  we  can  all  be  proud  that  the  health 
care  available  to  the  citizens  and  residents  of  this 
country  is  unequalled  in  the  world.  The  primary  reason 
for  this  high  standard  of  care  is  the  public  and  private 
commitment  that  exists  in  this  country  to  maintain 
access  to  quality  medical  care.  Such  a commitment 
should  not  be  readily  sacrificed. 

While  it  is  apparent  that  prospective  payment  can  be 
made  to  achieve  cost  savings,  the  question  of  side 
effects  from  prospective  payment  must  be  considered. 
The  General  Accounting  Office  pointed  this  out  in  a 
letter  report  to  Senator  Packwood  on  May  10,  1982 
(No.  HRD-82-73).  This  report  stated: 

A prospective  system  can  be  designed  to  achieve 
almost  any  level  of  program  savings  desired  by 
selecting  the  appropriate  set  of  rules.  However, 
there  is  a point  when  a reduction  in  reimbursement 
could  adversely  affect  access  to  and/or  quality  of 
care  for  beneficiaries.  Also,  if  the  prospective 
reimbursement  does  not  apply  to  all  payors,  a 
facility  can  have  an  incentive  to  shift  costs  to  non- 
covered  payors. 

Additional  Considerations 
To  date  the  application  of  prospective  payment 
systems  to  Medicare  and  Medicaid  has  been  minimal 
from  a national  perspective.  Experience  as  applied  to 


all  payors  has  even  been  less  prevalent.  It  is  possible 
that  a proposal  that  does  not  cover  all  payors  nationwide 
could  lead  to  massive  cost  shifting.  Moreover,  an 
inadequate  reimbursement  system  could  foster  a two- 
tiered  system  of  health  care  in  this  country,  with  one 
level  of  care  for  private-pay  patients  and  the  other  level 
of  care  for  public  patients.  Unless  Medicare  and 
Medicaid  bears  its  fair  share  of  financial  responsibility, 
the  potential  would  exist  for  some  hospitals  to  discour- 
age acceptance  of  public  patients.  Those  hospitals  with 
large  public  patient  loads  would  find  themselves  with 
increasing  difficulty  in  maintaining  financial  viability. 

In  addition  to  questions  relative  to  the  quality  of  care 
that  institutions  will  be  able  to  provide  under  a system 
of  prospective  payment,  such  a system  forces  other 
questions: 

• Would  all  costs  of  hospitals  be  adequately  covered, 
including  costs  for  teaching  programs,  capital  ex- 
penditures, etc.? 

• Would  there  be  an  adjustments  and  appeals  me- 
chanism? 

• What  level  of  access  to  care  would  be  an  acceptable 
level? 

• Would  care  have  to  be  rationed? 

• How  would  hospitals  be  encouraged  to  make  ex- 
penditures to  improve  technology? 

• Would  the  system  make  adjustments  for  hospitals 
that  have  already  undertaken  cost-saving  measures 
and  are  operating  efficiently? 

Questions  such  as  these  must  be  used  to  measure  any 
system  of  prospective  payment,  and  they  should  be 
answered  prior  to  national  implementation  of  any  reim- 
bursement system. 

The  DRG  system  in  place  in  New  Jersey  is  just  now 
starting  to  be  scrutinized.  The  overview  of  a study  being 
conducted  by  the  Health  Research  and  Educational 
Trust  of  New  Jersey  indicates  that  “there  is  consider- 
able uncertainty  regarding  the  system’s  ability  to 
contain  costs.”  While  this  study  is  just  in  its  initial 
stages,  as  is  the  New  Jersey  reimbursement  system,  it 
hopes  eventually  to  answer  the  following  questions: 

• Is  the  system  properly  designed  and  does  it  work  as 
anticipated? 

• Does  the  system  make  a difference  in  terms  of  the 
hospitals’  overall  performance,  effectiveness,  and 
efficiency  in  providing  medical  care? 

• What  is  the  system’s  potential  as  a regulatory 
device,  management  information  or  data-based 
planning  mechanism,  and  utilization  review  tool? 

• What  are  the  advantages  and  disadvantages  asso- 
ciated with  DRG  reimbursement  for  hospitals, 
third-party  payers,  and  others? 

It  is  also  important  to  note  that  the  New  Jersey  DRG 
system  is  based  on  a statutory  commitment  to  cover  all 
reasonable  hospital  costs  and  that  the  system  recognizes 
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and  allows  for  increased  hospital  compensation  if  the 
initial  DRG  rate  determination  provides  inadequate 
revenue.  The  answers  to  these  types  of  questions  are 
necessary  before  developing  a nationwide  system  of 
prospective  payment  based  on  DRGs. 

Conclusion 

The  American  Medical  Association  supports  the 
development  and  exploration  of  systems  for  payment 
to  institutions  on  the  basis  of  predetermined  rates  or 
other  payment  systems  that  create  incentives  for  facili- 
ties to  be  more  cost-conscious.  It  would  be  inappropri- 
ate, however,  to  institute  a radical  change  in  the 
Medicare  and  Medicaid  hospital  reimbursement  system 
without  assurances  that  quality  care  will  be  maintained. 
To  this  end,  we  strongly  caution  against  the  implemen- 
tation of  any  full-scale  prospective  payment  system 
without  experimentation  and  until  on-going  projects 
have  been  analyzed  to  determine  their  effects  on  costs 
and  quality. 


Mr.  Chairman,  as  proposals  for  prospective  pay- 
ment are  brought  before  Congress  we  urge  you  to  give 
them  careful  consideration.  We  strongly  recommend 
that  you  consider  not  only  how  much  these  programs 
are  designed  to  save  in  terms  of  dollars  but  also 
consider  what  effects  they  will  have  in  human  terms 
and  upon  the  quality  of  care  that  will  be  available  to  the 
American  people. 

We  are  opposed  to  the  rationing  of  needed  medical 
care  for  cost  containment  and  equally  opposed  to 
restricting  access  to  advances  in  technology  that  can  be 
demonstrated  to  save  lives,  alleviate  suffering,  prevent 
disability  and  enhance  the  quality  of  life. 

The  American  Medical  Association  urges  you  to 
carefully  consider  the  questions  raised  in  this  testimony 
when  you  review  proposals  from  the  Administration 
and  others  for  prospective  payment.  We  will  be  pleased 
to  answer  any  questions  which  the  Committee  may 
have. 


AMA  Socioeconomic  Monitoring  System 
Survey  on  Physician-Hospital  Relationships 

Recognizing  the  dramatic  increase  in  the  importance  of  hospitals  to  the 
practice  of  medicine,  the  AMA  C enter  for  Health  Policy  Research  took  a 
close  look  at  four  aspects  of  physician-hospital  relationships  in  its  third- 
quarter  1982  Socioeconomic  Monitoring  System  (SMS)  survey: 

• Hospital  Admitting  Privileges 

• Medical  Staffs  and  Department  Closure 

• Full-Time  Medical  Directors 

• Governing  Body  Representation  of  Physicians 

In  light  of  the  growing  number  of  physicians  who  will  be  seeking  hospital 
privileges,  and  in  view  of  the  growing  likelihood  that  more  hospitals  will 
restrict  medical  staff  appointments,  physician-hospital  relationships  will 
continue  to  wield  an  instrumental  influence  on  the  quality  of  medical 
care.  The  findings  of  the  SMS  survey  on  Hospital  Admitting  Privileges 
and  on  Medical  Staffs  and  Department  Closure  follow.  SMS  findings  on 
Full-Time  Medical  Directors  and  on  Governing  Body  Representation  of 
Physicians  will  be  included  in  next  month’s  Physician/Hospital  Memo. 

— Physician/Hospital  Memo,  February  1983 
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Month  in  Washington 


The  total  budget  unveiled  by  President  Reagan  earlier 
in  the  month  calls  for  $848.5  billion  in  government 
spending  for  fiscal  year  1984. 

Of  that  total,  the  U.S.  Dept,  of  Health  and  Human 
Services  accounted  for  $288.8  billion,  the  third  largest 
budget  in  the  world,  after  the  United  States  and  Soviet 
Union,  according  to  a statement  by  department  officials. 

The  overwhelming  proportion  of  the  HHS  budget  is 
slotted  for  the  Social  Security  Administration  at  $1 94.7 
billion.  Budgets  of  specific  interest  to  medicine  are  the 
Public  Service  funds  targeted  at  $7.9  billion,  and  the 
Health  Care  Financing  Administration  budget  of  $80.7 
billion. 

Included  in  the  HCFA  budget  are  dramatic  proposals 
to  change  the  Medicare  program.  Among  them: 

• A prospective  payment  system  for  hospitals. 

• Restructured  coinsurance  for  hospitalized  Medi- 
care recipients. 

• A voluntary  voucher  program  that  would  allow 
Medicare  recipients  to  enroll  in  prepaid  health 
plans,  such  as  health  maintenance  organizations 
(HMOs). 

• A freeze  on  physician  fees  for  one  year,  with  no 
rules  about  assignment,  meaning  that  physicians 
can  accept  Medicare  reimbursements  as  pay- 
ments in  part  and  bill  patients  for  the  remainder. 

• An  increased  premium  charge  for  Part  B coverage 
of  physician  fees,  including  an  index  for  the  de- 
ductible. 

Other  initiatives  include  a co-payment  plan  for 
Medicaid  recipients  calling  for  $1  per  outpatient  visit 
and  $1  per  hospital  day  for  beneficiaries  on  welfare 
($1.50  and  $2  for  beneficiaries  not  on  welfare). 

The  budget  also  includes  a proposal  to  limit  the  tax- 
free  amount  an  employer  can  contribute  to  health 
benefits.  The  line  would  be  drawn  at  $175  per  month 
for  family  coverage  and  $70  per  month  for  individual 
coverage. 

If  the  proposals  are  accepted,  they  will  hold  the 
annual  growth  rate  of  the  HHS  budget  to  5%,  down 
from  a high  of  17%  in  fiscal  year  1981. 

The  long-awaited  consumer  choice,  or  competitive- 
model  plan  for  health  care,  appears  to  have  been  shelved 
by  the  Reagan  Administration.  Instead  of  a compre- 
hensive plan  that  would  interconnect  public  and  private 
payment  systems  for  medical  care,  the  Administration 
has  offered  a piecemeal  approach  that  incorporates 
some  of  the  competitive  ideas,  such  as  the  voucher 
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program  and  the  tax  limit  on  employer  benefits  contri- 
butions. 

The  most  startling  proposal  relates  to  the  co-pay- 
ment provisions  for  Medicare  recipients,  both  in  the 
hospital  plan  and  in  the  physician  plan.  Observers  long 
have  thought  that  government  would  not  propose 
changes  in  the  benefits  packages,  but  these  proposals 
look  very  much  like  such  changes. 

The  Medicare  catastrophic  coverage  proposal  is 
billed  in  the  budget  as  a provision  of  “unlimited  hos- 
pital coverage  of  catastrophic  illness  for  the  first  time.” 

Explaining  the  provision,  HHS  officials  pointed  out 
that  “under  current  law  the  beneficiary  hospitalized  in 
1984  for  150  consecutive  days  would  owe  $13,475 
from  his  or  her  own  pocket. 

“The  beneficiary  would  also  bear  the  full  cost  of  all 
subsequent  hospital  days,”  they  added. 

“Under  the  new  plan,  the  beneficiary’s  expenses 
would  be  $1,530,  with  no  co- insurance  after  60  days.” 

While  the  coverage  looks  greater,  the  fact  is  that  the 
government  expects  to  save  $663  million  in  fiscal  1 984 
by  implementing  the  plan. 

What  it  in  effect  will  do  is  shift  co-payment  to  the 
area  of  greater  activity  for  Medicare  hospitalization. 
Under  the  plan  now  in  effect,  recipients  pay  the  full  cost 
of  hospitalization  on  the  first  day,  but  from  the  second 
to  the  60th  day  there  is  no  cost  sharing.  From  the  61st 
to  90th  day,  the  recipient  share  now  would  be  $87.50 
per  day,  and  $175  per  day  from  the  91st  to  the  150th 
day. 

The  new  plan  calls  for  the  same  full  pay  for  the  first 
day  of  hospitalization;  about  $28  per  day  from  the 
second  to  the  15th  days;  about  $1 7.50  per  day  from  the 
16th  to  60th  day;  and  catastrophic  (no  pay)  coverage 
after  the  60th  day. 

Explaining  the  budgetary  savings,  Robert  J.  Rubin, 
M.D.  HHS  Assistant  Secretary  for  planning  and 
evaluation,  pointed  out  that  the  average  hospital  stay 
for  a Medicare  recipient  is  11.5  days.  This  will  add 
$280  from  each  recipient  to  the  program,  resulting  in 
the  projected  savings,  he  said. 

He  added  that  only  200,000  of  Medicare  recipients, 
numbering  some  29  million,  ever  stay  more  than  60 
days  during  a given  period. 

Additional  savings  will  be  realized  by  the  prospec- 
tive payment  of  hospitals  based  on  467  diagnosis- 
related  groups  (DRGs).  This  builds  on  the  Medicare 
case  management  plan  “associated  with  hospital  reim- 
bursement changes  enacted  in  the  Tax  Equity  and 
Fiscal  Responsibility  Act,”  officials  said. 
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The  projected  freeze  on  physicians’  reimbursement 
under  Medicare  is  expected  to  save  $700  million,  offi- 
cials said.  Dr.  Rubin  said  that  about  half  of  the  physi- 
cians in  the  country  accepted  assignment  ( Medicare  re- 
imbursements as  payment  in  full).  He  added  that  there 
was  nothing  in  the  proposed  rules  to  inhibit  physicians 
from  passing  on  fee  increases  to  patients. 

The  budget  proposals  also  anticipate  gradual  change 
in  the  premium  and  deductible  for  optional  Medicare 
physician  coverage  under  Part  B of  the  program. 

“When  Medicare  was  established  the  premium  was 
intended  to  cover  50  percent  of  Part  B costs,  but  pre- 
miums now  cover  less  than  25  percent  of  costs,”  offi- 
cials said. 

That  percentage  would  move  back  up  to  35  percent 
by  1988  if  the  new  proposals  are  accepted.  Dr.  Rubin 
said.  The  per-month  premium  of  $ 1 2.20  will  remain  in 
effect  until  the  end  of  the  year. 

In  addition,  the  deductible  will  be  indexed  to  keep 
pace  with  costs.  That  savings  will  amount  to  $46  mil- 
lion in  fiscal  1984.  The  premium  proposals  will  result 
in  $359  million  additional  costs  for  fiscal  1984,  but 
earn  $575  million  in  savings  for  the  following  fiscal 
year. 

The  increases  in  hospital  co-payments,  premium 
payments,  and  the  prospect  of  additional  billings  from 
physicians  who  do  not  accept  assignment  probably  will 
make  enrollment  in  HMDs  more  attractive  for  Medi- 
care recipients.  Dr.  Rubin  said. 

The  new  budget  proposes  to  sweeten  that  possibility 
by  increasing  what  the  government  will  pay  to  “an 
amount  equal  to  95  percent  of  per-person  costs  of  the 
Medicare  program.”  Dr.  Rubin  pointed  out  that  the 
government  now  pays  only  80  percent. 

“Medicare  would  remain  the  basic  national  health 
plan  for  the  elderly,  and  alternative  plans  would  have  to 
provide  coverage  at  least  equal  to  Medicare’s”  officials 
said. 

“The  voucher  plan  in  essence  invites  private  pro- 
viders and  insurers  to  ’outbid’  Medicare  if  they  can. 
The  voucher  program  would  be  entirely  voluntary,  and 
beneficiaries  could  re-enter  the  Medicare  system. 

“In  the  case  of  low-priced  alternative  plans,  cash 
rebates  could  be  made  to  the  beneficiaries.” 

The  cap  on  tax-free  health  benefits  would  result  in  an 
addition  of  $2.3  billion  in  income  tax  revenues  in  fiscal 
1 984,  but  that  gain  in  revenue  was  not  the  main  thrust 
of  the  proposal. 

“The  point  here  is  that  government  will  no  longer 
subsidize  medical  care  in  that  way,”  Dr.  Rubin  said. 

The  initial  impact  may  be  limited,  since  the  average 
monthly  health  benefit  is  $125,  well  below  the  pro- 
posed $175  per  month  cut-off  for  family  coverage. 

“Currently,  about  30  percent  of  those  with  employ- 
ment-based health  coverage  receive  employer  contri- 


butions above  these  limits,”  officials  said. 

“While  individuals  and  companies  would  remain  free 
to  purchase  as  much  health  coverage  as  they  desire,  the 
new  provision  would  eliminate  the  bias  that  now  works 
in  favor  of  high-priced  coverage  and  against  comparable 
higher  wages,”  they  added. 

In  addition  to  the  Medicaid  co-payments  proposals, 
which  would  add  an  estimated  $249  million  in  savings, 
the  budget  proposes  maintaining  reductions  in  the 
federal  share  of  Medicaid. 

“The  plan  would  extend  beyond  fiscal  1984  the  re- 
duction in  federal  payments  to  states  passed  in  the 
Omnibus  Budget  Reconciliation  Act  of  1981,”  offi- 
cials said. 

“The  reduction  would  be  cut,  however,  from  4.5  per- 
cent to  3 percent.  The  reduction  will  remain  in  place  for 
an  indefinite  period,  leaving  in  place  the  incentive  for 
states  to  continue  seeking  new  cost-saving  Medicaid 
policies.” 

Officials  said  they  expected  to  save  $524.9  million 
in  fiscal  1985  by  extending  the  reduction,  adding  that 
there  would  be  no  effect  felt  during  1984. 

Other  HCFA  cuts  include  a closing  down  of  the  pro- 
fessional standards  review  organizations  regulatory  ef- 
fort. In  the  past  three  years,  funding  has  gone  from  $96 
million  to  $50  million  to  zero  proposed  for  fiscal  1 984. 
Also  shut  down  was  the  end-stage  renal  disease  coun- 
cils program  previously  budgeted  at  $5  million. 

Proposed  budgeting  for  the  National  Institutes  of 
Health  was  increased  by  $73  million  to  $4,077  billion 
in  fiscal  1984,  and  budgets  for  the  Alcohol,  Drug 
Abuse,  and  Mental  Health  Administration  was  increased 
by  a modest  $1  million  to  $421  million. 

In  for  severe  paring  was  the  Health  Resources  and 
Services  Administration,  whose  budget  was  cut  from 
$1,207  billion  in  fiscal  1983  to  $977  million  in  1984. 

Totally  eliminated  from  that  budget  was  the  health 
planning  program,  previously  budgeted  at  $58  million, 
and  drastically  cut  by  $56  million  was  the  health  pro- 
fessions education  program,  now  budgeted  at  $ 1 1 6 
million. 

Also  cut  within  the  Health  Resources  and  Services 
Administration  was  the  Indian  Health  Service,  down 
$7  million  from  $660  million  in  fiscal  1983  to  $653 
million  in  fiscal  1984. 

Funding  for  the  National  Health  Service  Corps 
would  continue  at  $96  million,  providing  for  a field 
strength  of  3,283  physicians  and  other  health  personnel. 

The  F ood  and  Drug  Administration  budget  would  be 
increased  $19  million  to  $386  million  for  fiscal  1984; 
and  the  Centers  for  Disease  Control  would  increase  to 
$270  million  from  $249  million  in  fiscal  1983. 

Block  grants  for  health  services  in  prevention;  alco- 
hol, drug  abuse,  and  mental  health;  primary  care;  and 
maternal  and  child  health  would  be  maintained  at  the 
same  budget  level  of  $1,357  billion  for  fiscal  1984. 
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The  AMA  responded  to  the  Reagan  budget  proposal 
by  cautioning  Congress  not  to  renege  on  long-term 
promises  to  ensure  quality  health  care  for  the  nation's 
elderly  and  poor,  infants  and  needy  young  mothers  by 
further  cuts  in  Medicaid,  Medicare  and  other  vital 
health  programs. 

“We  must  caution  against  establishing  unrealistic 
targets  for  savings  in  health  programs  that  would  result 
in  limiting  access  and  availability  of  health  care  for 
those  individuals  for  whom  the  federal  government  has 
assumed  a primary  financial  responsibility,”  said 
AMA's  Executive  Vice  President  James  H.  Sammons, 
M.D.,  before  the  House  of  Representatives  Task  Force 
on  Entitlements. 

“Like  you,  the  AMA  is  concerned  about  the  grow- 
ing deficit,”  Sammons  told  House  members.  “Yet,”  he 
said,  “Medicare  and  Medicaid  programs  have  been  the 
targets  of  an  unending  stream  of  cuts.  While  AMA 
would  support  changes  in  these  programs  to  improve 
their  efficiency,  Sammons  said,  these  programs  should 
not  be  targeted  for  further  cuts  or  restructuring  “unless 
adequate  assurances  are  provided  that  access  to  appro- 
priate high  quality  care  will  be  available  to  all  benefi- 
ciaries of  the  program.” 

Among  the  1 984  budget  proposal  challenged  by  the 
AMA  is  one  that  would  delay  eligibility  for  Medicare 
coverage  by  one  month  for  those  Americans  who  reach 
65.  AMA  cited  this  as  an  example  of  shifting  costs  to 
the  private  sector. 

AMA  advised  against  a proposal  to  extend  the  1 98 1 
Reconciliation  Act  reductions  in  Medicaid  matching 
payments  which  AMA  points  out  would  simply  shift  an 
increased  burden  for  the  program  to  the  states,  many  of 
which  are  also  facing  severe  budget  difficulties. 

Under  the  latter  proposal,  Sammons  said,  “the 
needy  in  our  society — those  most  affected  by  the  reces- 
sion and  who  can  least  afford  to  pay  for  their  medical 
care — will  be  hurt  the  most.” 

AMA  urged  the  House  Task  Force  to  consider  in- 
creasing funding  for  the  health  block  grants,  including 
funds  for  alcohol  and  drug  abuse  and  mental  health  pro- 
grams but  with  particular  emphasis  on  the  maternal  and 
child  health  block  grant. 

“The  importance  of  maternal  and  child  health  care  is 
self-evident,”  Sammons  told  House  members.  “Ac- 
cess to  high  quality  prenatal,  postnatal  and  pediatric 
care  has  profound  impact  upon  the  outcome  of  preg- 
nancy and  the  lives  of  children  . . . An  investment  in 
these  new  and  young  lives  will  inure  to  the  benefit  of 
this  and  future  generations.” 

Sammons  also  called  for  increasing  funding  for  the 
National  Institutes  of  Health  “to  maintain  our  nation’s 
biomedical  research  program  to  benefit  all  of  us  with 
new  medical  knowledge  which  can  save  lives  or  improve 
the  quality  of  life.” 

AMA  warmly  supported  the  Administration’s  1 984 


budget  proposal  for  a tax  “cap”  on  employer-provided 
health  insurance.  AMA  has  supported  the  concept  of 
such  a limitation  since  1978  because  it  would  restrain 
the  demand  for  medical  services  rather  than  regulating 
the  supply  which  would  result  in  rationing,  Sammons 
said.  AMA  also  supported  the  Administration’s  pro- 
posal for  catastrophic  coverage  for  Medicare  benefi- 
ciaries, with  appropriate  copayment  during  early  hos- 
pitalization. But  Sammons  expressed  the  Association's 
concern  over  the  amounts  of  copayment  and  the  timing 
of  their  implementation. 

AMA  took  issue  with  a number  of  Administration 
budget  proposals  for  the  coming  fiscal  year.  Among 
these: 

• Adoption  of  a nationwide  system  of  prospective 
pricing  for  hospitals  unless  the  system  is  proven 
effective  both  in  saving  costs  and  maintaining  the 
quality  of  health  care  now  available  to  the 
American  people. 

• A voucher  system  for  Medicare  beneficiaries 
which  AMA  also  says  is  yet  unproven. 

• A proposal  to  eliminate  an  incentive  target  rate 
for  hospital  payments  in  future  years  that  would 
allow  necessary  development  and  use  of  new 
technologies  in  hospitals. 

• A one  year  freeze  on  physicians’  reimbursement 
under  Medicare’s  “reasonable  charge”  system. 
Sammons  said  that  AMA  believes  that  it  is  un- 
fair to  freeze  the  costs  of  one  sector  of  the  eco- 
nomy while  not  asking  attorneys,  architects  and 
other  professionals  to  accept  a freeze  and  while 
allowing  prices  paid  other  suppliers  to  rise. 

* * * * 

The  AMA  has  testified  against  the  Reagan  Admin- 
istration’s proposal  to  base  Medicare  payments  to  hos- 
pitals on  the  patient’s  diagnosis. 

Appearing  before  the  House  Ways  and  Means  Sub- 
committee on  Health,  Jerald  Schenken,  M.D.,  a path- 
ologist from  Omaha,  Neb.,  and  Vice  Chairman  of  the 
AMA's  Council  on  Legislation,  recommended  that  the 
committee  “reject  the  Administration's  proposal  to 
impose  an  untried  system  across  the  nation.” 

He  called  instead  for  more  prospective  payment 
demonstration  projects  and  further  analysis  of  the 
demonstration  projects  already  in  place. 

The  AMA  opposes  “a  radical  change  in  the  Medi- 
care hospital  reimbursement  system  without  assurances 
that  quality  of  care  will  be  maintained,”  he  explained. 

Dr.  Schenken  said  the  proposal,  which  would  set  a 
price  for  each  of  467  diagnosis-related  groups  (DRG’s) 
and  which  the  Administration  wants  to  implement 
nationwide  Oct.  1,  “has  never  been  tried,  even  on  a 
limited  scale.” 
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If  you  could  examine 
professional  liability  insurance 
the  way  you  examine  your  patients... 

the  choice  would  he  clear. 


mm 


Your  practice  deserves  the  same  kind  of  quality  care 
you  give  your  patients.  So  give  it  the  best  protection 
you  can  — the  County  Association/ CSMS-sponsored 
Physicians  Protection  Program  from  CNA  Insurance. 

One  feature  that  makes  this  program  the  clear 
choice  for  professional  liability  protection  is 
occurrence  coverage  — the  most  complete  protection 
available.  With  your  Association-sponsored  program, 
you  are  covered  for  events  which  occur  during  the 
policy  period.  No  matter  when  a claim  is  filed  — 
after  you  leave  your  practice  or  retire,  even  years 
after  your  policy  has  expired  — you  are  still  fully 
covered  for  the  years  your  policy  was  in  effect. 

Your  medical  association  is  convinced  that  CNA's 
Physicians  Protection  Program  offers  you  the  best 
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possible  protection  for  your  special  malpractice 
insurance  needs.  Find  out  why  the  program  can  be 
the  clear  choice  for  you.  Contact  the  program 
administrator  today. 

Program  Administrator 

Joseph  Flynn 

A A W PHYSICIAN  PLANS,  INC. 

225  Spring  Street 
Wethersfield,  CT  06109 
( 203 ) 563-81 1 1 

Your  association-sponsored  CNA  Physicians  Protection 
Program  is  underwritten  by  Continental  Casualty 
Company,  one  of  the  CNA  Insurance  Companies. 

INSURANCE  FROU 

CNA 
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The  President’s  Page 

Valedictory 


At  long  last  my  presidential  year  is  nearly  over  and  this  is 
one  of  the  last  opportunities  I will  have  to  communicate 
with  you.  I wish  I had  some  earth-shaking  message  to 
leave  with  you  as  my  valedictory.  Alas  the  problems  faced 
by  our  profession  last  April  are  essentially  unchanged  and 
unsolved.  Medical  costs  are  spiraling  upwards,  seemingly 
uncontrolled  despite  many  noble  efforts  and  programs  to 
control  them.  Medical  liability  insurance  costs  have  been 
out  of  sight  for  a decade  and  continue  to  rise.  C aptive  ( pro- 
fession owned)  insurance  companies  which  were  bom  with 
some  promise  five  years  ago  now  are  stumbling  under  the  same  burden  of  gigantic 
monetary  awards  and  legal  costs  as  commercial  companies.  Although  the  esteem  of  the 
individual  physician  held  by  his  patient  remains  high,  doctors  as  a group  are  seen  as 
money-grubbing,  secretive,  self-interested,  unfeeling  professionals.  FTC  regulations  of 
some  sort  will  probably  be  passed  and  they  will  make  the  practice  of  medicine  even 
more  difficult. 

Perhaps  the  time  has  come  to  speak  the  unspeakable.  Is  one  of  our  troubles  due  to  the 
over-production  of  doctors  in  this  country?  After  World  War  II  there  was  a sudden 
realization  that  physicians  were  in  short  supply  and  many  new  schools  were  opened. 
Like  the  magic  broomstick  in  “The  Sorcerer’s  Apprentice,”  there  seems  to  be  noway  of 
curbing  the  production.  There  are  schools  now  which  must  soon  close  because  of  lack  of 
qualified  students  or  funds.  As  we  increased  the  number  of  medical  students  we 
expanded  our  teaching  beds.  Training  in  the  specialties  increased.  Now  we  find  some 
specialists  in  certain  areas  of  this  country  who  are  under  utilized.  What  are  they  to  do? 
Their  costs  of  doing  business  remain  high.  If  they  have  fewer  cases  to  do  must  their  fees 
be  raised?  Where  are  they  to  go? 

The  AMA  has  insisted  that  the  demand  in  the  market  place  should  determine  the 
number  of  doctors  trained.  In  theory  this  is  consistent  with  our  free  enterprise  system. 
On  the  other  hand  we  may  have  schools  which  are  of  borderline  quality  whose  gradu- 
ates are  inferiorly  trained.  We  may  have  old,  ill  or  chronically  impaired  physicians  who 
should  be  encouraged  to  retire.  There  may  be  residencies  of  inferior  quality  which 
should  be  best  discontinued.  Besides  the  problem  of  producing  more  doctors  than  we 
need  there  is  the  spectre  on  the  horizon  of  closed  hosital  staffs.  We  may  be  only  hearing 
the  opening  salvos  of  this  battle  across  this  land.  In  an  attempt  to  keep  down  medical 
costs  many  states  have  enforced  postponement  of  new  hospital  construction.  In  theory 
this  may  be  a good  idea  but  at  the  same  time  more  doctors  are  seeking  entry  into  medical 
staffs  so  that  they  may  have  access  to  hospital  beds  for  their  patients.  Soon  because  of 
limited  availability  of  beds  and  facilities  medical  staffs  may  have  to  be  closed  or 
privileges  curtailed  in  some  way.  Ambulatory  care  centers  are  but  a miniscule  answer 
to  this  problem. 

No  one  in  his  right  mind  wishes  to  imply  that  medical  education  in  this  country  is  not 
superb  and  unchallenged.  The  difficulty  arises  because  our  rate  of  population  growth 
has  slowed  and  the  dearth  of  doctors  in  this  country  has  been  satisfied.  Perhaps  the  time 
has  come  to  study  whether  there  is  an  overpopulation  of  doctors  at  the  source — the 
medical  schools. 


Gioacchino  S.  Parrella,  M.D. 

President 
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A TOTALLY  NEW 
DELIVERY  SYSTEM  TO 

HELP  REDUCE  THE  FEAR 
OF  ANGINAL 
ATTACKS 

Round-the-clock 
protection  with 

-BID 

(ISOSORBIDE  DINITRATE) 

40  mg.  capsules  ...twice-a-dav  dosage 

Controlled  sustained  release  of  ISO-BID’s  isosorbide  dinitrate  through  micro- 
dialysis diffusion  can  help  reduce  frequency  and  intensity  of  anginal  attacks. 

This  in  turn  can  minimize  patient's  fear  of  attacks,  and  dependence  on  nitroglycerin. 


Unlike  ordinary  sustained  release  products,  ISO-BID  releases  isosorbide  dinitrate  at  a smooth,  continuous, 
predictable,  controlled  rate  to  provide  for  up  to  12  hours  of  therapeutic  activity.  Micro-dialysis  is  dependent  only 
upon  the  presence  of  fluid  in  the  G.l.  tract  and  noton  pH  or  other  variables.  ISO-BID  is  particularly  advantageous 
in  the  prevention  of  nocturnal  angina. 

DOSAGE:  One  ISO-BID  capsule  every  1 2 hours  on  an  empty  stomach  according  to  need,  for  continuous  24-hour 
therapy.  Some  patients  may  require  higher  dosage  levels.  In  these  patients,  dosage  should  be  titrated,  and  they 
may  require  two  ISO-BID  capsules  b.i.d.  Not  intended  for  sublingual  use.  Consult  product  brochure  before 
prescribing. 

THERAPEUTIC  FOOTNOTE:  IN  TREATING  ANGINA  . . . FAILURES  MAY  RESULT  FROM  INADEQUATE  DOSAGE 
Reports  in  the  literature  indicate  the  usefulness  of  higher  dosage  levels  of  isosorbide  dinitrate. 1 _ 3 


INDICATIONS:  Based  on  a review  of  this  drug  by 
the  National  Academy  of  Sciences  — National  Re- 
search Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows: 

“Possibly”  effective:  For  the  relief  of  angina 
pectoris  (pain  of  coronary  artery  disease).  ISO-BID 
is  not  intended  to  abort  the  acute  anginal  episode, 
but  is  widely  regarded  as  useful  in  the  prophy- 
lactic treatment  of  angina  pectoris.  Final  classifi- 
cation of  the  less-than-effective  indication  requires 
further  investigation. 


CONTRAINDICATION:  Idiosyncrasy  to  this  drug. 

WARNINGS:  Data  supporting  the  use  of  nitrites 
during  the  early  days  of  the  acute  phase  of 
myocardial  infarction  (the  period  during  which 
clinical  and  laboratory  findings  are  unstable)  are 
insufficient  to  establish  safety. 

PRECAUTIONS:  Use  with  caution  in  patients  with 
glaucoma.  Tolerance  to  this  drug,  and  cross- 
tolerance to  other  nitrates  and  nitrites  may  occur. 

ADVERSE  REACTIONS:  Cutaneous  vasodilation  with 
flushing.  Fleadache  may  commonly  occur,  and  may 
be  both  severe  and  persistent.  Transient  dizziness 


and  weakness,  in  addition  to  other  signs  of  cere- 
bral ischemia  associated  with  postural  hypoten- 
sion may  occasionally  be  seen.  ISO-BID  can  act  as 
a physiological  antagonist  to  norepinephrine,  his- 
tamine, acetylcholine  and  many  other  medications. 
An  occasional  patient  may  show  marked  sensi- 
tivity to  the  hypotensive  effects  of  nitrite;  severe 
responses  (nausea,  vomiting,  weakness,  restless- 
ness, pallor,  excessive  sweating  and  collapse)  can 
occur,  even  with  the  usual  therapeutic  dosage; 
alcohol  may  enhance  this  effect.  A drug  rash  and/ 
or  exfoliative  dermatitis  is  occasionally  seen. 
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Reflections  from  the  Dean’s  Office 


Asiatic  Cholera:  A Centennial 
ROBERT  U.  MASSEY,  M.D. 


Every  year  is  a centennial  year  for  medicine  now  that 
the  first  century  of  scientific  medicine  is  coming  to  an 
end.  These  centennials  began  a long  time  ago;  perhaps 
the  first  one  for  modern  medicine  would  have  been 
1728,  one  hundred  years  after  William  Harvey’s  De 
Motu  Cordis.  But  now  they  will  come  thick  and  fast; 
there  was  a revolution  in  biology  one  hundred  years 
ago,  much  as  there  is  now,  when  new  data  came  faster 
than  new  theories.  Someone  called  it  bacteriomania; 
certainly  bacteriology  dominated  biological  sciences  in 
the  80’s  of  the  last  century. 

Last  year  marked  the  one-hundredth  anniversary  of 
Robert  Koch's  paper  “Uber  Tuberculose”  in  which  he 
announced  his  proof  that  the  tubercle  bacillus  was  the 
causative  agent  of  tuberculosis.  Only  six  years  earlier 
he  had  demonstrated  for  the  first  time  that  anthrax 
bacilli,  cultured  in  the  laboratory,  could  cause  disease. 

In  the  late  summer  of  1 883,  his  continuing  work  on 
tuberculosis  was  interrupted  by  Pasteur's  warning  that 
Europe  was  endangered  by  a cholera  epidemic  which 
had  broken  out  in  Egypt.  The  disease  had  appeared 
among  pilgrims  returning  from  Mecca,  and  the  Egyptian 
authorities  turned  to  France  and  Germany  for  help. 
The  French  sent  a delegation  to  Alexandria  in  mid- 
August;  Koch  and  his  team  arrived  four  days  later.  On 
17  September  1883,  Koch  wrote  the  German  Secre- 
tary of  the  Interior  to  tell  of  finding  tiny  rods  (“stab- 
chenformig”)  in  the  intestinal  contents  and  intestinal 
walls  of  patients  who  had  died  of  the  disease.1  The 
French,  meanwhile,  had  had  bad  luck  with  their  broth 
cultures,  and,  to  make  matters  worse,  one  of  their  mem- 
bers died  of  cholera.  Koch  attended  him  in  his  last  days 
and  served  as  pallbearer. 

After  Egypt,  Koch  traveled  to  India  where  he  found 
the  same  comma  bacillus  in  seventy  patients,  and  was 
able  to  culture  the  organism  from  the  ponds  which  were 
the  source  of  drinking  water.  Even  though  he  could  not 
fulfill  his  own  postulates  by  inducing  the  disease  in  ani- 
mals, he  announced  his  discovery  before  his  peers  at  the 
Cholera  Conference  in  Berlin  in  July  1 884.  Von  Petten- 
koffer,  the  founder  of  experimental  hygiene,  refused  to 
believe  that  the  comma  bacillus  alone  could  cause  the 
disease,  insisting  instead  that  cholera  required  sus- 
ceptible individuals  and,  in  addition,  a miasm  arising 
from  the  soil.  Eight  years  later,  to  prove  his  Boden 
theory,  he  drank  a pure  culture  of  V.  cholerae;  the 
result  was  only  a mild  diarrhea.  Virchow,  conservative 
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in  his  science,  was  skeptical,  and  many  American  doc- 
tors, doubting  that  such  small  beings  could  produce  so 
formidable  a disease,  were  sure  that  even  if  the  bacteri- 
ologists should  turn  out  to  be  right,  this  knowledge 
could  be  of  no  value. 

Almost  35  years  earlier,  John  Snow,  a young 
London  physician,  had  asserted  his  belief  that  cholera 
was  water  born  and  won  30,000  francs  from  the 
Institute  of  France  for  his  essay.  On  the  Mode  of  the 
Communication  of  Cholera. 

“The  most  terrible  outbreak  of  cholera  which 
ever  occurred  in  this  kingdom  is  probably  that 
which  took  place  in  Broad  Street,  Golden  Square, 
and  the  adjoining  streets,  a few  weeks  ago. — I 
found  that  nearly  all  the  deaths  had  taken  place 
within  a short  distance  of  the  pump. 

“I  had  an  interview  with  the  board  of  Guardians 
of  St.  James’s  parish,  on  the  evening  of  Thursday, 
7th  September,  and  represented  the  above  cir- 
cumstances to  them.  In  consequence  of  what  I 
said,  the  handle  of  the  pump  was  removed  on  the 
following  day.'' 

As  recently  as  1978,  the  Vibrio  cholerae  was  re- 
ported in  the  water  in  the  Louisiana  marshes,  from 
shrimp  and  from  crab;  there  were  eleven  cases  of  diar- 
rheal disease  or  asymptomatic  carriers  detected  that 
year. 2 The  disease  is  still  endemic  in  the  Ganges  delta, 
and  there  are  annual  epidemics  in  Bengal. 

Until  the  invention  of  the  hypodermic  needle,  suc- 
cessful treatment  of  severe  cases  was  not  possible.  In 
his  1892  Textbook,  Osier  suggests  that  hypodermocly- 
sis  using  a saline  solution  "is  really  a valuable  method, 
thoroughly  physiological,  and  should  be  tried  in  all 
severe  cases.’’  Fluid  and  electrolyte  replacement  re- 
mains the  only  effective  treatment,  with  tetracycline 
hastening  the  elimination  of  the  organism.  And  while 
immunization  with  cholera  vaccine  may  provide  tem- 
porary protection,  cholera  will  be  with  us  as  long  as 
sewage  and  drinking  water  can  mix.  Snow  found  a 
leaky  sewer  pipe  near  the  Broad  Street  pump. 

Much  of  modern  medicine  is  embedded  in  the  story 
of  cholera.  Charles  Rosenberg  showed  that  many  of  our 
deep  beliefs  about  the  meaning  of  disease  are  in  that 
story  as  well. 3 Von  Pettenkoffer's  hazy  notions  have  by 
no  means  been  dispelled. 
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A summary  of  AMA,  medical 


AMA  leaders  have  met  with  top  government  officials 
in  a continuing  effort  to  keep  open  channels  of  commu- 
nication with  the  Administration  Meeting  with  Atty.  Gen. 
William  French  Smith  and  Federal  Trade  Commission 
Chairman  James  Miller  were  AMA  President  William  Y. 
Rial,  MD,  Board  of  Trustees  Chairman  Joseph  F Boyle, 
MD,  and  Executive  Vice  President  James  H.  Sammons, 
MD.  They  reviewed  the  antitrust  law  as  it  relates  to  the 
professions,  and  conveyed  medicine's  concerns  that 
overly  restrictive  interpretation  of  the  law  has  adversely 
affected  professional  involvement  in  patient  advocacy 
activities.  In  a meeting  with  Margaret  Heckler,  secretary- 
designate  of  the  Dept,  of  Health  and  Human  Services, 
the  AMA  officials  discussed  policy  concerns.  Partici- 
pants said  the  meetings  helped  promote  mutual  under- 
standing of  issues.  Areas  of  agreement  were  identified, 
as  were  areas  where  differences  of  opinion  need  further 
discussion. 


PACs  make  a positive  tribution  to  the  American 
electoral  system,  Fred  C.  Rainey,  MD,  chairman  of  the 
board  of  directors  of  the  American  Medical  Political 
Action  Committee  (AMPAC),  said  in  testimony  before 
the  Senate  Committee  on  Rules  and  Administration.  He 
pointed  out  that  AMPAC  serves  as  a means  by  which 
a large  number  of  small  contibutors  can  pool  their 
resources  to  participate  more  effectively  in  the  political 
process.  During  1982,  AMPAC  received  contributions 
from  more  than  46,000  persons  averaging  about  $30 
each.  Contributions  are  not  based  on  the  candidates' 
stand  on  specific  issues,  and  it  is  not  uncommon  for 
congressmen  or  senators  who  have  received  contribu- 
tions from  AMPAC  to  disagree  with  the  AMA  position  on 
specific  legislative  issues,"  he  said  Dr.  Rainey  noted 
that  AMPAC  is  a bipartisan  political  committee  that 
makes  contributions  to  candidates  of  both  major  parties. 


An  average  of  91.4%  of  patient  care  physicians  had 
hospital  admitting  privileges  in  1982 — a decline  of  2.7% 
in  five  years,  the  AMA  Socioeconomic  Monitoring  Sys- 
tem reported.  The  medical  and  surgical  specialties  had 
the  highest  level  of  physicians  with  admitting  privileges 
(97.4%  and  97%  respectively)  and  the  least  decline 
(0.3%  and  1.9%  respectively).  Of  physicians  in  general 
and  family  practice,  90.5%  had  admitting  privileges — 
2.2%  less  than  in  1977. 
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& health  news 


Medical  societies  have  organized  local  initiatives 
to  meet  the  health  care  needs  of  people  who  have  lost 
health  benefits  because  of  unemployment  or  changes  in 
eligibility  for  Medicaid  and  Social  Security  disability 
programs,  the  AMA  Dept,  of  Health  Care  Coalitions 
reported.  A preliminary  survey  of  medical  societies  in 
selected  areas  across  the  country  found  projects  oper- 
ated by  Wayne  County  Medical  Society,  Detroit; 
Multnomah  County  Medical  Society.  Portland,  Ore.;  ; 
Marion-Polk  County  Medical  Society,  Salem,  Ore.;  Fort 
Wayne  Medical  Society,  Indiana;  Arlington  County 
Medical  Society,  Virginia;  King  County  Medical  Society, 
Seattle,  Wash.;  Kankakee  County  Medical  Society, 
Illinois;  Jackson  County  Medical  Society,  Michigan; 
Guthrie  Clinic,  Sayre,  Pa.;  Iowa  Medical  Society;  Winne- 
bago County  Medical  Society,  Rockford,  III.;  and  Ameri- 
can Society  of  Internal  Medicine. 

Of  485,123  U S physicians  in  1981, 398,369  or  80.2% 
were  engaged  in  direct  patient  care  activities,  according 
to  statistics  released  recently  from  the  AMA  Physician 
Masterfile.  Forty-four  percent  of  all  practicing  physicians  1 
were  in  primary  care.  Women  and  foreign  medical  grad-  I 
uates  made  up  12.2%  and  21.2%  of  the  physician  popu- 
lation, respectively,  the  AMA  Division  of  Survey  and 
Data  Resources  reported. 

Medicare  and  Medicaid  will  use  the  amas  cpt-4 
to  launch  a national  coding  and  nomenclature  system 
for  reporting  medical  services.  An  agreement  signed  by 
the  AMA  and  the  Dept,  of  Health  and  Human  Services 
gives  the  Health  Care  Financing  Administration  un- 
restricted, royalty-free  use  of  the  AMA’s  copyrighted 
Current  Procedural  Terminology — 4th  edition.  The  pub- 
lication will  become  the  basis  for  HCFA's  new  Common 
Procedure  Coding  System,  which  will  replace  a variety 
of  codes  currently  being  used  by  agents  and  contractors 
around  the  country.  As  Medicare  contractors  convert 
their  claims  processing  systems,  they  will  be  required  by 
HCFA  to  use  the  new  code.  About  half  of  the  states  now  j 
use  CPT-4  for  their  Medicaid  programs,  and  it  is 
expected  that  many  more  states  will  choose  to  follow 
suit.  The  AMA's  executive  vice  president  said  the  agree- 
ment is  the  “culmination  of  ten  years'  work,  five  HEW/i 
HHS  secretaries,  and  four  presidents  of  the  U S.  It  is  a 
major  step  forward  for  practitioners,  suppliers,  and 
payers.” 
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EDITORIALS 

Today’s  Professional  Liability  Landscape 

Looking  Back 

In  this  month's  issue  of  Connecticut  Medicine,  Dr. 
W.  Raymond  James  of  Essex  has  undertaken  the 
valuable  work  of  tracing  the  history  of  the  State 
Society’s  efforts  to  promote  the  availability  to  its 
members  of  professional  liability  insurance  coverage 
during  the  past  decade  of  storm  and  crisis  for  this 
volatile  line.  We  are  now  in  the  midst  of  the  second 
policy  year  of  the  new  CNA  Professional  Liability 
Plan,  sponsored  by  the  Connecticut  State  Medical 
Society  and  by  the  four  larger  county  associations 
(Fairfield.  Hartford.  New  Haven,  and  New  London). 
This  relatively  calm  period  has  given  Dr.  James  the 
longer  perspective  needed  to  recount  and  evaluate  the 
events  which  led  the  Society's  Council  in  June.  1981, 
to  end  our  ten-year  sponsorship  of  the  Aetna  program, 
to  set  the  Society’s  newly  chartered  “captive”  insurance 
company  “on  the  shelf,”  and  to  endorse  the  CNA  Plan 
on  a statewide  basis.  That  history,  although  complex 
and  at  times  controversial,  offers  lessons  to  be  learned 
in  preparing  for  a yet  unknown  future. 

A Decentralized  Program 

The  landscape  of  our  market  is  quite  different  now 
than  it  was  in  1971  or  in  early  1981.  Instead  of  a 
virtually  united  market  with  a single  statewide  spon- 
sored program  administered  centrally  by  CSMS  for 
purposes  of  claims  review,  insurability  review,  and  loss 
prevention,  each  of  the  four  sponsoring  county  associa- 
tions autonomously  conducts  its  own  claims  review 
and  insurability  programs  with  new  local  peer  review 
committees.  Under  its  statewide  sponsorship,  CSMS 
administers  a similar  program  for  CNA  insureds  from 
the  four  smaller  county  associations,  using  a peer 
review  committee  appointed  by  their  presidents.  This 
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decentralization  has  resulted  in  a rigorous,  effective, 
and  credible  review  process  involving  a greater  number 
of  physicians  than  ever  before.  On  the  negative  side,  the 
more  selective  company  underwriting  in  this  newly 
competitive  market  has  subjected  scores  of  our  members 
to  the  trauma  of  Aetna  non- renewal  and  detailed  CNA 
insurability  review.  Although  virtually  all  have  been 
approved  for  CNA  coverage  or  have  found  coverage 
elsewhere,  the  process  is  a painful  one,  and  the 
outcome  uncertain,  given  the  necessarily  advisory 
status  of  the  peer  review  panels. 

Market  Fragmentation 

Besides  the  decentralization  of  the  sponsored  CNA 
program,  additional  fragmentation  of  Connecticut's 
market  also  results  from  increasing  competition  among 
the  several  carriers  now  writing  malpractice  insurance 
here.  Although  our  sponsored  CNA  programs  have 
attracted  some  60%  of  the  physicians  seeking  private 
coverage,  the  Aetna  still  retains  25%  to  30%,  with  the 
remainder  divided  among  the  St.  Paul  claims-made 
offering,  and  the  national  specialty  programs  available 
to  psychiatrists  and  obstetricians.  This  new  competitive 
climate  has  been  a force  in  moderating  rate  hikes  to 
date,  and  has  increased  the  choices  available  to  our 
members.  However,  the  splintering  by  counties  and  by 
carriers  may  also  present  us  difficulties  in  regaining  the 
unanimity  and  solidarity  so  evident  at  that  April  29, 
198 1 meeting  of  the  CSMS  House  of  Delegates,  which 
authorized  the  CSMS  captive  company.  In  the  event 
that  a dire  future  cost  crisis  materializes  as  predicted  by 
the  industry,  our  CSMS  captive  company  now  sits 
ready  on  the  Society's  shelf,  but  truly  unified  and  wide- 
spread physician  support  would  still  be  essential  to  its 
successful  implementation. 

Preventing  Losses 

At  this  point  in  time,  however,  our  members  “enjoy” 
the  best  ( such  as  it  is)  of  both  worlds,  with  rates  for  most 
members  competitive  with  those  of  a captive  company, 
physician-conducted  local  peer  review  bodies  for  under- 
writing and  claims,  and  a developing  physician-designed 
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CNA  loss  prevention  program  which  will  go  to  the 
heart  of  the  physician-controlled  factors  affecting 
losses,  both  before  and  after  maloccurrences.  The 
credibility  of  this  new  program  will  be  enhanced  by 
significant  multi-year  premium  credits  for  those  who 
choose  to  participate.  If  it  is  effective  in  controlling  the 
losses  on  which  rates  are  based,  it  may  contribute  to  a 
long  association  between  the  CNA  and  organized 
medicine  in  Connecticut. 

Things  To  Come 

Although  CNA  has  not  agreed  to  abide  by  a “cap” 
on  rate  increases  for  the  coming  1983-84  policy  year 
like  last  year,  nevertheless,  we  are  assured  of  level, 
statewide  CNA  rates  for  another  year,  unlike  the  Aetna 
and  St.  Paul  “territorial”  rates.  In  the  coming  months, 
the  CNA  Advisory  Panel,  made  up  of  physician  and 
executive  representatives  of  the  sponsoring  county 
associations  and  CSMS,  will  discuss  any  potential 
changes  in  specialty  classifications  with  representatives 
of  CNA  and  of  Arthur  A.  Watson  Physician  Plans, 
Inc.,  of  Wethersfield,  the  plan's  managing  general 
agent.  By  June  1,  preliminary  rates  will  be  announced 
by  CNA,  and  final  rates  for  the  1 983-84  policy  year  are 
promised  by  July  1.  All  CSMS  members  will  be 
promptly  informed  of  these  developments  through  the 
CSMS  Newsletter. 

Robert  J.  Brunell 

CSMS  Assistant  Executive  Director 


Message  from  the  Boondocks 

A Brief  Encounter 

A1  Murkel  ( not  his  real  name)  happened  to  arrive  at 
the  side  entrance  of  the  hospital  at  the  same  time  I did 
last  Sunday  morning,  so  I let  him  in  with  my  key  while 
he  greeted  me  and  slipped  his  own  key  back  in  the 
pocket  of  his  Burberry  trenchcoat.  A1  is  a pleasant 
fellow,  calm  and  cool,  a successful  ophthalmologist. 
He  greeted  me  affably  and  then  added  that  he  was 
surprised  to  see  a pathologist  on  Sunday  morning. 

A few  years  ago,  a remark  like  that  would  get  my 
blood  up  and  I would  point  out  acidly  that  if  whoever 
made  the  remark  would  show  up  more  often  on  Sunday, 
he  would  run  into  pathologists  more  often  on  Sunday.  I 
have  grown  less  combative  over  the  years,  and  recognize 
also  that  flaring  is  unproductive,  so  all  I did  was  men- 
tion that  Sunday  is  the  day  the  pathologist  on  call  sets 
up  the  surgical  basket  and  checks  the  labs  for  problems, 
technology  consultations  and  other  odds  and  ends.  I 
refrained  from  asking  A1  why  an  ophthalmologist 
should  have  to  come  in  on  Sundays  (knowing  full  well 


he  had  done  two  cataract  operations  on  Friday).  I 
should  explain  that  in  our  hospital  in  the  hinterlands, 
we  have  only  one  eye-man  and  two  pathologists.  At  any 
rate,  my  casual  encounter  set  me  to  reflecting  on  our 
mutual  perceptions  of  each  other.  A1  is  obviously  under 
the  impression  that  pathologists  have  nothing  much  to 
do  on  week  ends,  and  for  that  matter,  probably  wonders 
what  we  do  on  week  days,  when  we  aren't  counting 
cataracts  or  slicing  an  occasional  eyeball  with  him. 
Meanwhile,  I could  easily  think  of  ophthalmologists  as 
specialists  who  do  refractions,  take  out  cataracts, 
perform  an  occasional  enucleation  and  spend  the  rest  of 
their  time  counting  their  money. 

The  combination  of  self  absorption  and  the  grass-is- 
greener  tends  to  separate  medical  colleagues  and 
impair  mutual  respect.  In  truth,  I know  that  A1  carries 
heavy  responsibilities  and  is  a dedicated  practitioner, 
who  gives  his  patients  good  measure.  I think,  if  you 
asked  him,  he  would  give  a good  account  of  me  too. 

Yet,  underneath,  I have  the  nagging  feeling  that  he 
simply  cannot  imagine  how  I spend  my  time  when  I am 
not  cutting  surgicals  or  doing  an  autopsy  (and  I mean 
only  the  gross  part).  He  knows  I have  a microscope,  but 
seldom  has  occasion  to  see  me  anywhere  near  it. 

I am  picking  on  Al.  partly  because  these  thoughts 
began  to  crystallize  at  the  side  entrance  to  our  hospital, 
but  partly  because  he  represents  one  of  the  specialists 
whose  daily  work  is  more  than  usually  separated  from 
the  activities  of  the  laboratory. 

Much  of  what  is  happening  to  pathologists  relates  to 
poor  understanding  of  our  role  in  medical  care,  a 
situation  for  which  we,  as  generally  introverted  eccen- 
trics bear  much  responsibility.  The  new  breed  of 
pathologist  is  more  outgoing  and  aggressive,  but  our 
major  task  is  for  all  physicians  to  let  our  colleagues  and 
the  lay  world  know  how  our  efforts  fit  into  the  texture  of 
total  medical  practice. 

This  carries  the  implicit  corollary  that  we  must 
appreciate  these  qualities  in  our  nonpathologist  col- 
leagues. It  is  fair  to  state,  however,  that  of  all  specialties, 
ours  is  the  most  easily  misunderstood,  since  our 
“contact"  with  the  patient  is  so  complex  and  intricately, 
and  even  obscurely,  involved  in  the  clinical  matrix  that 
underlies  medical  care.  The  means  by  which  we  add 
our  vital  ingredient  to  the  intelligent,  informed  and 
relevant  use  of  data  in  formulating  and  modulating 
clinical  management  need  to  be  clarified  and  empha- 
sized. This  clarion  call  is  not  new,  but  the  recent  actions 
by  our  National  Government  to  legislate  us  into  a non- 
clinical  comer  makes  the  cry  urgent. 

And  to  add  to  the  drama  of  our  message,  we  must 
remind  our  colleagues  that  the  incursion  by  Federal 
Regulation  into  the  practice  of  pathology  has  now 
begun  explicitly  to  include  all  hospital-based  specialists 
— radiologists,  emergency  room  physicians,  full  time 
clinical  staff  and  soon.  The  camel's  whole  head  is  in  the 
tent  already. 
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I don’t  intend  to  run  a flag  when  I am  in  the  hospital 
on  week  ends,  but  I do  intend  to  park  my  five-year-old 
car  in  front,  where  it  can  be  easily  seen  by  my 
colleagues.  It  is  only  right  to  recognize  that  we  patholo- 
gists enjoy  some  degree  of  freedom  from  relentless 
night  calls  and  demands  that  keep  the  more  emergency- 
oriented  specialists  and  generalists  strung  out.  But  we 
have  a right  to  ask  that  our  colleagues  recognize  our 
commitment  to  medical  care  (and  by  the  same  token, 
must  continue  to  earn  their  respect). 

So  Al,  I salute  you  and  your  work,  and  hope  to  run 
into  you  more  often  on  week  ends.  It  will  be  a good  start 
toward  our  urgent  need  to  stand  together  in  reestablish- 
ing public  trust  and  confidence  in  the  medical  profes- 
sion. Remember  what  old  Ben  Franklin  said,  so  let’s 
hang  together  rather  than  separately. 

John  L.  Meyer,  M.D. 

Putnam.  CT 


Illinois  Planning  Board  Approves  Nuclear 
Magnetic  Resonance  Rules 


The  Illinois  Health  Facilities  Planning  Board  has 
approved  the  state  health  department’s  proposed  rules 
to  limit  the  acquisition  of  Nuclear  Magnetic  Resonance 
(NMR)  scanners  to  the  1 1 medical  schools  in  the  state. 
Although  the  rules  were  approved  essentially  as  pro- 
posed by  the  department,  the  planning  board  amended 
some  provisions  in  response  to  concerns  raised  at  a 
recent  public  hearing  by  the  Illinois  Hospital  Asso- 
ciation (IHA)  and  the  state  radiological  society.  The 
board  approved  the  proposed  need  formula  for  allo- 
cating one  NMR  to  each  of  the  1 1 medical  schools  and 
deleted  a provision  prohibiting  the  acquisition  of  any 
additional  NMRs  by  other  hospitals  in  the  state.  How- 
ever, the  board  did  not  add  any  new  language  to  the 
rules  to  allow  other  specialty  medical  centers  and 
teaching  hospitals  to  acquire  the  equipment.  The  board 
agreed  to  reconsider  the  need  formula  in  three-month 
intervals  and  said  it  would  not  count  any  private  sector 
acquisition  of  NMRs  in  the  need  formula. 

In  addition,  the  board  agreed  to  expand  its  commit- 
tee on  new  technology  to  include  other  medical  and 
technical  experts  on  NMR  scanners.  It  has  asked  the 
IHA  and  the  radiological  society  for  recommendations 
on  data  collection  forms  and  an  alternative  utilization 
formula.  The  IHA  and  the  radiological  society  had 
asked  the  board  to  amend  them  to  allow  other  teaching 
hospitals,  specialty  medical  centers,  and  community 
hospitals  to  apply  for  NMR  scanners.  The  Council  of 
Deans  of  Medical  Schools,  however,  supported  the 
rules  as  they  stood. 


NEW  YORK  FERTILITY 
RESEARCH  FOUNDATION,  INC. 

For  the  Investigation  of  Problems  of 
Human  Infertility 

The  Foundation  provides  a complete  diag- 
nostic and  consultation  service  for  infertile 
couples.  Investigations  are  conducted  bvwell- 
known  specialists  in  conjunction  with  consul- 
tants in  the  various  fields  of  medicine  related 
to  infertility. 

The  Foundation  is  supported  by  an  in-house 
modern  laboratory  equipped  to  do  most  tests 
required  for  diagnosis  and  treatment.  Litera- 
ture on  request. 

1 430  Second  Avenue,  New  York,  N.Y.  1 0021 
Phone:  744-5500 
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aasesr  wm 

TO  GET  MONEY 
IS  TO  ASK 
PORK 


Your  home  equity  is  like  having  money  in  the  bank. 

home  equity  loan  is  that  it  lets 
you  tackle  these  really  big 
family  expenses 
And  the  nice  thing  about 
dealing  with  us  is  that  you  get 
prompt,  personal  service,  a 
highly  competitive  rate,  and 
terms  to  fit  your  needs 
Do  it  all  by  phone  Find  out 
how  much  you  can  borrow 
and  get  an  application,  by 
phoning  Ron  Matusovich 
collect  at  (203)  255-5713 
Need  money7  Get  it  the 
easy  way 

r|QCT  Just  ask  us 

NEW  ENGLAND 


College  costs  money  Lots  So 
does  remodeling  the  house 
Or  consolidating  your  bills 
Each  is  a worthy  goal 
But  where  will  you  get  all 
that  money7  Easy  By  using 
the  equity  in  your  home  to 
secure  a loan  with  us 

How  much  can  you  borrow7 
Up  to  80%  of  the  equity  you 
own  in  your  home  To  measure 
this,  subtract  the  amount 
owing  on  your  mortgage 
from  your  home's 
present  market  value 
The  nice  thing  about 
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ELMCREST 


A COMPREHENSIVE 

MENIAL  HEALTH  TREATMENT  CENTER 

FOR  ADULTS  AND  ADOLESCENTS 


ELMCREST  PSYCHIATRIC  INSTITUTE  is  a 

105-bed  private  mental  health  treatment 
center  offering  a comprehensive  program  of 
diagnostic,  consultative,  treatment,  rehabili- 
tative, and  educational  services  for  adults  and 
adolescents.  Psychological  and  emotional 
disorders  are  treated  within  the  context  of  a 
therapeutic  community. 

FOR  FURTHER  INFORMATION  CONTACT: 

Gordon  R.  Beem,  M.P.H. 

Administrator 

Lane  Ameen,  M.D.,  F.A.P.A 
Medical  Director 


THE  TREATMENT  PROGRAM  INCLUDES: 

□ DIAGNOSTIC  SERVICES  AND  PSYCHOPHARMACOTHERAPY 

□ CRISIS  INTERVENTION  AND  EMERGENCY  SERVICES 

□ INDIVIDUAL,  GROUP,  AND  FAMILY  PSYCHOTHERAPY 

□ ADOLESCENT/SCHOOL  PSYCHOEDUCATIONAL  PROGRAM 

□ DRUG,  ALCOHOL,  AND  VOCATIONAL  REHABILITATION 

□ CREATIVE  THERAPIES  SERVICE  (Art,  Recreation,  Occupa- 
tional, Dance/Movement,  Horticulture) 

□ GERIATRIC  GUIDANCE  CENTER 

□ DAY  HOSPITAL 


Elmcrest  accepts  Blue  Cross,  CHAMPUS, 
Medicare,  and  other  insurance  coverage. 


ELMCREST  PSYCHIATRIC  INSTITUTE 

25  Marlborough  Street 
PORTLAND,  CONNECTICUT  06480 
Telephone  (203)  342-0480 


AYR  INSURANCE  AGENCY,  INC. 

J.  LAUREN  AYR  ALISON  AYR 

“Growing  Bigger  by  Serving  Better’' 

Group  Accident  and  Sickness  Insurance 
Group  Major  Medical  Insurance 
Group  Excess  Major  Medical  Insurance 
Group  Overhead  Expense  Insurance 

SPONSORED  BY 

THE  CONNECTICUT  STATE  MEDICAL  SOCIETY 

160  St.  Ronan  Street.  New  Haven.  Connecticut  0651  1 
TELEPHONE  787-5947 
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191st  ANNUAL  MEETING 
OF  THE 

CONNECTICUT  STATE  MEDICAL  SOCIETY 
PARKVIEW  HILTON  HOTEL,  HARTFORD 
Thursday,  May  26,  1983 


GENERAL  SCIENTIFIC  PROGRAM 


MORNING  SESSION 

8:15  REGISTRATION  — Hotel  Lobby 
8:30-10:00  MEETINGS  OF  SECTIONS 
10:00  INTERMISSION  TO  VISIT  EXHIBITS 

BALLROOM 

10:20  CALL  TO  ORDER  AND  WELCOMING 
REMARKS 
President, 

Connecticut  State  Medical  Society 

Presiding:  Ramon  N.  Kranwinkel,  M.D., 
Danbury 

SYMPOSIUM 

— ORGAN  TRANSPLANTATION- 
PRESENT  AND  FUTURE 

10:30  PRESENT  STATUS  OF  ORGAN 
TRANSPLANTATION 
WAYNE  FLYE,  M.D., 

Associate  Professor  of  Transplant  Surgery, 
Yale  University  School  of  Medicine 

11:10  FUTURE  STATUS  OF  ORGAN 
TRANSPLANTATION 
JOHN  S.  NAJARIAN,  M.D., 

Professor  and  Chairman,  Department  of 
Surgery, 

University  of  Minnesota  Medical  School 


1 1:50  PANEL:  Wayne  Flye,  M.D.,  New  H aven 

John  S.  Najarian,  M.D.,  Minneapolis 
Amy  Chan,  R.N.,  B.S.,  Boston 

12:30  INTERMISSION  TO  VISIT  EXHIBITS 

1:00  LUNCHEON 

AFTERNOON  SESSION 

Presiding:  Edward  Dunn,  M.D.,  Waterbury 

SYMPOSIUM  — BREAST  CANCER 
REVISITED 

2:00  DIAGNOSIS  AND  STAGING 
JEOFFREY  S.  BLAU,  M.D., 

Assistant  Clinical  Professor  of  Radiology, 
University  of  Connecticut  Health  Center 

2:30  SURGERY— CHOICE  OF  OPERATION 
CHARLES  F.  McKHANN,  M.D., 
Professor  of  Surgery, 

Yale  University  School  of  Medicine 

3:00  THERAPY 

SUSAN  A.  PITMAN,  M.D., 

Assistant  Professor  of  Medicine  (Oncology), 
Yale  University  School  of  Medicine 

3:30  PANEL:  Jeoffrey  S.  Blau,  M.D. 

Charles  F.  McKhann,  M.D. 

Susan  A.  Pitman,  M.D. 
INTERMISSION  TO  VISIT  EXHIBITS 

4:00  MEETINGS  OF  SECTIONS  OF 
THE  SOCIETY 
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CLASSIFIED 


A visit  by  our 

medical  computer  specialist 
could  be  beneficial  to 
the  health  of  your  practice. 


Office  management  and  administration  of  a medical 
practice  is  becoming  increasingly  complex  and  time- 
consuming.  The  best  prescription  for  making  the 
complex  simple,  is  a computer. 

Computer  Systems  For  Business  can  help  you  find 
the  most  practical  computer  system.  We  offer  a 
complete  line  of  computer  hardware  and  peripherals, 
and  Physicians’  Office  Computer,  a comprehensive 
software  package  that  is  a total  in-house  medical 
office  system.  We  can 
simplify  your  office 
paperwork  with  an 
expandable  system 
for  as  little  as  $3,000. 

Call  CSB  to  arrange  for 
a free,  no-oblieation 
analysis  of  your 
computer  needs. 

We  help  you  get 
on-line  with  no 
side  effects. 


The  diagno§is  is  positive.  CSB  makes  it  easy. 

COMPUTER  SYSTEMS  FOR  BUSINESS, INC. 

883  Black  Rock  Turnpike,  Fairfield,  CT  06430  • (203)  579-1663 


PRIMARY  CARE/EMERGENCY  MEDICINE 
physicians  needed  for 

FAIRFIELD,  CT.  WALK-IN 
MEDICAL  CARE  CENTER 

We  will  open  Spring-Summer  1983  and  operate 
9 AM  - 9 PM  seven  days  per  week 
Full  and  Part-time  positions  available 

Contact:  S.  Dieterich,  Medical  Director, 

1 5 School  St. 

East  Granby,  CT  06026 

Tel:  203-653-4526 


SUMMER  CME  CRUISE/CONFERENCES  ON  LEGAL- 
MEDICAL  ISSUES — Alaskan,  Caribbean,  Mediterranean.  10  & 
14  days  in  July  and  August  Approved  for  24  CME  Cat.  1 credits 
(AMA/PRA).  Distinguished  professors.  FLY  ROUNDTRIP 
FREE  ON  CARIBBEAN  AND  ALASKAN  CRUISES.  Excel- 
lent group  fares  on  finest  ships.  Registration  limited.  Scheduled  prior 
to  12/31/80 — Tax  deductible  under  1976  Tax  Reform  Act.  Infor- 
mation: International  Conferences,  189  Lodge  Ave.,  Huntington 
Station,  NY  1 1746  (516)  549-0869. 


BEIGE  HAMILTON  Medical  Examination  table,  Supply 
Cabinet  and  Wastebasket  Excellent  condition — New  $2,000. 
Purchase  price  $900.  658-1769 


CLASSIFIED  ADVERTISING  RATES 

$40.00  for  25  words  or  less;  50  cents  for  each  additional 
word. 

$3.00  per  insertion  for  confidential  answers  sent  in  care  of 
CONNECTICUT  MEDICINE.  Payable  in  advance. 

No  agency  commission  on  classified  advertising. 

Closing  date:  Copy  must  be  received  by  the  first  day  of  month 
preceding  month  of  issue. 


PROSPECTIVE  authors  preparing  manuscripts  for  submission 
to  CONNECTICUT  MEDICINE  should  consult  "Information  for 
Authors.”  This  material  may  be  obtained  from  the  JOURNAL 
office.  The  manuscript,  including  references,  should  be  typed  double 
spaced;  all  material,  including  figures,  should  be  submitted  in 
duplicate.  The  transmittal  letter  should  designate  one  author  as 
correspondent  and  include  his  complete  address  and  telephone 
number. 

MANUSCRIPTS  should  be  submitted  to  the  Editor,  J.  Alfred 
Fabro,  M.D.,  CONNECTICUT  MEDICINE,  160  St.  Ronan  St., 
New  Haven,  CT.  065 1 1 . Manuscripts  are  received  with  the  explicit 
understanding  that  they  are  not  simultaneously  under  consideration 
by  any  other  publication. 

COPYRIGHT:  CONNECTICUT  MEDICINE  is  copyrighted 
by  the  Connecticut  State  Medical  Society.  Written  permission  from 
the  Editor  must  be  obtained  before  reproducing,  in  part  or  in  whole, 
any  material  published  in  CONNECTICUT  MEDICINE.  The 
JOURNAL  does  not  hold  itself  responsible  for  statements  made  by 
any  contributor. 

REPRINTS  are  available  at  an  established  schedule  of  costs.  A 
reprint  rate  and  order  form  is  sent  to  the  author  with  his  page  proofs. 

ALTHOUGH  all  advertising  material  accepted  is  expected  to 
conform  to  ethical  medical  standards,  acceptance  does  not  imply 
endorsement  by  this  journal. 

SUBSCRIPTION  RATE:  The  subscription  price  per  year  for 
members  of  the  Connecticut  State  Medical  Society  is  included  in  the 
annual  membership  dues.  The  subscription  price  per  year  for  non- 
members is  $15.00.  (Canada  and  foreign,  $30.00).  Single  copies 
$2.50. 

ADDRESS  editorial  and  business  correspondence  to: 
CONNECTICUT  MEDICINE.  160  St.  Ronan  St.,  New  Haven. 
CT.  06511.  Tel.  (203)  865-0587. 

CONNECTICUT  MEDICINE  is  the  official  publication  of  the 
Connecticut  State  Medical  Society,  a voluntary  non-profit  associa- 
tion organized  for  scientific  and  educational  purposes,  published 
monthly  for  members  of  the  Connecticut  State  Medical  Society. 
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FROM  THE  EXECUTIVE  DIRECTOR’S  OFFICE 

160  St.  Ronan  Street,  New  Haven,  Conn.  065!  I Telephone  8654)587 

Timothy  B Norbeck.  Executive  Director 
Josephine  P L indquist,  Associate  Executive  Director 

Francis  G.  Sweeney  Robert  J.  Brunell 

Assistant  Executive  Director  Assistant  Executive  Direclot 

Public  Affairs  Scientific  Activities 


CALL 

ANNUAL  MEETING  OF  THE  HOUSE  OF  DELEGATES 
The  1983  Annual  Meeting  of  the  House  of  Delegates  will  be  held  at  the  Parkview  Hilton  Hotel, 
Hartford,  commencing  at  12:30  P.M.  on  Wednesday,  May  25. 

Gioacchino  S.  Parrella.  M.D.,  President 
Joseph  S.  Sadowski,  M.D.,  Speaker  of  the  House 
Norman  A.  Zlotsky,  M.D.,  Secretary 

INTRODUCTION  OF  RESOLUTIONS 
Article  V,  Section  12,  Par.  3 of  the  Bylaws  of  the  Society  provides: 

Resolutions  may  be  introduced  by  any  Active  or  Life  Member  or  student  members  or  postgraduate  physician  members  of  the  Society,  in 

compliance  with  the  following  provisions: 

a.  All  resolutions,  reports  and  similar  items  of  business  submitted  in  writing  and  received  at  the  office  of  the  Executive  Director  not  later 
than  thirty  days  before  the  date  scheduled  for  that  meeting  shall  be  considered  as  regular  business  of  the  House  of  Delegates. 

b.  Component  county  associations  or  the  student  members  of  postgraduate  physician  members,  whose  meetings  are  held  later  than  thirty- 
five  days  prior  to  the  date  of  the  House  of  Delegates  shall  be  allowed  five  days  after  the  close  of  such  meeting  in  which  to  submit 
resolutions,  reports  and  similar  items  of  business  to  the  Executive  Director's  office  and  still  have  such  material  considered  as  regular 
business.  In  no  event,  however,  may  such  resolutions,  etc.  be  considered  regular  business  if they  are  received  later  than  fifteen  days  prior 
to  the  date  of  the  meeting. 

c.  Reports,  recommendations,  resolutions  or  other  new  business  may  be  presented  to  the  House  of  Delegates  by  the  Council  of  The  Society 
at  any  time  and  shall  be  considered  as  regular  business. 

d.  Any  business  which  does  not  qualify  as  regular  business  in  accordance  with  the  foregoing  provisions  may  be  accepted  for  consideration 
by  a majority  vote  of  the  delegates  present  and  shall  be  referred  at  once  by  the  Speaker  to  a reference  committee.  When  business  is 
introduced  under  the  provision  of  this  paragraph  the  vote  shall  be  taken  without  debate,  except  that  the  introducer  shall  be  allowed  not 
more  than  two  minutes  to  explain  why  it  should  be  considered  as  regular  business. 


Richard  J Fiorentino 
Coordinator 
Special  Services 


MARK  YOUR  CALENDAR 


CONNECTICUT  STATE  MEDICAL  SOCIETY 
191st  ANNUAL  MEETING 
MAY  25,  26,  1983 

PARKVIEW  HILTON  HOTEL,  HARTFORD 


ANNUAL  MEETING  OF  THE  HOUSE  OF  DELEGATES 
WEDNESDAY,  MAY  25,  1983 
GENERAL  SCIENTIFIC  PROGRAM  OF  THE  SOCIETY 
THURSDAY,  MAY  26,  1983 


PLAN  NOW  TO  SAVE  THE  DATE 
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IN  MEMORIAM 


AZAR,  MARCEL,  St.  Joseph  Univ.  Med.  School, 
Beirut,  Lebanon,  1 934.  Dr.  Azar  was  a general  practi- 
tioner in  the  Fairfield  area  since  1960.  Hewas  aFellow 
of  the  American  Academy  of  Family  Physicians  and  a 
member  of  the  Fairfield  County  Medical  Association, 
the  Connecticut  State  Medical  Society  and  the  American 
Medical  Association.  Dr.  Azar  died  January,  1983,  at 
the  age  of  7 1 . 

CARR,  MICHAEL  F„  National  University,  Ireland. 
1954.  Dr.  Carr  was  a anesthesiologist  in  the  Hartford 
area  since  1960.  He  was  a staff  anesthesiologist  at 
McCook  and  Hartford  Hospitals,  and  at  the  time  of  his 
death  was  medical  claims  consultant  of  CIGNA  Corp. 
in  Bloomfield.  He  was  certified  by  the  American  Board 
of  Anesthesiologists,  a member  of  the  Hartford  County 
Medical  Association,  the  Connecticut  State  Medical 
Society  and  the  American  Medical  Association.  Dr. 
Carr  died  January  24,  1983,  at  the  age  of  53. 

FAGAN,  FREDERICK  J.,  Boston  University  School 
of  Medicine,  1 938.  Dr.  Fagan  was  a radiologist  in  the 
New  London  area  since  1 947.  He  was  certified  by  the 
American  Board  of  Radiology  and  was  a member  of  the 
New  London  County  Medical  Association,  the  Con- 
necticut State  Medical  Society  and  the  American 
Medical  Association.  Dr.  Fagan  died  January  22, 
1 983,  at  the  age  of  7 1 . 

GREENBERG,  AARON  M„  Longlsland  Medical 
School,  1932.  Dr.  Greenberg  was  a general  practi- 
tioner in  the  Middlesex  area  since  1933.  He  was  an  as- 
sistant state  medical  examiner  for  Middlesex  County 
for  the  last  30  years,  and  also  served  as  school  physi- 
cian for  Old  Saybrook  and  Westbrook.  He  was  a 
member  of  the  Middlesex  County  Medical  Associa- 
tion. the  Connecticut  State  Medical  Society  and  the 
American  Medical  Association.  Dr.  Greenberg  died 
January  4,  1983,  at  the  age  of  76. 

GREENBLATT,  HAROLD  J„  University  of  Ver- 
mont, 1936.  Dr.  Greenblatt  was  a pediatrician  in  the 
Hartford  area  since  1938,  and  was  the  senior  member 
of  the  New  Britain  Pediatric  Group,  and  also  chief  of 
pediatric  medicine  at  New  Britain  General  Hospital 
from  1 963  to  1 969.  He  was  a member  of  the  Hartford 
County  Medical  Association,  the  Connecticut  State 
Medical  Society  and  the  American  Medical  Associ- 
ation. Dr.  Greenblatt  died  December  30.  1982,  at  the 
age  of  7 1 . 

MARTIN,  JOHN  E„  Dalhousie,  Nova  Scotia,  1 942. 
Dr.  Martin  was  a general  practitioner  in  the  New  Lon- 
don area  since  1946.  He  had  served  in  the  U.S.  Navy 


Medical  Corp  from  1942-1946  and  was  a member  of 
the  New  London  County  Medical  Association  and  the 
Connecticut  State  Medical  Society.  Dr.  Martin  died 
January  9,  1983,  at  the  age  of  69. 

MITCHELL,  GERALD  V„  McGill  Medical  School. 
1938.  Dr.  Mitchell  was  a general  practitioner  in  the 
Litchfield  area  since  1938.  He  opened  his  medical 
practice  in  Torrington  in  1946  and  retired  from  prac- 
tice in  1980.  Dr.  Mitchell  had  been  a captain  in  the 
Army  Air  Corps  during  World  War  II  and  served  in  the 
European  Theater  of  Operations.  He  was  a member  of 
the  Litchfield  County  Medical  Association  and  the 
Connecticut  State  Medical  Society,  and  had  been  a 
charter  member  of  the  Connecticut  Family  Practitioners 
Association.  Dr.  Mitchell  died  January  10,  1983,  at 
the  age  of  7 1 . 

O'CONNELL,  MAURICE  F„  Yale  Medical  School, 
1 922.  Dr.  O’Connell  received  his  Orthopaedic  training 
at  the  Boston  City  Hospital.  Until  his  retirement  he 
practiced  orthopaedics  in  Hartford.  During  his  years  of 
active  practice  he  was  Chief  of  Orthopaedics  at  St. 
Francis  Hospital  and  for  many  years  served  as  consul- 
tant to  the  Newington  Children's  Hospital,  Charlotte 
Hungerford  Hospital  in  Torrington  and  the  now  closed 
McCook  Hospital  in  Hartford.  Dr.  O'Connell  also 
served  on  the  Board  ofTrustees  of  St.  Joseph’s  College 
and  the  Hart  School  of  Music.  He  was  a member  of  the 
American  Board  of  Orthopaedic  Surgeons,  the  Ameri- 
can Academy  of  Orthopaedic  Surgeons,  the  Hartford 
County  Medical  Association,  the  Connecticut  State 
Medical  Society  and  the  American  Medical  Associa- 
tion. Dr.  O’Connell  died  January  1, 1983  attheageof84. 

PRINS,  SAL  A.,  University  of  Amsterdam,  1931. 
Dr.  Prins  was  a psychiatrist  in  the  Middlesex  area  since 
1959.  From  1959  until  his  retirement  in  1973  he  held 
positions  as  director  of  psychotherapy  and  director  of 
training  at  Connecticut  Valley  Hospital.  During  World 
War  II,  he  served  as  a field  doctor  with  the  rank  of 
lieutenant  major  in  the  Dutch  Royal  Army,  and  was 
decorated  by  Queen  Wilhelmina  of  the  Netherlands. 
He  was  a member  of  the  Middlesex  County  Medical 
Association,  the  Connecticut  State  Medical  Society 
and  the  American  Medical  Association.  Dr.  Prins  died 
January  18,  1983,  at  the  age  of  81. 

WEINER,  JOSEPH,  Johns  Hopkins  Medical  School, 

1 920.  Dr.  Weiner  was  a pediatrician  in  the  New  Haven 
area  since  1920.  He  was  certified  by  the  American 
Academy  of  Pediatricians  and  the  American  Board  of 
Allergy  & Immunology  and  was  an  instructor  of  pedi- 
atrics at  the  Yale  Medical  School.  He  was  a member  of 
the  New  Haven  County  Medical  Association,  the  Con- 
necticut State  Medical  Society  and  the  American 
Medical  Association.  Dr.  Weiner  died  January  13, 
1983,  at  the  age  of  88. 
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PHYSICIAN  PLACEMENT  SERVICE 

The  Society  maintains  the  Physician  Placement  Service  as  a service  to  the  medical  profession  in  Connecticut. 
Opportunities  for  physicians  to  locate  in  Connecticut  will  be  published  as  space  permits  and  will  be  distributed 
to  physicians  making  inquiries  of  such  opportunities.  Information  should  be  sent  to  160  St  Ronan  St.,  New 
Haven,  CT06511  (203-865-0587). 

Physicians  wishing  to  establish  practice  in  Connecticut  are  invited  to  submit  a resume  to  be  kept  on  file  with 
the  Society.  An  announcement  of  a physician’s  availability  will  be  published  in  two  issues  of  Connecticut 
Medicine  as  space  permits. 


OPPORTUNITIES  FOR  PRACTICE 

(If  no  name  is  listed,  contact  the  Physician  Placement  Service  for 
more  details.) 

EMERGENCY  MEDICINE 

Community  General  Hospital  located  in  central  Connecticut  seeking 
physicians  available  May  1 for  part-time  or  possible  locum  tenens  in 
Emergency  Department.  Send  curriculum  vitae  to  Assistant  Director, 
Emergency  Services,  P.O.  Box  1684,  Meriden,  CT  06450. 

PRIMARY  CARE/EMERGENCY  MEDICINE  physicians 
needed  for  FAIRFIELD,  CT,  Walk-In  Care  Center,  opening 
Spring-Summer  1983.  Center  operates  9 AM-9  PM  seven  days/ 
week.  Full  and  part  time  positions  available.  Contact,  S.  Dieterich, 
M.D..  Director,  15  School  Street,  East  Granby,  CT  06026.  203- 
653-4526. 

Physicians  wanted  for  walk-in  medical  office  in  Rocky  Hill.  Part- 
time  evening  and  weekend  hours.  Family  Practice  or  Emergency 
Room  experience  preferred.  Send  curriculum  vitae  to  ER/JS. 

GROUP  PRACTICE 

INTERNIST.  Board  eligible.  Needed  immediately  to  join  group  of 
ten  Internists  at  CHCP.  a federally  qualified  prepaid  staff  model 
HMO.  Also  needed  is  a FAMILY  PRACTITIONER  to  provide 
care  at  suburban  satellite  center  in  Wallingford,  CT.  Board  eligible. 
Flexible  starting  date.  CHCP  is  ten  (10)  years  old  and  has  30,000 
members,  with  expansion  plans  underway.  Attractive  setting,  con- 
venient to  1-95  and  1-9 1 . Affiliated  with  Yale-New  Haven  Medical 
Center.  Excellent  pay  and  benefit  package.  Submit  CV  and  salary 
requirement  to:  CHIEF  OF  MEDICINE,  1 50  Sargent  Drive,  New 
Haven,  CT  0651  1.  An  Equal  Opportunity  Employer. 


FAMILY  PRACTITIONER — Established  pre-paid  staff  model 
HMO  seeks  experienced  board  eligible/ certified  family  practitioners 
to  staff  our  second  health  center  opening  in  southern  Connecticut. 
Unusual  opportunity  to  meet  the  community’s  primary  care  needs 
where  continuity  of  care,  patient  education/preventative  medicine 
and  high  quality  personal  style  are  emphasized.  CHCP  has  31,000 
members  and  is  affiliated  with  Yale  New  Haven  Medical  Center. 
New  salary  schedule  and  liberal  benefit  package.  Send  C.V.  and 
salary  requirements  to:  Medical  Director,  Community  Health  Care 
Plan,  Inc.,  150  Sargent  Drive.  New  Haven,  CT  0651  1,  An  Equal 
Opportunity  Employer. 

There  are  immediate  openings  for  part  time  and  full  time  physicians 
in  convenience  clinics  in  different  locations  in  Connecticut.  Employ- 
ment and/or  buy  in  (that  is  partnerships)  are  available  in  all  these 
locations.  Starting  salary  for  full  time  around  $40,000.  Curriculum 
vitae  may  be  sent  to  West  Haven  Medical  Services,  285  Main  St., 
West  Haven,  CT  06516  or  call  932-8200  and  leave  name  and 
number  with  our  answering  machine  and  we  will  return  your  call  as 
soon  as  possible. 

INTERNAL  MEDICINE 

CARDIOLOGIST:  to  join  established  Internal  Medicine  Group. 
Coastal  Connecticut.  Send  C.V.  to  12  Burrows  St.,  Mystic,  CT 
06355. 

INTERNAL  MEDICAL  GROUP:  coastal  Connecticut,  looking 
for  Board  certified  Internist/Subspecialist.  Some  general  Internal 
Medicine  required;  opportunity  to  develop  subspecialty  practice. 
Summer  1983.  William  Colom,  M.D.,  447  Montauk  Ave..  New 
London,  CT  06320. 


MISCELLANEOUS 

Wanted:  Associates  in  Medicine,  Family  Practice,  Pediatrics,  etc., 
to  share  new  professional  building  in  the  town  of  Litchfield.  We  have 
a catchment  population  of  about  20,000  people,  and  presently  only 
one  medical  man  here  with  hospital  privileges.  Please  contact  Dr. 
Norman  Smith  (489-5068)  or  Dr.  George  Carofino  (567-9488). 

SURGERY 

General  Surgeon,  Board  eligible/certified,  to  join  established  multi- 
specialty group  in  Northwest  Connecticut.  Salary  followed  by 
partnership.  Please  reply:  CSMS,  Box  SUR/MJM. 


PHYSICIANS  WISHING  TO  LOCA  TE  IN  CONNECTICUT 


ALLERGY 

July  ’83.  Presently  in  practice.  Age:  36.  Nat’l  bds.  AB  cert.  MD, 
Yale  University  School  of  Medicine;  Int.  and  Res.,  University 
Hospitals  of  Cleveland;  Fellowship,  Walter  Reed  Army  Medical 
Center.  Desires  solo,  group,  assoc,  or  institutional  type  practice. 
Write:  Andrew  Greenhill,  M.D.,  5 30  Dry  Creek  Rd.,  Monterey,  CA 
93940. 

ADULT/PEDIATRIC  IMMUNOLOGY.  July  '83.  Age:  36.  AB 
elig.  MD,  Barcelona  Medical  School,  Spain;  Int.,  Nassau  Hospital, 
New  York;  Res.,  Maimonides  and  St.  Bamaba’s,  New  Jersey; 
Fellowship,  University  of  Saskatchewan,  Canada  and  Medical 
College  of  Wisconsin,  Milwaukee.  Desires  solo,  group,  assoc,  or 
institutional  type  practice.  Write:  Peter  Laufer,  M.D.,  1700  W. 
Wisconsin  Ave.,  Milwaukee,  Wisconsin  53233. 

FAMILY  PRACTICE 

FAMILY  PRACTIONER/PULMONOLOGIST  wishes  to  pur- 
chase viable  Family/Internal  Medicine  practice.  Will  consider 
opening  new  practice  in  area  where  a need  exists.  Write,  FP/JAP. 

Jan.  ’83.  Age  36.  Licensed  in  Connecticut.  MD.  Int.  and  Res.,  St. 
Mary’s  Hospital  Medical  School,  London.  Fellowship,  (Family 
Practice),  Bramalea,  Ontario,  Canada;  (Emergency  Room),  Ham- 
mersmith Hospital,  London,  (Occupational  Health),  British  Rail. 
London,  England.  Prefers  group  practice  in  Hartford/Farmington 
area.  Write:  Paul  B.  West,  M.D.,  280  Steele  Rd.,  West  Hartford, 
CT  06117. 

INTERNAL  MEDICINE 

GASTROENTEROLOGY.  July  ’83.  Age  30.  Nat’l  bds.  AB  cert. 
MD,  SUNY  Downstate,  Brooklyn,  NY;  Int.  and  Res.,  Long  Island 
Jewish-Hillside  Medical  Center,  NY;  Fellowship,  New  York  Medi- 
cal College,  Valhalla,  NY.  Prefers  associate  type  practice  in  medium 
to  large-sized  community.  Write:  Stewart  Robbins,  M.D.,  73-11 
210th  St.,  2K.  Bayside,  NY  11364. 

GASTROENTEROLOGY.  July  '83.  Age  29.  Nat’l  bds.  AB  elig. 
MD  and  Int.,  McGill  University;  Res.,  Einstein  Hospital,  Phila- 
delphia; Fellowship.  McGill  University.  Montreal.  Prefers  group  or 
associate  type  practice  in  a small  to  medium-sized  community. 
Write,  Leonard  Luterman,  M.D..  5740  Cavendish.  #1308.  Mon- 
treal, Quebeck,  Canada. 

July  ’83.  Age  35.  Presently  in  practice.  FLEX.  AB  cert.  MD. 
Tulane;  Int.  and  Res.,  Children’s  Adult  Medical  Center,  San 
Francisco,  C A.  Prefers  group,  associate  or  institutional  type  practice 
in  Fairfield  County  area.  Write:  CSMS,  MMM/IM. 
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INTERNAL  MEDICINE— Continued 

Available  now.  Young  female  internist  looking  for  part-time  or  full- 
time work  in  greater  Bridgeport  area.  Practice  opportunity,  clinic  or 
E.R.,  institutional  or  industrial  work  acceptable.  2 years  experience 
in  Internal  Medicine/Primary  Care.  Reply,  CSMS,  NA/IM. 

PULMONARY.  July  '83.  Age  30.  Nat’l  bds.  AB  cert.  MD, 
Hahnemann  Medical  College;  Int.  and  Res.,  Allegheny  General 
Hospital;  Fellowship,  Maricopa  Medical  Center.  Has  training  as  a 
Critical  Care  Internist.  Desires  group  or  associate  type  practice  in  a 
small  to  medium-sized  community.  Write,  Jeffrey  A.  Ratner,  M.D., 
2946  N.  14th  St.,  #10,  Phoenix.  AZ  85014. 

RHEUMATOLOGY.  Summer  '83.  Age  32.  Nat'l  bds.  AB  cert. 
MD,  George  Washington  University;  Int.  and  Res.,  George  Wash- 
ington University  Hospital;  Fellowship,  University  of  Tennessee. 
Would  prefer  to  join  an  associate  or  a small  group  of  Rheumatologists 
or  Internists  who  wish  to  incorporate  a partner  with  subspecialty 
interests.  Write,  James  M.  Trice,  M.D.,  1915  Harbert  Ave., 
Memphis,  TN  38104. 

NEUROLOGY 

July  '83.  Age:  30.  Licensed  in  Connecticut.  Presently  in  practice, 
Nat’l  bds;  AB  cert.  MD,  Albert  Einstein  College  of  Medicine, 
Bronx,  NY;  Int.  and  Res..  Naval  Hospital,  Bethesda,  MD.  Prefers 
solo,  group  or  assoc,  type  practice  Wishes  to  return  to  home  town.  Is 
experienced  in  EMG  and  EEG.  Write;  Andrew  J.  Dutka.  M.D.,  Box 
47  Co’s  Mailroom,  Naval  Regional  Medical  Center,  San  Diego.  CA 
92134. 

OBSTETRICS/GYNECOLOGY 
July  '83.  AB  elig.  Age  37.  MD,  Chonaam  University  Medical 
School;  Int.,  Lutheran  Medical  Center;  Res.,  Jersey  Shore  Medical 
Center.  Desires  solo,  group  or  associate  type  practice.  Write,  Ho 
Young  Kim,  M.D.,  1945  Corlies  Ave.,  Apt.  #3,  Neptune,  NJ 
07753. 

July  '83  Age  35.  FLEX.  AB  elig.  MD,  University  of  Bologna, 
College  of  Medicine;  Int.,  Brooklyn  Jewish  Hospital  (Downstate); 
Res.,  Bronx  Lebanon  Hospital  (Einstein).  Interested  in  group  or 
associate  type  practice.  Has  experience  in  Gynecological  pathology, 
high-risk  pregnancies  and  accompaning  surgery.  Write.  Reuven 
Levy,  M.D.,  553  Churchill  Rd.,  Teaneck,  NJ  07666. 

OPHTHALMOLOGY 

Immediately  available.  Age  34.  Licensed  in  Connecticut.  Presently 
in  practice.  AB  elig.  MD,  McGill  University;  Int..  Genesee  Hospital; 
Res.,  McGill  University.  Write,  CSMS,  Box  SPN/OPH. 

PEDIATRICS 

July  '83.  Presently  in  practice.  Age  34.  Nat’l  bds.  AB  elig.  MD, 
Cornell  Medical  College;  Int  and  Res.,  Columbia  Presbyterian 
Medical  Center,  NY.  Looking  for  20-30  hours  a week  preferably  one 
hour  drive  from  Stamford.  Write,  Rosemary  Klenk,  MD.,  120 
Carbrini  Blvd.,  #76,  New  York,  NY  10032.’ 

July  '83.  Presently  in  practice.  Age  28.  Nat'l  bds.  AB  elig.  MD, 
Albert  Einstein  College  of  Medicine.  NY;  Int.  and  Res.,  Columbia 
Presbyterian  Medical  Center,  NY.  Looking  for  20-30  hours  a week  if 
possible  near  the  Stamford  area.  Will  consider  any  type  of  practice. 
Write,  Dorothy  A.  Levine,  M.D.,  100  Haven  Ave.,  #17G.  New 
York,  NY  10032. 

July  '83.  Age  29.  Presently  in  practice.  Nat’l  bds.  AB  elig.  MD,  New 
York  University  School  of  Medicine;  Int.  and  Res.,  Bronx  Municipal 
Hospital  Center — Hospital  of  the  Albert  Einstein  College  of  Medi- 
cine. Prefers  group,  associate  or  institution  type  practice  in  the 
Hartford  area.  Wnte:  CSMS.  LPB/PED 


PSYCHIATRY 

Anytime.  Age:  27.  M.B.:  B.S.,  University  of  Karachi;  ECFM;  Int., 
Jinnah  Postgraduate  Medical  Center,  Karachi,  Pakistan.  Interested 
in  a residency  appointment  in  the  Department  of  Psychiatry  in  any 
hospital  that  offers  an  AM  A approved  program.  Write:  Abbas 
Ispahani,  M.D.,  5 Amherst  Drive,  Milford,  CT  06460. 

DIAGNOSTIC  RADIOLOGY 

July  '83.  Age  33.  Nat'l  bds.  AB  elig.  MD,  Stritch  School  of 
Medicine,  Loyola  University  of  Chicago,  IL;  Loyola  University 
Medical  Center,  Maywood,  IL;  Res.,  State  University  of  NY  at 
Downstate  Medical  Center,  Brooklyn,  NY.  Desires  group  practice  in 
a medium  to  large  size  community.  Write,  Doron  A.  Schwacz,  M.D., 
9108  Colonial  Rd..  Apt.  B 1 1 , Brooklyn,  NY  11209. 

REHABILITATION  MEDICINE 

March  '83.  Licensed  in  Connecticut.  Presently  in  practice.  Age:  48. 
AB  elig.  MD,  Medical  School  of  Saigon,  University  of  South 
Vietnam;  Int.  and  Res.,  Lutheran  Hospital  of  Maryland,  Baltimore, 
MD  and  University  Hospital  of  Saskatchewan,  Canada.  Prefers 
group,  associate,  institutional  or  industrial  type  practice.  Special 
interest  in  Sports  Medicine.  Write:  CSMS,  OTN/PHYS.M. 

SURGERY 

GENERAL.  July  '83.  Age:  32.  AB  elig.  MD,  University  of 
Pennsylvania;  Int.  and  Res.,  Hospital  of  University  of  Pennsylvania, 
Philadelphia.  Would  prefer  a group  practice  doing  general  and 
vascular  surgery.  Also  has  some  thoracic  training.  Write:  James  P. 
Gadzik.  M.D..  414  Country  Lane,  Narberth.  PA  19072. 

GENERAL.  Aug.  '83.  Age  3 1 . AB  cert.  MD.  Alexandria  School  of 
Medicine.  Egypt;  Int.  and  Res.,  Hurley  Medical  Center,  Flint,  MI; 
Fellowship,  University  of  Texas  (Surgical  Oncology).  Prefers  solo, 
group,  assoc,  or  institutional  type  practice  in  a medium  to  large  size 
community.  Write:  Raouf  A.  Mikhail,  M.D.,  7202  Selma  St.,  #2, 
Houston,  TX  77030. 

CARDIOTHORACIC/VASCULAR.  Oct.  '83.  Age  35.  Presently 
in  practice.  FLEX.  AB  cert.  MD,  Ohio  State  University,  Columbus, 
OH;  Int.  and  Res.,  Walter  Reed  Army  Medical  Center,  Washington, 
DC;  Fellowship,  Brooke  Army  Medical  Center,  San  Antonio,  TX. 
Is  interested  in  a partnership  or  group  private  practice  in  a medium- 
sized or  large  city,  preferably  with  university  affiliation.  Clinical 
research  interests.  Write:  Michael  A.  Oddi,  M.D.,  Letterman  Army 
Medical  Center,  Box  1600,  San  Francisco,  CA  94129. 

GENERAL.  Availability  open.  Presently  in  practice.  Age  36. 
FLEX.  AB  cert.  MD,  Damascus  University,  Syria;  Int.,  New 
Britain  General  Hospital;  Res.,  University  of  Connecticut.  Prefers 
group  or  associate  type  practice  in  medium-sized  community.  Write: 
Mohammad  Amawi,  M.D.,  1 904  Barham,  Dodge  City,  KS  67801 . 

GENERAL.  July  '83.  Age  30.  Nat'l  bds.  AB  elig.  MD,  University 
of  Kentucky;  Int.  and  Res.,  Indiana  University  Medical  Center. 
Prefers  group  or  associate  type  practice  in  medium  to  large-sized 
community.  Write:  Michael  A.  Shiffler.  M.D.,  8074  Wallingwood 
Dr.,  Indianapolis,  IN  46256. 

UROLOGY 

July  '83.  Age  3 1 . Nat’l  bds.  AB  elig.  MD.  Medical  College  of  Wis- 
consin; Int.  and  Res.,  Boston  University  Medical  Center.  Prefers 
solo,  group  or  associate  type  practice  in  medium-sized  community. 
Write:  CSMS,  MLN/UR. 

Feb.  '83.  Age  33.  Presently  in  practice.  Nat’l  bds.  AB  cert  MD, 
Chicago  Medical  College;  Int,  Boston  University  Medical  Center, 
Res.,  Medical  College  of  Virginia,  Richmond,  VA.  Available  for  any 
type  practice.  Write:  CSMS,  IK/UR. 
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Diet  and  Cardiovascular  Disease 
An  Introductory  Statement 

FRANK  BAVIDOFF,  M.D. 


ABSTRACT — Issues  surrounding  the  relation-  provides  a general  introduction  to  the  two  following 
ship  between  diet  and  cardiovascular  disease  are  paperswhicharebasedonaseriesoflecturesspon- 
reviewed.  The  connection  between  circulating  lipids  sored  by  the  American  Heart  Association  at  ten 
and  vascular  disease;  effective  dietary  interventions  hospitals  throughout  the  State, 
and  how  to  make  diets  work  are  discussed.  This  article 


Of  the  many  issues  which  are  confusing  and  contra- 
dictory in  medicine,  perhaps  none  is  more  so  than  the 
relationship  between  diet  and  vascular  disease.  Al- 
though it  has  been  an  article  of  faith  for  some  time  that 
diet  is  an  effective  preventive  and  therapeutic  measure, 
that  position  is  still  open  to  challenge. 1 The  series  of 
lectures  presented  at  hospitals  around  the  state  during 
1981  on  behalf  of  the  American  Heart  Association  by 
Dr.  Scheig,  myself  and  Ms.  Maryanne  Meade,  ad- 
dressed themselves,  therefore,  to  the  following  ques- 
tions: 

1.  Is  there,  in  fact,  a connection  between  circulating 
lipids  and  vascular  disease? 

2.  If  so,  does  understanding  lipid  physiology  help 
make  therapy,  including  diet,  more  rational? 

3.  Of  the  dietary  interventions,  which  are  the  most  ef- 
fective? 

4.  Once  diet  is  decided  on,  how  do  you  make  it  work? 

My  own  simplified  answers  to  these  complex  ques- 
tions are,  briefly: 

1 . Yes-there  is  a connection- and  no,  there  isn’t.  A huge 
amount  of  data,  (the  best  are  probably  from  Fra- 
mingham2), tell  us  that  the  HDL  cholesterol  level  is 
the  best  single  predictor  of  cardiovascular  risk, 
being  inversely  related  to  risk.  The  idea  that  the 
lower  your  HDL  cholesterol,  the  higher  your  risk, 
takes  some  getting  used  to,  but  that’s  the  case.  Low 
density  lipoprotein  (LDL)  cholesterol  also  predicts 
risk,  its  level  being  directly  related  to  risk,  and  the 
ratio  of  LDL/HDC  (or  total/HDL)  cholesterol  is 
the  most  powerful  predictor  of  all. 
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The  answer  to  the  first  question  is,  therefore, 
“yes,”  in  general  there  is  a connection,  and  for 
some  patients,  such  as  those  with  the  extreme, 
hereditary  forms  of  lipid  abnormalities  discussed  by 
Dr.  Scheig,  the  risk  is  major.  But  the  Framingham 
data  also  tell  us  that  if  other  risk  factors,  particularly 
hypertension,  smoking  and  diabetes,  are  absent,  the 
contribution  of  lipid  abnormalities  may  be  very 
small,  so  small,  in  fact,  as  to  be  trivial.  F or  the  very 
large  number  of  people  with  such  slight  or  moderate 
displacements  of  their  cholesterol  levels  from  the 
“ideal,”  particularly  those  who  lack  other  risk  fac- 
tors, the  expenditure  of  time,  money,  anxiety  and 
health  care  resources  such  as  dietitian  services,  in 
an  effort  to  massage  the  cholesterol  up  or  down  a 
few  milligrams  seems  quite  unwarranted. 

The  epidemiological  contribution  of  increased 
triglycerides  per  se  to  vascular  risk  is  highly  doubt- 
ful.3 If  there  is  an  increased  risk  associated  with 
hypertriglyceridemia  it  is  probably  the  result  of  an 
associated  decrease  in  HDL  cholesterol,  which 
does  not,  unfortunately,  improve  with  normalization 
of  triglycerides.4  Only  for  extreme  elevations  of 
triglycerides,  i.e.  over  600/700  mg/dl,  does  active 
intervention  seem  appropriate,  and  this  mostly  to 
prevent  pancreatitis,  eruptive  xanthomas,  etc.,  as 
described  by  Dr.  Scheig. 

2.  Yes,  understanding  lipid  physiology  helps,  in  many 
ways,  but  I’ll  mention  only  one.  The  widely  used 
Frederickson-Lees  classification  of  lipid  abnor- 
malities, has  played  an  important  role  in  study  and 
treatment  of  lipid  disorders.  It  is,  however,  hard  to 
understand  and  almost  impossible  for  most  of  us  to 
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remember,  perhaps  because  it  is  a totally  nonphysi- 
ologic  scheme.  The  types  were  arbitrarily  num- 
bered, simply  in  order  of  their  sequential  positions 
on  the  electrophoretic  strip,  but  without  relation- 
ship to  the  biology  or  pathophysiology  of  lipid  meta- 
bolism. A more  physiological  typing  system  would 
simultaneously  recognize  the  cascade  of  reactions 
as  the  lipids  move  on  into  the  body  from  their  dietary 
sources,  and  help  us,  therefore,  to  understand  and 
remember  that  physiology.  Chylomicrons,  the  “pri- 
mary particles”  made  in  the  gut  directly  from  dietary 
lipids,  would  be  “Type  A.”  “Type  B”  would  be 
“secondary  particles,”  or  VLDL,  made  in  the  liver 
from  excesses  of  dietary  carbohydrate,  or  fat  or  al- 
cohol; “Type  C,”  or  IDL,  the  partial  breakdown  pro- 
duct of  VLDL;  “Type  D,”  LDL,  made  in  the  liver, 
and  normally  under  very  little  dietary  influence;  and 
finally,  “Type  E,”  HDL,  whose  control  is  just  be- 
ginning to  be  understood,  and  includes  primarily  a 
variety  of  non-dietary  influences  such  as  smoking 
and  exercise,  as  well  as  the  secondary  dietary  conse- 
quences of  obesity  and  alcohol.  5 

3.  In  light  of  the  above,  the  single  most  important 
dietary  intervention  for  the  population  as  a whole  is 
probably  calorie  and  sodium  restriction,  since  those 
restrictions  do  lower  blood  pressure.6  Hyperten- 
sion's role  in  cardiovascular  risk  is  well  and  quanti- 
tatively established,  and  interventions  to  reduce 
even  the  smallest  blood  pressure  elevations  are  pro- 
ven to  provide  protection.7  Obesity  raises  blood 
pressure;  weight  reduction  lowers  it.8  But  the 
empirical  evidence  is  mounting,  bit  by  bit,  that, 
overall,  lipid  directed  dietary  interventions,  i.e. 
cholesterol  and  total  fat  restriction  and  an  increase 
of  polyunsaturated/saturated  fatty  acid  ratio,  are 
probably  also  beneficial  in  themselves.9  Perhaps 
most  importantly,  however,  diet  or  any  other  single 
intervention  is  worthwhile  mainly  when  all  other 
risk  factors  are  also  being  attended  to,  becoming 
less  so  as  the  other  factors  are  not  addressed. 

4.  Finally,  for  diet  to  work,  many  forces  must  be 
brought  to  bear:  there  is  no  “magic  dietary  bullet,” 
as  Ms.  Meade  so  eloquently  demonstrates.  At  a 
minimum,  there  must  be  clarity  of  physicians  ra- 
tionale and  prescription;  conviction  on  the  part  of 
the  physician  that  the  enterprise  is  worth  the  effort; 
clear  communication  of  all  this  to  patients  and  to 
dietitian  colleagues;  awareness  of  patient  expecta- 
tions and  receptiveness;  and  practical,  detailed, 
positive  counseling  by  the  dietitian.  A weak  link 


anywhere  in  this  “chain  of  compliance” 10  increases 
the  chances  of  failure.  After  all,  we  are  asking  our 
patients  to  change  something  which  is  nearest  and 
dearest  to  their  biological  and  social  hearts,  and 
usually  not  because  they  wanted  to.  As  Ms.  Meade 
has  pointed  out  in  each  of  her  lectures,  most  of  us  as 
professionals  don’t  follow  our  own  advice,  so  how 
can  we  expect  our  patients  to  do  the  same  without  a 
great  deal  of  time,  persistence,  firmness  and  sympa- 
thetic support  on  our  part? 

Cardiovascular  mortality  and  morbidity  rates  are 
now  falling  in  this  county,  after  many  years  of  rise, 1 1 
probably  in  part  through  changes  in  diet.  The 
American  Heart  Association,  Connecticut  Affili- 
ate, and  Connecticut  Medicine,  through  this  series 
on  “Diet  and  Cardiovascular  Disease,”  are  to  be 
commended  for  helping  us  to  keep  these  rates 
moving  on  down. 
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The  Relationship  of  Hyperlipoproteinemia 
to  Atherosclerosis 

ROBERT  SCHEIG,  M.D. 


ABSTRACT — A discussion  of  the  diagnosis  of 
hyperlipoproteinemia,  its  relation  to  atherosclerosis 
and  its  nutritional  management  is  presented.  A case 

The  following  paper  will  deal  with  three  major  areas: 
the  diagnosis  of  hyperlipoproteinemia,  its  relation  to 
atherosclerosis  and  selected  aspects  of  nutritional 
management. 

There  are  very  few  clues  to  the  diagnosis  of  hyperli- 
poproteinemia obtainable  on  history  or  physical  exami- 
nation. Since  many  cases  of  hypercholesterolemia  and 
hypertriglyceridemia  are  familial  and  since  many  of 
these  cases  are  associated  with  the  development  ather- 
osclerosis, inquiry  is  made  into  the  family  history  of 
atherosclerotic  end  points.  These  end  points  are  angina 
pectoris,  myocardial  infarction,  stroke,  intermittent 
claudication  and  renal  failure  from  nephrosclerosis. 
These  diseases  are  extraordinarily  crude  as  end  stage 
determinants  of  atherosclerosis.  What  is  desperately 
needed  is  a simple  test  that  will  indicate  the  develop- 
ment of  atherosclerosis  before  permanent  tissue  damage 
occurs.  Thus  far,  there  is  none.  This  lack  of  an  accurate 
determinant  of  atherosclerosis  is  undoubtedly  respon- 
sible for  the  fact  that  the  precise  relationship  between 
hypertriglyceridemia  and  atherosclerosis  has  not  yet 
been  established  and  that  the  helpfulness  of  therapeutic 
regimens  to  lower  serum  lipid  levels  in  reducing  athero- 
sclerosis is  still  moot.  Despite  this,  it  has  been  estab- 
lished on  epidemiological  grounds  that  there  is  a linear 
relationship  between  the  level  of  serum  cholesterol  and 
the  incidence  of  atherosclerosis. 

On  physical  examination  there  are  several  findings 
that  point  to  an  underlying  hyperlipemia.  Unfortunately, 
these  signs  are  present  in  only  a minority  of  patients. 
The  most  specific  indicator  of  hypertriglyceridemia  is 
the  presence  of  eruptive  xanthomata  as  shown  in 
Figure  1 . These  yellow  papules  with  a red  base  develop 
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is  made  for  the  very  real  need  for  a simple  test  indi- 
cating the  development  of  atherosclerosis  before 
permanent  tissue  damage  occurs. 


over  pressure  areas  such  as  elbows,  knees,  buttocks 
and  indicate  that  serum  triglyceride  levels  are  greater 
than  1000  mg/dl.  The  yellow  color  is  due  to  the  deposi- 
tion of  carotene  along  with  the  white  triglyceride.  The 
most  specific  indicator  of  the  presence  of  hypercholes- 
terolemia is  the  tendinous  xanthoma  (Figure  2),  de- 
posits of  cholesterol  occurring  especially  in  the  Archil- 
les,  patellar  and  triceps  tendons  and  in  the  dorsal  ten- 


VOLUME  47,  NO.  5 


259 


260 


dons  of  the  hands  and  feet.  Other  xanthomas  also  occur 
in  patients  with  hypertriglyceridemia  but  are  not  speci- 
fic since  they  also  occur  in  patients  with  hypercholes- 
terolemia. Figure  3 shows  the  tuberous  xanthomas,  a 
bump  under  the  skin  impossible  to  diagnose  without  a 
biopsy.  Histological  examination  will  disclose  a collec- 
tion of  foamy,  lipid-laden  histocytes.  Figure  4 shows 
palmar  xanthomas,  yellowish  deposits  occurring  es- 
pecially in  the  creases  in  the  palms  and  soles  and  asso- 
ciated almost  exclusively  with  Type  III  hyperlipopro- 
teinemia or  biliary  cirrhosis.  The  arcus  senilis  (Figure 
5)  and  the  xanthelasma  (Figure  6)  are  found  in  patients 
with  hyperlipemia  more  frequently  than  in  the  normal 
population,  but  may  occur  without  systemic  abnor- 
malities in  lipid  metabolism. 
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It  is  noteworthy  that  eruptive  xanthomas  will  go 
away  when  the  serum  triglyceride  level  is  reduced,  but 
the  other  xanthomas  do  not  necessarily  disappear  upon 
resolution  of  the  hyperlipemia.  One  must  warn  the  pa- 
tient about  this  latter  point  since  otherwise  they  will 
become  discouraged  about  therapy  when  they  see  no 
resolution  of  the  skin  lesions. 

One  other  way  to  establish  the  diagnosis  of  hyper- 
lipemia on  physical  examination  is  by  fundascopic 
examination  of  the  eye.  Lipoproteins  carrying  trigly- 
cerides, whether  they  be  chylomicrons  or  very  low  den- 
sity lipoproteins,  are  so  large  that  they  scatter  light. 
Parenthetically,  lipoproteins  carrying  cholesterol  are 
never  large  enough  to  scatter  light.  Thus,  patients  with 
significant  hypertriglyceridemia  will  have  lipemia 
retinalis.  As  seen  in  Figure  7,  the  blood  vessels  appear 
to  be  filled  with  material  resembling  a very  milky  cream 
of  tomato  soup  rather  than  blood. 


There  is  also  a very,  very  simple  test  whereby  one 
can  detect  the  presence  of  hypertriglyceridemia.  When- 
ever serum  triglyceride  levels  rise  above  250  mg/dl 
(normal  is  less  than  200  mg/dl),  the  serum  will  appear 
turbid.  With  higher  levels,  as  shown  in  Figure  8,  the 
serum  appears  frankly  milky. 


Unfortunately,  the  abovementioned  findings  are  pre- 
sent in  only  a fraction  of  patients  with  hyperlipemia.  In 
order  to  detect  the  rest,  screening  tests  must  be  done. 
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These  screening  tests  are  the  direct  determination  of 
serum  cholesterol  and  triglyceride  levels.  At  the  present 
time  the  accepted  upper  limits  of  normal  for  both  serum 
cholesterol  and  triglyceride  levels  in  the  fasting  state  are 
200  mg/dl.  Neither  are  felt  to  rise  with  age  under 
normal  circumstances.  If  both  cholesterol  and  trigly- 
ceride levels  are  normal,  one  can  rule  out  any  hyperli- 
pidemia. If  the  serum  cholesterol  level  is  elevated  but 
serum  triglyceride  is  normal,  the  patient  has  Type  Ha 
hyperlipoproteinemia  and  further  screening  is  unneces- 
sary. However,  if  serum  triglyceride  levels  are  elevated, 
one  must  go  on  to  a lipoprotein  electrophoresis  since 
the  patient  may  have  Type  I,  Hb,  III,  IV  or  V hyperli- 
poproteinemia. Lipoprotein  electrophoresis  is  really  the 
same  as  a protein  electrophoresis  except  for  some 
changes  in  the  buffer  and  for  the  fact  that  staining  for 
lipid  rather  than  protein  is  done.  If  done  on  paper, 
chylomicrons  remain  at  the  origin,  beta- lipoproteins 
(low  density  lipoprotein  or  LDL)  move  toward  the 
anode  and  pre  beta-lipoproteins  (very  low  density  lipo- 
proteins or  VLDL)  move  even  further  toward  the 
anode.  Alpha  lipoproteins  (high  density  lipoproteins 
HDL)  are  even  more  negatively  charged  and  move  the 
furthest.  In  numerous  phenotyping  studies  it  has  been 
found  that  six  different  abnormalities  can  be  identi- 
fied. Normally,  after  a 14-18  hour  fast,  no  chylomi- 
crons can  be  found.  If  they  are  present  under  these  cir- 
cumstances, the  patient  is  considered  to  have  Type  I 
hyperlipoproteinemia.  If  only  the  beta-lipoprotein 
band  is  increased  the  patient  has  Type  II a hyperlipo- 
proteinemia. If  both  the  beta  and  pre-beta  lipoprotein 
band  is  increased,  the  disorder  is  termed  Type  lib 
hyperlipoproteinemia.  A rare  genetic  disorder  is  mani- 
fested by  heavy  deposits  of  triglyceride  in  beta-lipopro- 
teins.  This  results  in  a smeared  band  somewhere  be- 
tween the  beta  and  pre-beta  band.  Since  this  may  also 
occur  if  the  paper  is  overloaded  with  lipid,  ultracentri- 
fugal studies  must  be  done  in  these  instances  to  deter- 
mine if  these  beta-lipoproteins  float  at  serum  density  in 
the  ultracentrifuge.  Normally  beta-lipoproteins  con- 
tain little  triglyceride  and  will  sink  upon  ultracentri- 
fugation of  serum.  If  floating  beta  is  present,  the  dis- 
order is  termed  Type  III  hyperlipoproteinemia.  If  the 
pre-beta  lipoprotein  band  is  increased  then  the  patient 
has  Type  IV  hyperlipoproteinemia.  Finally,  if  both  the 
pre-beta  and  chylomicron  band  are  increased,  the 
condition  is  termed  Type  V hyperlipoproteinemia. 

Although  rare.  Type  III  hyperlipoproteinemia  is 
very  important  to  diagnose  accurately  since  it  is  the  one 
disorder  where  it  has  been  shown  that  diet  therapy  plus 
clofibrate  will  cause  atheromas  to  regress. 

Thus  far,  we  have  discussed  how  to  diagnose  hyper- 
lipoproteinemia. But  why  should  we?  What  is  important 
about  these  disorders? 

First  of  all,  there  is  unequivocal  data  derived  from 
epidemiological  studies  that  would  indicate  that  there 
is  a direct  and  virtually  linear  relationship  between  the 
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incidence  of  atherosclerosis  and  the  serum  cholesterol 
level.  Less  convincing  evidence  will  also  relate  elevated 
serum  triglyceride  levels  to  atherosclerosis  and  to  gout. 
Finally,  patients  with  elevated  pre-beta  lipoprotein 
levels  will  from  time  to  time  develop  chylomicronemia 
and  when  this  occurs  serious  attacks  of  pancreatitis 
may  occur.  Indeed,  these  attacks  may  be  recurrent  and 
ultimately  lead  to  pancreatic  insufficiency,  both  exo- 
crine and  endocrine.  Reducing  serum  triglyceride  levels 
will  prevent  the  development  of  pancreatitis.  Reducing 
serum  triglyceride  levels  in  patients  with  Type  III  hy- 
perlipoproteinemia will  prevent  the  progression  of 
atherosclerosis  and,  indeed,  result  in  its  regression. 
What  is  unclear  at  present,  and  still  controverisal,  is 
whether  reducing  serum  lipid  levels  in  other  cases  of 
hyperlipoproteinemia  will  prevent  the  development  of 
atherosclerosis  or  result  in  its  regression. 

At  the  present  time,  I believe  it  is  wise  to  have  normal 
serum  lipid  levels  and  that  elevated  levels  indicate 
disease  that  should  be  treated.  Underlying  causes  of 
hyperlipoproteinemia  should  always  be  sought  if,  for 
no  other  reason,  than  that  they  should  be  treated.  These 
underlying  disorders  include  diabetes  mellitus,  hypo- 
thyroidism, nephrosis,  uremia,  multiple  myeloma,  lupus 
erythematosis  and  biliary  obstruction.  If  these  disorders 
are  not  present,  patients  can  usually  be  divided  into  one 
of  two  categories.  Some  will  have  a strong  family  his- 
tory of  atherosclerosis  and  have  a genetic  cause  of  their 
abnormality.  The  great  majority,  however,  have  de- 
veloped their  disorder  because  of  ingesting  an  abnormal 
diet. 

In  order  to  understand  dietary  causes  of  hyperlipo- 
proteinemia it  must  be  remembered  that  the  average 
American  consumes  about  3300  kCal  daily,  whereas 
the  average  adult  male  age  20-25  only  requires  about 
2500  kC  al  daily  for  homeotasis.  There  are  four  types  of 
calorie  yielding  food  stuffs.  These  are  carbohydrate, 
fat,  protein  and  ethanol.  Each  one  of  these  is  meta- 
bolized in  the  body  to  acetyl  CoA,  and  it  is  acetyl  CoA 
which  is  the  substrate  for  the  endogenous  synthesis  of 
both  cholesterol  and  triglyceride.  Thus,  people  who 
overeat  flood  their  liver  with  acetyl  CoA  and  the  result 
is  not  only  obesity  but  hypertriglyceridemia  and  hyper- 
cholesterolemia. Why  some  overeating  individuals  do 
not  become  hyperlipemic  and  why  some  develop  in- 
creased cholesterol  levels  and  others  increased  trigly- 
ceride levels  is  at  present  not  known. 

At  this  point,  let  us  discuss  a little  bit  about  the 
pathogenesis  of  the  hypertriglyceridemias  and  hyper- 
cholesterolemias. Following  this,  therapy  should  be 
rather  logical.  Figure  9 shows  a most  important  cell.  For 
many  of  us  this  cell  forms  the  largest  organ  in  the  body. 
The  lipocyte  or  adipocyte  is  the  main  constituent  cell  of 
adipose  tissue.  The  average  American  consumes  about 
140  mg  of  triglyceride  daily  and,  after  digestion  and 
adsorption,  these  triglycerides  enter  the  lymphatics 
from  the  intestinal  mucosa  in  the  form  of  chylomicrons. 
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Endogenously  synthesized  triglycerides,  in  contrast, 
enter  the  circulation  from  the  liver  in  the  form  of  very 
low  density  or  pre-beta  lipoproteins.  As  mentioned  pre- 
viously, hypertriglyceridemia  can  result  if  too  much 
food  is  eaten  so  that  the  liver  is  flooded  with  acetyl 
CoA,  the  substrate  for  triglyceride  synthesis.  Both  chy- 
lomicrons and  VLDL  are  metabolized  in  adipose 
tissue.  The  clearance  from  the  blood  of  the  triglycerides 
in  these  lipoproteins  is  totally  dependent  on  an  enzyme 
manufactured  by  the  lipocyte  and  secreted  by  it  to 
become  attached  to  capillary  endothelium  supplying 
adipose  tissue,  skeletal  and  cardiac  muscle.  This 
enzyme  is  known  as  lipoprotein  lipase.  Patients  with 
Type  I hyperlipoproteinemia  lack  this  enzyme  and  are 
thus  unable  to  clear  chylomicrons  so  that  serum  tri- 
glyceride levels  will  rise  to  10,000-20,000  mg/dl. 
Upon  lipolysis,  three  molecules  of  fatty  acid  and  one 
molecule  of  glycerol  are  formed  for  each  molecule  of 
triglyceride.  The  glycerol  returns  to  the  liver  for  fur- 
ther metabolism.  Two  of  the  fatty  acid  molecules  are 
taken  up  by  the  lipocyte  and  the  third  fatty  acid  mole- 
cule remains  in  the  circulation  attached  to  albumin. 
Thus,  lipolysis  of  the  triglycerides  in  VLDL  and  chylo- 
microns causes  serum  free  fatty  acid  levels  to  rise.  Of 
interest  in  this  regard  is  the  observation  that  elevated 
free  fatty  acid  levels  are  associated  with  cardiac  ar- 
rhythmias. This  may  provide  a scientific  reason  for  re- 
stricting dietary  fat  in  patients  following  a myocardial 
infarct.  As  chylomicrons  and  VLDL  become  delipi- 
dated  as  a result  of  the  action  of  lipoprotein  lipase,  a 
smaller  particle  is  formed  known  as  the  intermediate 
density  lipoprotein  (IDL)  and  with  further  delipidation, 
LDL  are  formed.  It  is  currently  believed  that  all  LDL  is 
formed  within  the  circulation  in  this  manner. 

The  IDL  are  most  important  lipoproteins.  In  the  first 
place,  IDL,  but  not  VLDL  or  chylomicrons,  can  be 
taken  up  by  hepatocytes  for  further  metabolism.  Second- 
ly, IDL,  but  not  VLDL  or  chylomicrons,  can  be  taken 
up  by  vascular  endothelium.  It  is  currently  believed 
that  IDL,  formed  from  the  metabolism  of  chylomicrons 
and  VLDL,  are  the  culprit  in  early  atheroma  formation 
in  patients  with  hypertriglyceridemia.  Of  great  interest 
in  this  regard  is  the  fact  that  patients  without  lipopro- 
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tein  lipase  do  not  get  atherosclerosis. 

Lipoprotein  lipase  requires  insulin  for  optimal  acti- 
vity. Anyone  who  is  insulinopenic  may  develop  hyper- 
triglyceridemia, and  insulin  is  usually  necessary  to 
treat  the  lipid  abnormality  even  though  the  disorder  in 
carbohydrate  metabolism  may  be  detectable  only  on 
glucose  tolerance  testing.  All  patients  with  uremia  will 
have  hypertriglyceridemia,  perhaps  due  to  a circulating 
inhibitor  of  lipoprotein  lipase.  Treatment  of  the  renal 
disorder  is  necessary  to  lower  the  triglycerides.  In  both 
diabetes  and  uremia  the  incidence  of  atherosclerosis  is 
high,  and  in  both  the  lipid  disorder  is  usually  Type  IV 
though  occasionally  a Type  V will  transiently  develop. 

Estrogen  inhibits  the  activity  of  lipoprotein  lipase.  In 
normal  individuals,  ingestion  of  estrogens  results  only 
in  about  a 10%  rise  in  serum  triglycerides  which  is 
probably  of  no  consequence.  However,  in  individuals 
with  familial  Type  IV  hyperlipoproteinemia  on  estro- 
gens, the  rise  may  be  enormous  and  the  patient  may 
develop  a Type  V hyperlipoproteinemia.  When  this  oc- 
curs, acute  pancreatitis  may  develop.  Actually,  several 
patients  have  been  operated  upon  unnecessarily  for 
acute  abdomens  because  this  association  was  not  appre- 
ciated. 

Patients  with  lupus  erythematosis  and  lymphoma 
may  develop  autoantibodies  to  heparin,  a necessary  co- 
factor for  optimal  lipoprotein  lipase  activity.  Under 
these  circumstances.  Type  I hyperlipoproteinemia  and 
pancreatitis  occurs  and  may  precede  the  recognition  of 
the  underlying  disease. 

Of  great  importance  is  an  understanding  of  how  diet 
can  cause  patients  to  develop  Type  IV  and  Type  V 
hyperlipoproteinemias.  In  normal  individuals,  the  half 
life  of  triglycerides  in  chylomicrons  in  the  circulation 
under  steady  state  conditions  is  about  4Vi  minutes.  If  one 
increases  caloric  intake  for  any  reason,  because  of  the 
increased  supply  of  substrate  to  the  liver  Type  IV  hyper- 
lipoproteinemia will  develop.  Under  these  conditions, 
if  one  measures  the  t Vi  of  triglycerides  in  chylomicrons 
one  finds  that  it  has  increased  to  23  minutes,  a situation 
that  is  probably  the  reason  some  patients  with  Type  IV 
hyperlipoproteinemia  will,  on  occasion,  develop  a 
T ype  V disorder.  When  this  occurs,  for  reasons  that  are 
not  known,  pancreatitis  often  ensues.  This  is  also  the 
most  likely  mechanism  for  the  development  of  alcoholic 
hyperlipemia  and  pancreatitis.  Thus,  the  therapy  of 
hypertriglyceridemia  is  first  directed  to  the  treatment  of 
the  underlying  disease.  Most  often  the  patient  without 


underlying  disease  will  be  overweight,  and  caloric  re- 
striction, especially  of  carbohydrate  and  ethanol,  will 
be  all  that  is  required.  In  a few,  increasing  the  polyun- 
saturated fat  in  the  diet  and  decreasing  the  saturated  fat 
will  be  helpful.  Only  a few  will  require  drug  therapy. 
While  clofibrate  is  the  best  of  drugs,  today’s  wisdom 
will  restrict  its  use  to  those  cases  unresponsive  to  diet 
therapy  and  with  quite  significant  elevations  in  trigly- 
cerides. 

Hypercholesterolemia  most  commonly  is  also  due  to 
diet:  too  many  calories,  too  much  saturated  fat,  too 
much  cholesterol  and  too  little  polyunsaturated  fat. 
However,  there  are  a large  number  of  individuals  who 
have  too  few  receptors  for  LDL  which  carries  choles- 
terol in  the  circulation.  As  a result,  the  cholesterol  does 
not  leave  the  circulation  and,  moreover,  cholesterol 
synthesis  increases  in  those  cells  containing  the  recep- 
tors. The  most  effective  drug  therapy  for  hypercho- 
lesterolemia is  cholestyramine.  Cholestyramine  is  a 
non- absorbed  anion  exchange  resin  which  binds  bile 
salts  in  the  gut  preventing  their  readsorption.  Since  bile 
salts  are  the  metabolites  of  cholesterol,  the  body  pool  of 
cholesterol  becomes  depleted  and  serum  cholesterol 
levels  fall.  Cholestyramine  is  given  8 gm  at  breakfast 
when  there  will  be  the  highest  concentration  of  bile  salts 
in  the  gut  because  of  their  overnight  accumulation  in 
the  gall  bladder.  At  lunch  4 gm  are  given.  One  may 
increase  this  dose  up  to  a daily  intake  of  36  gm.  Note 
that  all  anions  are  bound  by  cholestyramine  so  that  drugs 
such  as  digitalis  or  thyroxin  should  be  given  to  these  pa- 
tients at  dinner  or  bedtime. 

In  patients  with  any  form  of  hyperlipemia,  except 
Type  I,  who  do  not  respond  to  the  abovementioned 
regimes,  nicotinic  acid  may  be  used.  However,  only 
about  80%  of  patients  will  be  able  to  tolerate  the  side 
effects  of  this  drug.  One  starts  with  a dose  of  50  mg  t.i.d. 
with  meals  and  works  up  to  500  mg.  t.i.d.  This  drug  is 
especially  useful  for  patients  with  recurrent  pancreati- 
tis secondary  to  hyperlipemia  who  are  unresponsive  to 
other  forms  of  therapy. 

Although  answers  are  not  in,  the  tie-in  between 
hypercholesterolemia  and  atherosclerosis  is  definite  as 
is  the  association  of  chylomicronemia  and  pancreatitis. 
However,  whether  reversal  of  hyperlipemia  prevents  or 
reduces  atherosclerosis  is  not  yet  established.  Despar- 
ately  needed  is  a simple  test  for  atherosclerosis,  es- 
pecially the  disease  that  involves  the  coronary,  cere- 
bral and  renal  arteries. 
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Helping  Your  Patient  Comply  to  a Diet  Prescription 


MARYANN  MEADE,  R.D. 


ABSTRACT — Suggestions  are  made  for  methods 
which  could  improve  a patient’s  compliance  to 
dietary  restrictions.  Information  increasing  the  pa- 
tient’s knowledge  of  both  the  disease  and  the  diet 
can  contribute  to  a better  informed  patient  and 


It  is  estimated  that  one-third  of  all  patients  follow  the 
recommendations  made  by  their  physician.  Another 
one-third  partially  follow  the  doctors  instructions.  The 
remaining  one-third  lend  a deaf  ear  to  the  prescribing 
physician.  The  percent  of  compliance  to  dietary  re- 
strictions is  even  less.1  Eating  patterns  and  food 
choices  are  closely  related  to  a patient’s  total  lifestyle. 
It  is  easier  to  decide  to  take  a pill  than  to  confront  a 
change  in  eating  habits.  Eating  is  not  a separate  part  of 
their  life— it  is  the  essence  of  life.  The  patient  views  the 
prescribed  diet  as  an  interruption  to  his  normal  life- 
style. 

With  expected  results  such  as  these,  one  might  ask 
whether  it  is  worth  even  trying  to  bring  about  dietary 
change.  However,  the  success  rate  for  dietary  change 
can  be  enhanced  by  understanding  and  using  the  follow- 
ing guidelines  in  your  approach  to  nutrition  counseling. 

Knowledge  of  the  Disease 

It  is  not  uncommon  for  referred  patients  to  have  only 
a vague  understanding  of  what  their  disease  is,  and  how 
it  may  affect  their  future.  Information  provided  at  the 
time  of  the  office  visit  may  be  misunderstood.  Visual 
aids  and  handouts  that  help  the  patient  understand  his 
disease  status  better  can  be  a first  step  in  his/her  accep- 
ting the  fact  that  a change  in  diet  needs  to  be  made. 

Along  with  the  information  provided  about  the 
disease,  the  patient  needs  to  understand  the  role  of  diet 
in  improving  health  status  and  in  prolonging  life.  Some 
conditions  indicate  that  the  only  treatment  you  choose 
to  prescribe  is  diet.  The  patient  must  understand  that 
“the  diet”  is  “the  medicine.” 

MARYANN  MEADE,  R.D.,  is  a consulting  nutritionist  in 
private  practice  and  is  also  on  the  staff  of  the  Community  Health 
Care  Plan,  New  Haven,  CT. 


therefore  enhance  compliance.  Counseling  points 
concerning  low  sodium  diets,  fat  controlled  diets, 
triglyceride-lowering  diets  and  weight  loss  diets  are 
presented  along  with  guidelines  which  can  aid  in  the 
general  evaluation  of  any  diet  offered  to  a patient. 


Knowledge  of  the  Diet 

The  second  factor  to  be  considered  in  patient  com- 
pliance to  diet  prescriptions  is  knowledge  of  the  diet. 
No  matter  how  sophisticated  or  educated  a patient  is, 
clear,  specific  dietary  guidelines  are  essential.  The  fol- 
lowing remarks  on  typically-prescribed  therapeutic 
diets  should  contribute  to  a better  informed  patient  and 
therefore  enhance  compliance. 

The  Low  Sodium  Diet 

Be  specific  in  writing  the  diet  order  regarding  sodium. 
What  does  low  sodium  mean  when  you  order  it?  Does  it 
mean  4 grams  or  2 grams?  A patient  has  been  known  to 
interpret  such  orders  as  meaning  no  salt  at  the  table,  or 
buying  only  salt-free  foods.  If  you  want  them  to  elimi- 
nate the  salt  shaker,  does  that  also  mean  eliminating  the 
other  one  or  two  milligrams  consumed  daily  through 
canned  vegetables,  cold  cuts  or  processed  cheese? 

When  you  tell  the  patient  to  buy  foods  without  salt 
added,  does  that  mean  you  expect  them  to  shop  exclu- 
sively for  fresh  or  dietetic  packed  foods?  It  is  not  un- 
common to  have  patients  unnecessarily  paying  for 
dietetic  foods  when  they  could  very  well  stay  within  the 
2,000  milligrams  diet  without  such  expense. 

“Can  I use  a salt  substitute?”  is  a common  question 
asked  by  patients.  On  today’s  market  there  are  numer- 
ous salt  substitutes  containing  potassium  chloride. 
There  is  also  a product,  thought  of  as  a salt  substitute, 
which  contains  one-half  sodium  and  one-half  potas- 
sium chloride.  For  this  reason,  if  you  do  consider  it 
medically  safe  for  your  patient  to  use  potassium,  or 
expect  him  to  eliminate  all  sodium,  provide  a few  brand 
names  to  help  the  patient  make  the  selection. 

In  counseling  the  patient  on  a low  sodium  diet,  I 
acquaint  them  with  other  flavor  enhancers  to  replace 

CONNECTICUT  MEDICINE,  MAY  1983 


264 


salt,  sodium-containing  seasoning,  or  the  salt  substi- 
tute. These  include  lemon  flavoring,  herbs  and  spices. 
There  are  numerous  resources  available  to  help  your 
patient  choose  the  right  flavoring  for  each  food  item. 

Choosing  foods  away  from  home  is  considered  a 
major  problem  for  the  patient  on  a sodium  restricted 
diet.  Specific  suggestions  to  replace  the  cold  cut  sand- 
wich in  the  brown  bag  lunch  and  guidelines  for  choosing 
entrees  from  restaurant  menus  help  the  patient  realize 
that  there  are  other  options  to  high  sodium  meals.  The 
patient  should  also  be  encouraged  to  be  assertive  when 
dining  out  and  to  ask  for  foods  to  be  prepared  without 
added  salt.  With  the  exception  of  fast  food  restaurants 
and  those  using  frozen  prepared  food,  most  restaurants 
are  agreeable  to  prepare  food  as  requested  by  the  custo- 
mer. 

Fat  Controlled  Diets 

Diets  that  control  fat  expect  patients  to  decrease 
total  fat  and  to  change  the  type  of  fat  from  saturated  to 
polyunsaturated  fat.  When  your  goal  is  to  reduce  the 
patient’s  cholesterol,  the  type  of  fat  chosen  by  your  pa- 
tient is  important.  Does  your  patient  know  how  to 
choose  a polyunsaturated  margarine  or  oil?  When  I ask 
my  clients  what  brand  of  margarine  they  buy,  a com- 
mon response  is  “I  buy  whatever  is  on  sale.”  The 
patient  needs  to  know  how  to  read  the  margarine  label. 
They  should  look  for  the  ratio  of  polyunsaturated  fat  to 
saturated  fat.  A ratio  of  1. 5-1.0  or  greater  of  polyun- 
saturated fat  to  saturated  fat  is  recommended. 2 

Label  reading  is  especially  important  for  the  patient 
trying  to  reduce  cholesterol.  Many  products  contain 
vegetable  oils  that  have  been  hydrogenated.  Coconut 
oil,  a vegetable  oil,  is  widely  found  in  non-dairy  creams 
and  whip  toppings.  The  patient  should  be  aware  that 
this  is  a saturated  fat. 

Patients  also  need  clear  direction  as  to  whether  eggs 
are  permitted  and  how  many  per  week.  They  often  have 
questions  about  new  products  such  as  cheeses  that  are 
advertised  “low  fat.” 

Some  are  and  some  are  not  appropriate  for  a patient 
with  high  cholesterol.  The  nutrition  counselor  should 
be  acquainted  with  new  foods  on  the  market  which  have 
been  altered  for  the  individual  with  lipid  problems. 

The  Diet  to  Lower  Triglycerides 

Carbohydrate  restriction  to  approximately  45%  of 
the  calories  is  recommended  for  lowering  triglycerides. 3 
The  patient  needs  to  understand  that  sugar  and  other 
simple  sugars  are  to  be  eliminated  or  used  in  moderate 
amounts.  The  diet  does  not  mean,  however,  that  the  pa- 
tient must  eliminate  breads,  starchy  vegetables  or  pasta 
products.  This  is  a common  misconception.  Polyun- 
saturated fats  are  preferred  to  saturated  fats  and  egg 
yolks  are  limited  to  three  per  week.  Understanding  the 
influence  of  alcohol  in  this  condition  should  also  be  dis- 
cussed with  the  patient.  The  patient  should  be  told  he  or 
she  may  exchange  alcohol  for  a bread  serving  or  elimi- 
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nate  it  completely.  (The  Type  IV  Hyperlipoproteinemia 
allows  1 oz.  of  alcohol  to  replace  one  bread.) 

The  Weight  Loss  Diet 

The  diet  prescription  to  loose  weight  can  be  frustra- 
ting for  both  you  and  the  patient.  It  is  important  to  un- 
derstand that  for  many,  losing  weight  means  more  than 
eating  less  calories.  It  means  accepting  a completely 
different  way  of  life.  It  can  mean  giving  up  social  acti- 
vities in  which  food  or  alcohol  play  a major  part.  For 
some  it  will  mean  having  to  say  no  to  ethnic  foods  that 
have  been  part  of  holiday  or  religious  celebrations.  For 
others  it  will  mean  taking  more  time  to  carefully  select 
and  prepare  foods.  Weight  loss  for  many  means  over- 
coming obstacles  such  as  managing  stress  without  the 
crutch  of  food.  We  have  all  heard  of  the  businessman 
who  binges  on  food  or  alcohol  after  a bad  day  at  the 
office.  It  is  also  not  uncommon  to  hear  of  the  young 
mother  who  has  spent  the  week  indoors  with  two  sick 
children  and  who  manages  her  frustration  or  boredom 
with  food.  Attempting  weight  loss  for  most  also  means 
a lifestyle  in  which  increased  physical  activity  is  re- 
quired to  effectively  continue  weight  loss  and  maintain 
that  weight  loss.  Weight  reduction  is  far  more  than  a 
diet.  It  is  essential  that  the  patient  identify  the  obstacle 
causing  the  increased  weight  and  preventing  its  loss. 
No  problem  can  be  managed  until  first  identified.  Once 
identified,  it  is  important  to  deal  with  the  problem  or 
problems  in  an  appropriate  manner. 

When  a patient  is  motivated  to  loose  weight  he/she 
might  ask  the  question,  “What  is  a good  diet?”  The 
number  of  diets,  clinics  and  programs  have  reached 
epidemic  proportion.  The  patient  is  confused  and  needs 
guidance.  Because  diet  books  and  commercial  weight 
loss  programs  are  in  the  business  of  selling  their  parti- 
cular regime  as  well  as  helping  people  loose  weight, 
their  program  may  not  fully  explain  the  possible  medi- 
cal consequences.  Quite  often  they  may  be  designed  by 
individuals  with  insufficient  understanding  of  the  role 
of  nutrition  and  bodily  functions. 

When  you  have  questions  about  such  programs  or 
diets,  contact  reliable  resources.  Such  resources  in 
Connecticut  are:  The  Connecticut  Dietetic  Associa- 
tion; Box  3877,  New  Haven,  Connecticut  06525;  The 
Consulting  Nutritionist  Practice  Group,  P.O.  Box 
8 1 1 4,  New  Haven,  Connecticut  06530,  Department  of 
Health  Services;  Nutrition  Section,  or  registered  dieteti- 
cians  in  hospitals  and  in  private  practice.  A book  called 
Rating  the  Diets  is  also  a handy  reference  to  keep  in 
your  office.  It  is  written  by  Consumer  Digest  and  can 
be  purchased  in  any  book  store. 

A quick  method  of  evaluating  any  diet  is  to  follow 
these  guidelines: 

1.  Does  the  diet  include  all  four  food  groups  or  does 
the  diet  emphasize  one  particular  food  or  food 
group? 

2.  Does  the  diet  provide  sufficient  fat  for  essential 
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fatty  acids,  or  is  the  diet  very  high  in  fat  putting  the 
patient  at  risk  of  elevating  lipids. 

3 . Does  the  diet  contain  sufficient  protein  for  your  pa- 
tient's size  or  does  the  diet  suggest  twice  as  much 
protein  as  your  patient  needs? 

4.  Is  the  diet  one  that  will  be  appropriate  for  the 
patient’s  life-style  and  economic  status,  or  does  the 
diet  mean  foods  the  patient  does  not  really  like  and 
one  in  which  special,  expensive  foods  must  be 
purchased? 

5 . Does  the  diet  or  program  emphasize  only  food  with 
no  regard  for  changes  in  habits  and  attitudes  that 
contribute  to  the  client’s  weight  gain? 

When  a specific  diet  plan  is  felt  necessary  by  the  pa- 
tient to  enhance  compliance,  it  should  be  individually 
tailored  to  the  patient’s  likes,  dislikes  and  lifestyle.  As 
previously  stated,  any  weight  loss  program  must  address 
the  many  issues  that  could  be  contributing  to  the  pa- 
tient’s overweight  status. 

If  these  underlying  issues  are  not  addressed,  the  diet 
itself  will  be  like  a small  bandaid  on  a large  wound. 

In  the  practice  of  nutrition  counseling,  teaching  the 
following  information  to  clients  is  most  helpful  in 
having  them  begin  to  make  change: 

1 . Teaching  the  patient  where  calories  come  from  and 
which  nutrient  provides  the  most  calories. 

2.  Providing  patients  with  substitutes  for  high  calorie 
foods. 

3.  Providing  information  on  resources  such  as  recipe 
books.  Supermarket  programs,  like  Finast  “Nutri- 
Scan  Program,”  can  assist. 

4.  Discussing  the  need  for  a support  person,  such  as  a 
spouse  or  close  friend  to  help  the  client. 

5 . Most  importantly,  teaching  the  patient  to  set  realis- 
tic goals  for  behavior  and  therefore  weight  change. 

If  you  do  not  feel  your  practice  can  devote  time  to  the 
counseling  and  teaching  needed  for  the  long  term 


patient,  a referral  to  the  appropriate  resource  can  con- 
tinue the  work  you  have  already  begun.  The  health  pro- 
fessional specifically  trained  to  deal  with  the  obese  pa- 
tient is  the  Registered  Dietitian.  Because  registered 
dietitians  deal  in  many  aspects  of  nutrition,  it  would  be 
best  for  you  to  refer  to  the  one  who  specializes  in  weight 
loss  counseling.  In  Connecticut  some  hospitals  have 
out-patient  services  on  a full  or  part  time  basis.  In  some 
communities  there  are  registered  dietitians  called  Con- 
sulting Nutritionists,  who  work  in  private  practices,  in 
doctor’s  offices,  in  clinics  and  Home  Care  agencies. 
This  health  professional  works  closely  with  the  physi- 
cian. To  locate  the  resource  in  your  community  contact 
The  Consulting  Nutritionists  of  Connecticut  Practice 
Group,  Box  8114,  New  Haven,  Connecticut  or  look  in 
the  yellow  pages  under  Dietitian. 

Summary 

Ensuring  compliance  to  a prescribed  dietary  pre- 
scription is  much  more  than  simply  providing  written 
material.  Whether  the  counseling  is  provided  by  the 
physician  or  by  the  registered  dietitian  to  whom  the 
physician  refers  the  patient,  the  patient  must  be  helped 
to  realize  the  role  diet  plays  in  the  outcome  of  his  or  her 
disease  state.  The  patient  must  also  be  provided  with  an 
understanding  of  the  diet  and  specific  guidelines  as  to 
how  he  might  meet  the  needs  of  the  prescription.  Of 
great  importance  is  the  need  for  the  patient’s  input  into 
any  goal  or  plan  he  is  to  follow.  The  counselor  there- 
fore must  be  skilled  in  the  knowledge  of  the  disease, 
knowledge  of  the  diet  and  possess  the  counseling  skills 
that  will  allow  for  the  "process  of  helping  people  estab- 
lish and  maintain  good  nutritional  habits.” 
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Important  Advances  in  Clinical  Medicine 

Epitomes  of  Progress — Emergency  Medicine 


Verapamil  and  Supraventricular 
Tachycardia 

Verapamil,  a calcium  channel  blocking  agent  recently 
approved  by  the  Food  and  Drug  Administration,  slows 
conduction  through  the  atrioventricular  (AV)  node.  It 
aids  in  the  management  of  most  forms  of  supraventricu- 
lar tachycardia  and  is  considered  by  many  to  be  the 
drug  of  choice  for  treatment  of  uncomplicated  parox- 
ysmal supraventricular  tachycardia.  In  numerous 
clinical  trials  intravenous  administration  of  verapamil 
has  been  shown  in  more  than  90  percent  of  cases  to 
convert  paroxysmal  supraventricular  tachycardia  to 
normal  sinus  rhythm  within  two  minutes  following  drug 
administration.  Long-term  oral  administration  of  vera- 
pamil for  patients  with  frequent  episodes  of  paroxysmal 
supraventricular  tachycardia  has  been  shown  to  de- 
crease both  the  incidence  and  the  duration  of  the 
episodes. 

Verapamil  therapy  rapidly  decreases  the  ventricular 
response  rate  to  atrial  fibrillation  or  flutter.  Ventricular 
rates  begin  to  slow  immediately  and  maximum  drug 
effect  occurs  3 14  minutes  after  drug  administration. 
Therefore,  though  verapamil  rarely  converts  atrial 
fibrillation  or  flutter,  it  may  be  quite  valuable  in  the 
acute  management  of  these  dysrhythmias.  In  recent 
studies,  verapamil  given  orally  appears  superior  to 
digoxin  administration  in  reducing  resting  and  exer- 
tional heart  rates  while  maintaining  exercise  tolerance 
in  patients  with  chronic  atrial  fibrillation. 

Verapamil  therapy  is  not  effective  in  treating  supra- 
ventricular dysrhythmias  that  are  caused  by  increased 
atrial  automaticity,  such  as  multifocal  atrial  tachycar- 
dia. Nor  is  it  helpful  in  managing  sinus  tachycardia.  It  is 
ineffective  in  treating  ventricular  ectopy  or  tachyar- 
rhythmias. Electrophysiologic  studies  have  shown 
varying  effects  on  the  accessory  pathways  of  patients 
with  Wolff-Parkinson-White  syndrome.  Reports  of 
increased  accessory  pathway  conduction  have  resulted 
in  the  recommendation  that  verapamil  should  not  be 
used  in  patients  with  Wolff-Parkinson-White  syndrome 
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who  have  paroxysmal  atrial  fibrillation  or  flutter  or 
paroxysmal  supraventricular  tachycardia  with  a 
widened  QRS.  Nevertheless,  it  is  highly  effective  in 
narrow-complex  paroxysmal  supraventricular  tachy- 
cardia associated  with  the  Wolff-Parkinson-White 
syndrome. 

Other  contraindications  to  the  use  of  verapamil 
include  sinus  node  disease;  evidence  of  AV  node 
disease;  impaired  cardiac  contractility  (moderate  to 
severe  congestive  heart  failure,  particularly  when  it  is 
not  related  to  a transient  increase  in  heart  rate); 
hypotension,  or  possible  inability  to  tolerate  a transient 
10  to  15  mm  of  mercury  drop  in  systolic  blood 
pressure,  and  concurrent  intravenous  use  of  jS-blockers 
(when  given  concomitantly  these  drugs  have  systemati- 
cally produced  considerable  left  ventricular  dysfunction 
and  on  several  occasions  have  resulted  in  severe  AV 
block  leading  to  asystole). 

The  incidence  of  reported  severe  adverse  effects  has 
been  less  than  1 percent.  In  a number  of  instances, 
however,  intravenous  verapamil  therapy  has  resulted 
in  hypotension  or  bradycardia  of  sufficient  magnitude 
to  require  pharmacologic  interventions.  In  most  of 
these  cases,  hypotension  has  responded  to  the  adminis- 
tration of  norepinephrine  or  other  pressor  therapy,  and 
bradycardia  has  resolved  with  either  atropine  or  calcium 
administration. 

Marie  Kuhn,  M.D. 
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Pneumatic  Antishock  Trousers 

The  use  of  devices  producing  external  counterpres- 
sure on  the  lower  extremities  and  abdomen  has  become 
widespread  since  the  dissemination  of  reports  docu- 
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meriting  their  efficacy  in  controlling  hemorrhage  and 
hypervolemic  shock  during  the  Vietnam  War.  Military 
antishock  trousers  ( MAST)  were  used  most  commonly 
with  injuries  to  the  lower  extremities,  pelvis  and 
abdomen.  Many  subsequent  reports  have  verified  the 
device’s  effectiveness  in  similar  types  of  trauma  in 
civilians.  External  counterpressure  is  particularly  bene- 
ficial in  stabilizing  patients  with  pelvic  and  lower 
extremity  fractures;  not  only  are  the  fractures  splinted, 
but  the  bleeding  sites  about  the  injured  area  are 
tamponaded  by  the  inflated  garment,  preventing  exces- 
sive blood  loss. 

Hypotension  due  to  volume  maldistribution,  such  as 
in  spinal  cord  trauma,  drug  effects  or  dysfunction  of  the 
sympathetic  nervous  system  (as  in  autonomic  neuro- 
pathies), will  also  often  respond  to  the  application  of 
pneumatic  trousers.  Recent  data  suggest  as  well  that 
abdominal  binding,  such  as  that  produced  by  pneumatic 
trousers,  can  improve  the  efficacy  of  cardiopulmonary 
resuscitation  during  external  cardiac  massage.  The 
probable  mechanism  for  the  increase  in  systolic  blood 
pressure  and  carotid  blood  flow  seen  after  MAST 
application  is  increased  intrathoracic  pressure  during 
chest  compression  due  to  limitation  of  diaphragmatic 
descent  by  abdominal  binding. 

External  counterpressure  produces  a number  of 
physiologic  effects  in  addition  to  tamponade  of  external 
and  internal  bleeding  sites  located  under  the  garment. 
These  include  increased  central  venous  pressure,  in- 
creased peripheral  vascular  resistance,  mild  lactic 
acidosis  (with  prolonged  inflation),  clinically  insignifi- 
cant effects  on  renal  and  pulmonary  function  and 
increased  carotid  blood  flow.  Although  “autotrans- 
fusion” of  about  a liter  of  blood  from  the  lower 
extremities  and  abdomen  to  organs  above  the  diaphragm 
was  once  thought  to  occur,  recent  data  have  shown  no 
increase  in  cardiac  output,  stroke  volume  or  pulmonary 
diffusing  capacity,  corresponding  to  the  earlier  findings 
of  Tenney  and  Honig  during  ballistocardiography. 
This  suggests  that  the  intravascular  transfer  produced 
by  the  device  is  minimal,  at  most  only  250  to  300  ml. 
Mechanisms  other  than  autotransfusion,  such  as  in- 
creased afterload  produced  by  compression  of  vascula- 
ture in  areas  covered  by  the  trousers,  are  a more  likely 
basis  of  their  effectiveness  in  the  treatment  of  hypoten- 
sion. 

Contraindications  to  the  use  of  antishock  trousers 
include  congestive  heart  failure  and  pulmonary  edema, 
as  increased  preload  and  afterload  produced  by  infla- 
tion may  worsen  these  conditions.  Pregnant  women 
should  not  have  the  abdominal  compartment  inflated 
because  of  risk  to  the  fetus.  Use  of  MAST  with  injuries 
or  known  bleeding  sites  above  the  diaphragm  remains 
controversial  because  redistribution  of  blood  flow  to  a 
nontamponaded  area  may  lead  to  increased  blood  loss, 
while  circulation  to  vital  organs  such  as  the  heart  and 
brain  may  be  increased.  Profound  hypotension  has 
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been  seen  after  rapid  deflation  of  the  antishock  trousers, 
probably  resulting  from  reactive  vasodilatation  in  areas 
reviously  compressed.  Deflation  should  always  be 
gradual  and  well  monitored,  with  only  one  compartment 
depressurized  at  a time.  In  the  event  of  a dramatic  fall  in 
blood  pressure  during  deflation,  the  suit  should  be 
reinflated  appropriately  and  fluid  infusion  continued.  If 
surgical  treatment  is  indicated,  deflation  of  the  garment 
should  take  place  in  the  operating  room  only  after 
anesthesia  is  induced  and  the  surgical  team  is  prepared 
to  operate. 

Edward  Abraham,  M.D. 
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Overdose  Update — Diminishing  Drug 
Absorption 

Emergency  physicians  have  empirically  used  a va- 
riety of  techniques  to  lessen  gastrointestinal  absorption 
of  poisons;  unfortunately,  the  efficacy  of  such  tech- 
niques has  not  been  subjected  until  recently  to  careful 
analysis.  Newer  studies  should  provide  us  with  a more 
systematic  and  rational  approach  to  poisoned  patients. 

General  supportive  care,  combined  with  attention  to 
and  protection  of  the  airway,  remains  the  most  critical 
aspect  in  the  treatment  of  most  cases  of  poisoning  or 
overdose.  Initial  efforts  at  diminishing  the  total  drug 
burden  can  be  significantly  valuable,  however.  Ipecac- 
induced  emesis  removes  a greater  amount  of  material 
than  lavage  and  is  preferable  unless  there  is  altered 
mental  status  or  decreased  gag  reflex.  Both  are  con- 
traindicated in  caustic  ingestions,  and  may  be  inappro- 
priate in  hydrocarbon  ingestion.  Ipecac  syrup  is  virtu- 
ally nontoxic  when  used  in  standard  doses.  Its  use  is 
effective  in  95  percent  of  patients,  including  those  who 
have  overdosed  on  antiemetics.  There  is  no  evidence 
that  emesis  is  facilitated  by  having  a patient  drink  large 
quantities  of  water;  significant  dilution  may  actually 
encourage  greater  absorption,  as  well  as  moving  the 
drug  into  the  small  bowel  where  it  is  not  amenable  to 
either  emesis  or  lavage.  Carbonated  beverages  appar- 
ently do  not  diminish  the  effectiveness  of  ipecac,  and  in 
treating  children  may  increase  its  palatability. 

Activated  charcoal  has  been  shown  in  experimental 
overdose  situations  to  significantly  decrease  drug  con- 
centrations and  to  favorably  affect  outcome.  Charcoal 
should  be  used  in  virtually  all  overdose  cases;  most 
tested  chemicals  and  drugs  are  absorbed,  and  there  are 
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few  contraindications.  Charcoal  should  be  avoided  if  it 
absorbs  an  orally  given  antidote  used  in  a specific 
poisoning.  Adsorption  of  orally  administered  acetyl- 
cysteine by  charcoal  has  been  suggested  in  one  study, 
but  was  seemingly  absent  in  another.  Until  this  is 
clarified  activated  charcoal  should  probably  be  withheld 
in  major  acetaminophen  overdoses.  Likewise,  charcoal 
will  adsorb  orally  administered  ethanol,  and  thus 
should  be  withheld  in  methanol  and  ethylene  glycol 
overdose. 

Charcoal  palatability  can  be  increased  by  the  addi- 
tion of  sorbitol  or  saccharin,  the  latter  of  which  can  be 
used  in  a 1:20  dilution  and  thus  not  increase  total 
volume  of  charcoal  that  has  to  be  swallowed. 

Cathartics  have  not  been  proved  to  be  beneficial  in 
overdose  cases,  but  recent  studies  show  that  at  least  in 
some  cases  they  actually  increase  the  absorptive 
capacity  of  charcoal.  Magnesium  cathartics,  in  partic- 
ular, increase  cathartic  removal  of  salicylates  and 
several  other  substances. 

Jerome  R.  Hoffman,  M.D. 
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Coelenterate  (Man-of-War)  Envenomation 

Recreational  and  industrial  pursuits  in  coastal  tropi 
cal  waters  have  increased  the  number  of  envenomations 
inflicted  by  coelenterates  (cnidarians)  on  humans.  The 
most  frequent  offenders  are  Physalia  physalis,  the 
Atlantic  Portuguese  man-of-war,  and  Physalia  utricu- 
lus  (bluebottle),  the  Pacific  version.  These  predators 
are  free-swimming,  pelagic  organisms  composed  of  a 
nitrogen  and  carbon  monoxide-filled  sail  (pneuma- 
tophore)  up  to  30  cm  long  from  which  are  suspended 
nematocyst  (venom  organelle)-laden  tentacles.  These 
tentacles  may  be  numerous  and  measure  up  to  30  m 
( 100  ft)  in  length  (P physalis).  When  the  animal  moves 
in  the  ocean,  these  structures  coil  and  fold  to  produce 
stinging  “batteries,’'  which  may  involve  more  than  a 
million  nematocyts. 

Nematocyst  venom  includes  toxic  fractions  that  can 
invoke  any  and  all  of  anaphylaxis,  muscle  spasm, 
exquisite  pain  and  neurologic-cardiovascular  collapse. 
Venom  components  include  adenosinetriphosphatase, 
fibrinolysin,  hyaluronidase,  histamine,  peripheral  cal- 
cium antagonists,  myocardial  depressants,  hemolysins 
and  dermatonecrotic  agents.  Milder  envenomation 
may  provoke  only  an  irritant  dermatitis,  whereas 
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severe  stings  may  induce  generalized  multisystem 
failure. 

The  immediate  therapy  for  coelenterate  stings  is 
gentle  topical  application  of  isopropyl  alcohol  (40 
percent)  or  acetic  acid  (5  percent).  Fresh  water  or  abra- 
sion will  discharge  unexploded  nematocysts  and  should 
be  avoided.  Following  the  initial  detoxification,  the 
remaining  organelles  can  be  removed  by  shaving  the 
affected  area.  All  patients  should  receive  appropriate 
tetanus  prophylaxis.  Muscle  spasm  and  pain  are  con- 
trolled with  the  administration  of  calcium  gluconate 
and  narcotics,  respectively.  Severe  envenomations 
may  require  advanced  life  support.  Washed-up  tentacle 
fragments  can  retain  activity  for  months.  In  children 
who  ingest  these,  acute  airway  obstruction  may  develop 
from  local  oropharyngeal  edema.  Prompt  detoxification 
and  airway  management  is  often  lifesaving.  Steroid 
administration  has  not  been  shown  to  be  of  definitive 
benefit. 

There  is  not  yet  an  effective  antivenin  for  the  sting  of 
Physalia,  as  there  is  for  Chironex fleckeri  ( box-jelly  or 
sea  wasp).  The  increased  incidence  of  envenomations 
has  provided  impetus  for  a growing  interest  in  the 
development  of  such  an  agent. 

Paul  S.  Auerbach.  M.D. 
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Mechanism  of  Blood  Flow  During 
Cardiopulmonary  Resuscitation 

Cardiopulmonary  resuscitation  (CPR)  is  a thera- 
peutic method  that  over  the  past  20  years  has  proved  to 
be  the  critical  first  component  in  the  management  of 
sudden  cardiac  death.  New  concepts  and  controversies 
have  recently  been  generated  regarding  the  mechanism 
of  blood  flow  during  CPR:  The  central  issue  and  major 
controversy  is  whether  blood  flow  results  from  com- 
pression of  the  heart  between  the  sternum  and  spine,  as 
initially  espoused  by  Kouwenhoven  and  colleagues,  or 
whether  antegrade  flow  is  primarily  due  to  the  general- 
ized rise  in  intrathoracic  pressure  that  occurs  during  the 
act  of  chest  compression,  as  suggested  by  animal  and 
human  investigations  at  Johns  Hopkins  University,  the 
University  of  California,  the  Baylor  College  of  Medi- 
cine and  the  University  of  Washington. 

According  to  the  latter  theory,  blood  How  during 
CPR  results  from  rhythmic  increases  in  intrathoracic 
pressure  during  chest  compression.  The  increase  in 
intrathoracic  pressure  is  transmitted  directly  to  the 
extrathoracic  arterial  bed  but,  due  to  closure  of  venous 
valves,  not  to  the  peripheral  venous  system.  A periph- 
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eral  arterial-tovenous  perfusion  gradient  is  thus  estab- 
lished that  facilitates  blood  flow.  This  theory  is  sup- 
ported by  the  finding  that  pressures  in  the  cardiac 
chambers  and  ascending  aorta  rise  to  a level  equal  to 
the  change  in  intrapleural  pressure  during  chest  com- 
pression. (If  selective  cardiac  compression  were  to 
occur,  ventricular  pressures  would  exceed  atrial  pres- 
sures). In  addition,  cineangiographic  studies  in  animals 
and  two-dimensional  echocardiographic  studies  in 
humans  have  shown  that  during  CPR  the  left  heart 
functions  more  as  a passive  conduit  than  as  a pump. 
Implicit  in  the  "chest  pump"  hypothesis  for  blood  flow 
is  that  manipulations  that  increase  intrathoracic  pres- 
sure during  CPR  increase  left  heart  outflow. 

Regional  perfusion  studies  using  radiolabeled  micro- 
spheres have  shown  a significant  improvement  in 
cerebral  flow  when  simultaneous  chest  compression 
and  lung  inflation  are  used  during  CPR.  However, 
simultaneous  chest  compression  and  lung  inflation  do 
not  improve  myocardial  perfusion.  In  fact,  coronary 
flow  using  conventional  or  newer  methods  of  CPR 
averages  only  1 percent  to  3 percent  of  control  flow! 

Complications  of  newer  CPR  techniques  in  studies 
using  animals  appear  to  be  minimal.  Barotrauma  from 
high  airway  pressures  is  infrequently  noted  and  ventila- 
tion is  more  than  adequate  (provided  a patient  is 
intubated  and  positive  pressure  is  used).  The  efficacy 
and  safety  of  simultaneous  chest  compression  and  lung 
inflation  in  improving  survival  for  victims  of  sudden 
death  is  being  assessed  in  a Miami  field  study. 

James  T.  Niemann.  M.D. 
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Compelling  Treatment  After  Suicide 
Attempts 

A large  proportion  of  the  poisonings  seen  in  emer- 
gency departments  are  actually  the  result  of  suicide 
attempts  or  suicide  gestures.  Patients  frequently  ingest 
a potentially  lethal  dose  of  a drug  and  then  call  for  help. 
This  seemingly  paradoxical  behavior  may  continue  in 
the  emergency  department  when  the  patient  readily 
admits  to  a drug  ingestion  but  refuses  treatment.  The 
attending  physician  is  presented  with  an  apparent  legal 
and  ethical  dilemma:  a patient  who  needs  help  yet 
refuses  therapy. 

The  fundamental  legal  principle  that  people  have  the 


right  to  make  major  decisions  about  their  bodies  has 
long  been  recognized  by  the  courts.  In  a 1 9 1 4 decision 
Cardozo  noted,  “Every  human  being  of  adult  years  and 
sound  mind  has  a right  to  determine  what  shall  be  done 
with  his  own  body;  and  a surgeon  who  performs  an 
operation  without  his  patient's  consent  commits  an 
assault  for  which  he  is  liable  in  damages." 

Some  authors  cite  the  1960  case  of  Natanson  v 
Kline  as  the  first  suit  in  the  modern  era  of  malpractice 
of  a physician  who  failed  to  receive  informed  consent 
for  treatment.  During  the  20  years  since  Natanson,  the 
doctrine  of  informed  consent  has  had  a rapid  evolution. 
Clearly  a competent  adult  has  a legal  right  to  refuse 
treatment.  Numerous  cases  show  that  this  right  extends 
to  the  refusal  of  potentially  lifesaving  therapy,  except 
when  another  person  or  the  state  has  a compelling  inter- 
est in  the  patient's  continued  life.  Legislation  to  permit 
persons  to  direct  the  conditions  for  their  own  terminal 
care  has  become  commonplace,  with  nearly  1 00  differ- 
ent acts  proposed  or  enacted  in  the  United  States  by 
1978. 

Patients'  rights  notwithstanding,  a drug  overdose 
patient  must  be  treated  in  an  emergency  department. 
Suicide  has  been  defined  as  the  intentional,  voluntary, 
nonaccidental  taking  of  one's  own  life.  Where  it  has 
been  shown  that  a person's  refusal  to  submit  to  medical 
treatment  is  likely  to  result  in  death,  which  death  may 
be  classified  as  a suicide,  the  state  may  compel  treat- 
ment. It  has  been  argued  that  accepting  a patient’s 
refusal  of  treatment  for  a suicide  attempt  may  be  aiding 
in  the  suicide,  thus  leaving  a physician  criminally 
liable.  The  Lanterman-Petris-Short  Act  directs  that 
any  person  who  “is  a danger  to  others  or  to  himself,  or 
gravely  disabled"  shall  be  placed  in  an  approved 
"facility  for  72-hour  treatment  and  evaluation."  Under 
the  act,  “ 'Intensive  treatment'  consists  of  such  hospital 
and  other  services  as  may  be  indicated.” 

We  advise  emergency  physicians  to  obtain  a signed 
informed  consent  when  possible.  However,  all  condi- 
tions that  are  an  immediate  threat  to  life  or  limb  should 
be  treated  regardless  of  ability  to  obtain  consent.  This 
includes  treating  potentially  life-threatening  poison- 
ings and  overdoses.  A psychiatric  evaluation  is  a 
mandatory  part  of  emergency  treatment  of  drug  over- 
dose. The  evaluation  should  be  done  as  early  as 
medically  possible,  and  certainly  before  a patient  is 
permitted  to  leave  the  emergency  department.  After  a 
patient  is  in  a stable  condition  and  out  of  immediate 
danger  from  a delay  in  treatment,  the  physician  should 
contact  a probate  court  for  directions  on  further,  less 
urgent  therapy. 

Thomas  A.  Shragg,  M.D. 
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Overdose  Update — Antidotes 

Specific  antidotes  are  unnecessary  in  almost  all 
cases  of  overdose,  but  can  be  lifesaving  in  a few 
selected  instances.  A number  of  recently  described  or 
experimentally  promising  antidotes  deserve  mention. 

Treatment  with  the  oral  administration  of  acetylcys- 
teine in  the  United  States,  or  intravenously  given  acetyl- 
cysteine and  orally  given  methionine  in  Great  Britain,  has 
been  shown  to  greatly  diminish  the  incidence  of  signifi- 
cant hepatic  necrosis  following  acetaminophen  over- 
dose. Effects  on  renal  toxicity  are  not  known.  Patients 
found  to  have  blood  concentrations  suggesting  possible 
toxicity  on  standard  acetaminophen  nomography  stud- 
ies (which  must  be  evaluated  with  regard  to  amount  of 
time  following  drug  ingestion)  should  be  begun  on  a 
standard  protocol  of  1 8 doses  of  acetylcysteine. 

Alkalinization  of  the  serum  to  a pH  of  7.50  to  7.55 
seems  to  be  the  treatment  of  choice  for  severe  hypo- 
tension or  major  dysrhythmias  due  to  tricyclic  antide- 
pressant overdose.  Bicarbonate  therapy  gives  optimal 
results,  but  hyperventilation  may  also  be  effective. 
Phenytoin  may  well  be  another  useful  agent  in  this  cir- 
cumstance. It  is  theoretically  advantageous  because  it 
does  not  increase  atrioventricular  block,  and  has  been 
used  successfully  in  one  small  series  of  mild  overdoses. 
It  has  not  yet  been  shown  to  work  on  patients  with 
major  overdose,  however.  Bicarbonate  therapy  to 
correct  serum  and  cerebrospinal  fluid  acidosis,  rather 
than  to  alkalinize  the  urine,  is  also  extremely  important 
in  major  salicylate  overdose. 

A number  of  other  antidotes  show  significant  prom- 
ise. The  use  of  pyridoxine  may  be  critical  in  cases  of 
significant  isoniazid  overdose,  and  folic  acid  may 
become  a simple,  safe,  inexpensive  and  extraordinarily 
effective  antidote  for  methanol  and  formaldehyde  poi- 
soning. Pyridoxine  may  work  by  preventing  the  decrease 
in  brain  y-aminobutyric  acid  seen  with  isoniazid  over- 
dose; it  has  been  associated  with  decreased  incidence 
of  seizures  in  small  numbers  of  patients.  Folate  deriva- 
tives have  been  dramatically  successful  in  experimental 
methanol  and  formaldehyde  poisonings  in  animals. 
Formic  acid  produced  by  the  metabolism  of  these  drugs 
plays  a major  role  in  their  toxicity,  and  folate  signifi- 
cantly increases  formate  oxidation. 

Naloxone  hydrochloride,  traditionally  used  for  opiate 
overdoses,  has  been  shown  to  have  an  effect  on  an 
increasing  number  of  drugs.  Of  these,  the  most  impor- 
tant is  propoxyphene,  for  which  naloxone  should  be 
given  in  doses  about  ten  times  those  used  for  opiates.  A 
variety  of  other  agents,  including  ethanol  and  diaze- 
pam, have  also  been  at  least  partially  reversed  in  some 
experimental  situations  by  the  administration  of  nalox- 
one, but  the  clinical  significance  of  this  is  not  clear. 

Jerome  R.  Hoffman,  M.D. 
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Hyperbaric  Emergencies 

Although  the  use  of  increased  atmospheric  pressure 
to  treat  disease  has  a colorful  (and  at  times  inglorious) 
history  that  dates  back  to  1 7th  century  England,  only  in 
the  past  20  years  has  a scientific  basis  for  hyperbaric 
oxygen  therapy  been  derived.  Most  physicians,  how- 
ever, remain  unfamiliar  with  the  principles  of  and  legiti- 
mate indications  for  hyperbaric  oxygen  therapy 
(HBOT).  Emergency  physicians  have  a particular 
need  to  know  about  this  therapy  because  many  hyper- 
baric emergencies  present  via  emergency  departments. 

Five  mechanisms  of  action  of  hyperbaric  oxygen 
therapy  are  currently  recognized:  ( 1 ) the  mechanical 
effect  of  increased  pressure,  (2)  the  mass  action  effect 
of  pure  oxygen  at  increased  pressure,  (3)  the  vasocon- 
strictor effect  of  hyperbaric  oxygen,  (4)  direct  and  in- 
direct antibiotic  effects  and  ( 5 ) enhancement  of  wound 
healing  ( applicable  to  compromised  wounds  only).  In 
general,  more  than  one  of  these  effects  are  useful  in  a 
given  condition.  In  no  case  does  hyperbaric  oxygen 
therapy  supplant  standard  medical  and  surgical  treat- 
ment; it  is  always  adjunctive. 

The  Undersea  Medical  Society  has  issued  a report 
on  hyperbaric  oxygen  therapy  that  groups  conditions 
that  have  been  treated  with  hyperbaric  oxygen  into  one 
of  four  categories  according  to  the  apparent  efficacy  of 
such  treatment.  Category  I disorders  are  those  for 
which  hyperbaric  oxygen  therapy  is  the  primary  method 
of  treatment  ( for  example,  decompression  sickness  and 
diving  air  embolism)  or  for  which  the  efficacy  of 
adjunctive  hyperbaric  oxygen  therapy  has  been  amply 
shown  by  research  and  clinical  experience.  Among  the 
acute  nondiving-related  category  I conditions  are  car- 
bon monoxide  poisoning,  cyanide  poisoning,  smoke 
inhalation  with  presumptive  carbon  monoxide  or  cya- 
nide poisoning,  iatrogenic  or  traumatic  air  embolism, 
gas  gangrene,  mixed  aerobic  and  anaerobic  infections 
causing  tissue  necrosis,  and  cases  of  exceptional  blood 
loss  or  life-threatening  anemia  when  blood  transfusion 
is  impossible  or  delayed. 

Category  II  disorders  are  those  for  which  data  from 
animal  studies  or  from  clinical  experience  indicate  a 
beneficial  role  for  adjunctive  hyperbaric  oxygen  therapy 
but  for  which  the  data  are  limited.  Emergency  condi- 
tions included  in  category  II  are  acute  peripheral 
arterial  insufficiency  (due  to  any  number  of  causes), 
crush  injury,  head  and  spinal  cord  trauma  (but  only  if 
HBOT  can  be  started  within  four  hours  of  injury). 


271 


retinal  artery  insufficiency  and  thermal  burns.  Some 
investigators  have  also  found  hyperbaric  oxygen  therapy 
to  be  a useful  surgical  adjunct  in  reimplantations, 
vascular  and  cardiac  operations,  scleral  buckling  pro- 
cedures and  surgical  procedures  in  severely  ill  patients. 

Category  III  disorders  are  those  for  which  clinical 
data  are  very  limited  or  only  theoretical  reasons  sug- 
gest a possible  beneficial  role  for  hyperbaric  oxygen 
therapy.  HBOT  must  be  viewed  as  investigational  only 
in  these  conditions.  Acute  conditions  included  in 
category  III  are  poisoning  from  hydrogen  sulfide  or 
carbon  tetrachloride,  ergotism,  frostbite,  musculo- 
skeletal compartment  syndromes,  acute  cerebrovas- 
cular accidents,  migraine  and  cluster  headaches,  acute 
mesenteric  thrombosis,  sickle  cell  crisis  and  pneuma- 
tosis cystoides  intestinalis. 

Category  IV  disorders  are  ones  for  which  there  is  no 
rational  basis  for  using  hyperbaric  oxygen  therapy. 
These  include  arthritis  and  other  degenerative  prob- 
lems, hypertension  and  loss  of  hair  color  or  sexual 
vitality.  Regrettably,  hyperbaric  oxygen  is  occasionally 
being  used  to  treat  these  kinds  of  conditions,  but  such 
practice  should  be  strongly  discouraged. 

Hyperbaric  oxygen  therapy  was  once  an  exotic  treat- 
ment confined  to  very  few  centers,  but  the  development 
of  less  expensive  and  less  complicated  monoplace 
hyperbaric  chambers,  increasing  evidence  of  the  bene- 
fits of  this  form  of  therapy  and  the  expansion  of  the 
recreational  and  commercial  diving  industries  have  led 
to  the  proliferation  of  hyperbaric  treatment  facilities  in 
recent  years.  Because  many  of  the  established  indica- 
tions for  this  treatment  will  be  seen  first  in  an  emergency 
department,  emergency  and  other  acute  care  physicians 
should  be  familiar  with  the  principles  of  hyperbaric 
medicine  and  should  maintain  a close  liaison  with  local 
and  regional  hyperbaric  treatment  facilities. 

Kenneth  W.  Kizer,  M.D.,  M.P.H. 
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Naloxone — New  Uses? 

The  endogenous  opiate  /3-endorphin  is  stored  in  the 
anterior  pituitary  gland  along  with  adrenocorticotropic 
hormone  (ACTH),  and  in  situations  of  acute  stress 
both  ACTH  and /3-endorphin  are  released.  Endogenous 
opiates,  like  exogenous  opiates,  have  been  shown  to 
produce  hypotension  and  bradyarrhythmias;  it  has 
been  suggested  that  endorphin  release  may  contribute 
to  the  hypotension  associated  with  a variety  of  shock 
states  in  humans. 

Naloxone  hydrochloride  (Narcan)  is  a narcotic 
antagonist  without  independent  agonist  properties.  It  is 
approved  by  the  Food  and  Drug  Administration  for 
treatment  of  narcotic  drug  overdose,  narcotic  depression 
of  newborn  infants  and  reversal  of  narcotic  analgesia. 


Naloxone  works  by  selectively  competing  with  narcotic 
agonists  for  specific  opiate  receptor  sites  in  the  central 
nervous  system.  All  the  apparent  physiologic  effects  of 
naloxone  in  a narcotized  patient — mydriasis,  piloerec- 
tion,  agitation,  respiratory  stimulation  and  hypertension 
— are  due  to  reversal  of  narcotic  effects.  Naloxone  has 
been  proved  to  be  extremely  safe  and  effective  for  its 
approved  uses.  With  the  discoveries  of  ^-endorphin,  as 
well  as  /3-enkephalin  and  specific  opiate  receptors  in 
the  central  nervous  system,  and  the  observations 
regarding  the  physiologic  effects  of  endorphin  noted 
above,  new  applications  for  naloxone,  particularly  in 
shock  states,  have  been  considered. 

In  1978  Holaday  and  Faden  showed  naloxone- 
mediated  reversal  of  endotoxin-induced  hypotension  in 
rats.  Similar  salutary  effects  have  been  reported  in  a 
variety  of  experimental  studies  of  hemorrhagic  shock  in 
animals.  Naloxone  treatment  has  also  been  shown  to 
protect  against  shock  in  cats  with  spinal  cord  injury  and 
is  associated  with  improved  neurologic  recovery  in 
these  animals.  Preliminary  observations  in  patients 
with  septic  or  cardiogenic  shock  refractory  to  conven- 
tional fluid  and  pressor  therapy  indicate  that  naloxone 
therapy  can  have  a beneficial  effect  on  systemic  arterial 
pressure,  cardiac  output  and  mental  status.  Very  large 
doses  (up  to  8 mg)  have  been  used  and  the  degree  of 
improvement  in  blood  pressure  response  has  been 
highly  variable.  Although  these  studies  are  encourag- 
ing, they  are  preliminary  in  nature  and  the  use  of 
naloxone  in  shock  remains  entirely  experimental. 

Several  anecdotal  reports  suggest  a possible  future 
role  for  naloxone  administration  in  the  reversal  of 
alcohol-  and  diazepam-induced  central  nervous  system 
depression,  as  well  as  correction  of  hypotension  and 
apnea  in  clonidine  poisoning.  The  mechanism  of  action 
is  not  established  in  these  cases,  but  may  again  be 
related  to  reversal  of  a still  undefined  endorphin- 
mediated  phenomenon. 

The  effectiveness  of  the  use  of  naloxone  in  cases  of 
clonidine  overdose  is  provocative.  Clonidine  adminis- 
tration has  been  reported  to  be  effective  in  treating 
symptoms  of  narcotic  withdrawal,  presumably  by  an- 
tagonizing specific  autonomic  effects.  The  usefulness 
of  naloxone  in  treating  clonidine  overdose  suggests  that 
clonidine  may  itself  stimulate  endogenous  /3-endorphin 
production. 

With  naloxone,  a drug  that  for  the  past  ten  years  has 
been  used  with  great  effectiveness  in  a small  number  of 
clinical  situations,  we  appear  to  be  on  the  verge  of  a 
wide  variety  of  valuable  and  exciting  new  applications. 
Further  studies  are  needed  to  define  appropriate  doses, 
effects  and  possible  complications. 

David  A.  Guss,  M.D. 

Robert  J.  Rothstein,  M.D. 
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Poisoning  With  the  New  Antidepressant 
Maprotiline 

Maprotiline  hydrochloride  ( Ludiomil)  is  a tetracyclic 
antidepressant  now  available  in  this  country  after 
extensive  use  in  Europe.  As  its  use  and  sales  increase  in 
this  country,  emergency  physicians  can  expect  to  see 
more  patients  with  maprotiline  side  effects  and  over- 
doses. 

Maprotiline  has  a half-life  of  between  27  and  58 
hours  in  normal  volunteers  given  therapeutic  doses.  It 
is  88  percent  protein  bound  and  has  an  enormous 
apparent  volume  of  distribution  (22.6  liters  per  kg  of 
body  weight). 

In  therapeutic  doses,  side  effects  of  drowsiness,  dry 
mouth,  hypotension,  tachycardia  and  incomplete  heart 
block  occur  with  an  incidence  similar  to  those  of  the 
tricyclic  antidepressants,  but  there  is  a pronounced 
increase  in  the  incidence  of  seizures. 

Maprotiline  overdose  also  differs  from  overdose 
with  tricyclic  antidepressants  in  the  incidence  of  drug- 
induced  seizures.  As  many  as  25  percent  to  50  percent 
of  adult  patients  overdosing  on  maprotiline  have  sei- 
zures, compared  with  a 6 percent  incidence  reported 
with  tricyclic  antidepressants.  Other  symptoms  seen 
with  maprotiline  overdose  in  approximate  order  of 
frequency  include  drowsiness,  coma,  respiratory  de- 
pression, bradycardia,  tachycardia,  cardiac  arrest, 
heart  block,  hypotension  and  hypertension.  Several 
cases  of  fatal  overdose  with  maprotiline  (2  to  10 
grams),  either  alone  or  in  combination  with  other  drugs, 
have  been  reported. 

No  specific  antidote  for  maprotiline  overdose  exists. 
Induction  of  emesis  or  use  of  gastric  lavage  should 
begin  as  soon  as  possible  after  ingestion.  Gastric  instil- 
lation of  activated  charcoal  and  cathartics  should  fur- 
ther reduce  absorption.  Because  up  to  30  percent  of 
absorbed  maprotiline  is  excreted  via  the  biliary  system, 
prolonged  gastric  suction  or  repeated  doses  of  activated 
charcoal  will  cause  more  rapid  elimination  of  the  drug. 
The  large  volume  of  distribution  renders  forced  diuresis, 
dialysis  and  hemoperfusion  ineffective.  Systemic  alka- 
linization  by  bicarbonate  therapy  or  hyperventilation 
(or  both),  which  has  proved  successful  for  cardiac 
arrhythmias  and  vascular  collapse  in  tricyclic  over- 
doses, has  not  been  reported  with  maprotiline  over- 
doses. Additional  cardiovascular  support,  such  as  fluid 
replacement,  pressor  agents  and  heart  pacing,  is  also 
indicated  for  refractory  vascular  collapse.  Endotrachial 
intubation  or  mechanical  ventilation  are  occasionally 
necessarv.  Seizures  should  be  treated  with  the  adminis- 


tration of  diazepam  or  a barbiturate.  The  use  of  physo- 
stigmine  for  the  treatment  of  cardiac  arrhythmias  or 
seizures  is  controversial  in  tricyclic  antidepressant 
overdoses;  although  its  use  has  been  reported,  caution 
is  advocated  in  the  use  of  physostigmine  in  maprotiline 
overdoses. 

T.E.  Albertson,  M.D.,  Ph.D. 
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Single- Dose  Treatment  of  Urinary  Tract 
Infections 

Single-dose  treatment  of  cystitis  has  been  shown  to 
be  efficacious,  inexpensive  and  relatively  free  of  side 
effects  when  compared  with  conventional  therapy. 
Among  women,  uncomplicated  urinary  tract  infections 
are  the  most  common  of  all  bacterial  infections,  affect- 
ing an  estimated  6 percent  of  the  adult  female  popula- 
tion each  year.  In  an  additional  3 percent  the  acute 
urethral  syndrome — that  is,  symptoms  of  cystitis  with- 
out significant  bacteria  on  culture — develops.  Tradi- 
tionally, uncomplicated  cystitis  has  been  treated  with 
the  administration  of  two  to  four  doses  a day  of  a 
variety  of  antimicrobial  agents  for  a period  of  7 to  14 
days.  Such  therapy  is  effective  in  about  85  percent  of 
patients  and  results  in  adverse  reactions,  including 
rash,  vaginal  candidiasis  and  gastrointestinal  upset,  in 
up  to  30  percent  of  patients. 

Recently  a number  of  investigators  have  reported  the 
efficacy  of  single-dose  antibiotic  regimens  in  the  treat- 
ment of  acute,  uncomplicated  urinary  tract  infections  in 
women.  Agents  that  have  led  to  successful  results 
include  sulfadoxine,  amoxicillin,  kanamycin,  sulfisoxa- 
zole  and  trimethoprim-sulfamethoxazole.  The  most 
widely  used  of  these  single-dose  therapies  is  a single  3- 
gram  dose  of  amoxicillin  or  a single  dose  of  two  double- 
strength trimethoprim-sulfamethoxazole  tablets.  In 
carefully  controlled  prospective  studies  the  use  of 
single-dose  therapy  is  as  efficacious  as  a standard  ten- 
day  course  of  antibiotics.  The  incidence  of  adverse 
reactions  associated  with  single-dose  therapy  is  signi- 
ficantly lower  than  with  conventional  therapy.  In  one 
study,  clinically  important  side  effects  were  observed 
in  4 percent  of  patients  treated  with  single-dose  and  24 
percent  of  those  with  conventional  therapy. 

Women  who  are  not  candidates  for  single-dose  ther- 
apy include  those  with  diabetes  mellitus;  pregnancy; 
renal  calculi,  or  upper  urinary  tract  infection  charac- 
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terized  by  fever,  chills  and  flank  pain.  (Children  and 
men  also  are  not  candidates  for  single-dose  therapy.) 
Failure  of  short-term  therapy  may  indicate  the  presence 
of  renal  bacteria.  In  several  studies  the  presence  of  anti- 
body-coated bacteria  in  the  urine  has  been  a predictor 
of  therapeutic  failure  in  both  short-  and  long-term 
therapy.  However,  the  correlation  between  the  presence 
of  antibody-coated  bacteria  and  upper  urinary  tract 
disease  is  not  reliable. 

Patients  who  are  candidates  for  single-dose  therapy 
should  be  instructed  that  they  should  expect  their 
symptoms  to  resolve  within  48  to  72  hours.  If  symptoms 
do  not  resolve,  they  should  return  for  a repeat  analysis 
of  urine,  as  well  as  urine  culture  and  sensitivity  test.  If  a 
urine  analysis  shows  pyuria  and  bacteriuria,  the  patient 
should  receive  conventional  antimicrobial  therapy  for 
seven  to  ten  days  and  be  scheduled  for  a repeat  urine 
culture  about  five  days  after  termination  of  therapy. 
The  results  of  the  sensitivity  test  should  be  checked  to 
insure  that  the  antibiotic  selected  is  appropriate.  Re- 
sistance to  the  initial  antibiotic  given  may  explain  the 
failure  of  single-dose  therapy. 

If  a urine  analysis  shows  pyuria  and  no  bacteriuria  or 
if  the  urine  culture  is  negative,  the  patient  probably 
suffers  from  an  acute  urethral  syndrome;  in  this  in- 
stance, the  patient  should  be  treated  for  ten  days  with 
tetracycline,  500  mg  four  times  a day.  Patients  who 
have  both  a negative  urine  culture  and  normal  findings 
on  analysis  of  urine  may  have  either  gonococcal 
urethritis  or  nongonococcal  acute  urethral  syndrome. 
The  presence  of  the  former  may  be  diagnosed  by  a 
urethral  culture  for  Neisseria  gonorrhoeae;  the  latter 
may  be  diagnosed  by  culture  of  a urethral  specimen  for 
Chlamydia  trachomatis. 

In  summary,,  single-dose  antibiotic  therapy  should 
be  considered  for  uncomplicated  lower  urinary  tract 
infections  in  women.  It  appears  to  be  as  efficacious  as 
conventional  therapy  and  to  be  associated  with  sig- 
nificantly fewer  adverse  reactions.  The  failure  of  this 
therapy  suggests  the  presence  of  upper  urinary  tract 
infection  and  may  be  an  indication  for  radiologic  inves- 
tigation of  the  urinary  tract. 

Larry  J.  Baraff,  M.D. 
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Radiography  in  Cervical  Spine  Trauma 

One  of  the  most  challenging  and  vexing  problems  in 
emergency  medicine  is  cervical  spine  trauma.  Not  only 
do  patients  with  such  trauma  often  have  multisystem 
injuries — in  which  abdominal  and  thoracic  injuries 
may  have  the  highest  treatment  priority — but  they  also 
may  have  an  altered  mental  status  from  associated 
head  injury  or  concomitant  use  of  alcohol  or  drugs. 
Interpreting  preliminary  radiographs  is  often  difficult 
because  of  the  complex  anatomy  of  the  area  and  the 
technically  suboptimal  studies  that  sometimes  result 
from  portable  technique,  poor  patient  cooperation  and 
reluctance  to  move  a patient  for  proper  positioning. 
Nonetheless,  failure  to  recognize  significant  injury  may 
result  in  disastrous  consequences. 

The  traditional  radiographic  examination  for  sus- 
pected cervical  spine  trauma  has  been  a cross-table 
lateral  view.  Although  this  is  a generally  quick  and 
effective  way  to  assess  most  significant  injuries,  some 
Jefferson  and  odontoid  fractures,  as  well  as  rotary  in- 
juries of  Cl -2,  may  not  be  apparent  on  the  cross-table 
lateral  view,  and  injuries  involving  C-7  may  be  difficult 
to  interpret  because  of  overlapping  soft  tissues  and 
bony  structures  of  the  shoulder.  Occasionally,  even 
midcervical  injuries  may  be  missed  on  a single  cross- 
table lateral  view  because  of  the  subtlety  of  the  injury  or 
poor  technical  quality  of  the  initial  radiographs.  Conse- 
quently. a standard  anteroposterior  and  open-mouth  or 
modified  odontoid  view  should  be  done  routinely 
before  mobilizing  a patient's  head  or  neck  in  all  cases  of 
suspected  cervical  spine  injury.  Likewise,  vertebral 
arch  views  (pillar  views)  should  be  done  if  there  is 
evidence  of  a hyperextension  injury. 

Although  anteroposterior  and  lateral  radiographs 
continue  to  be  the  mainstay  of  radiographic  screening 
in  spinal  injuries,  their  use  leads  to  an  underestimation 
of  the  degree  of  injury  in  a substantial  number  of 
patients.  In  the  past,  plain  film  tomography  has  been 
used  to  further  evaluate  questionable  findings  seen  on 
the  initial  radiographs;  however,  as  with  cranial  and 
abdominal  trauma,  computerized  tomography  (CT) 
has  added  a new  dimension  to  the  management  of 
spinal  injuries. 

CT  studies  can  provide  information  about  spinal 
injuries  that  may  not  be  available  from  plain  radio- 
graphs or  conventional  tomography,  and  they  do  this 
rapidly  and  safely.  Most  CT  examinations  of  the 
cervical  spine  can  be  completed  within  30  minutes, 
often  in  conjunction  with  studies  of  the  head,  chest  or 
abdomen,  and  the  only  movement  that  is  required  is 
sliding  a patient  on  and  off  a CT  scanner  couch.  CT 
scans  clearly  delineate  vertebral  alignment  and  in- 
tegrity, especially  of  the  posterior  elements.  They  are 
generally  easier  to  interpret  than  conventional  tomo- 
grams because  of  their  superior  contrast  resolution,  and 
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they  expose  patients  to  less  radiation.  In  addition,  CT 
gives  information  about  the  neural  canal  (for  example, 
the  location  of  bone  or  bullet  fragments  and  whether 
they  compromise  the  canal),  spinal  cord,  thecal  sac  and 
nerve  roots.  When  available,  sagittal  and  coronal 
reformatted  images  are  useful  in  showing  the  state  of 
the  neural  canal  in  the  longitudinal  dimension  without 
requiring  additional  patient  movement  or  radiation. 

In  a number  of  cases  the  method  of  treatment  for  a 
spinal  injury  has  been  changed  directly  as  a result  of 
CT  findings.  Thus,  a CT  scan  of  the  cervical  spine 
should  be  done  whenever  possible  in  the  presence  of  a 
bony  injury  seen  on  preliminary  radiographs  or  when  a 
neurologic  deficit  appears  to  be  from  spinal  cord  injury, 
even  in  the  absence  of  bony  injury  detectable  on  the 
initial  radiographs. 

Kenneth  W.  Kizer,  M.D.,  M.P.H. 
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Hypertensive  Emergencies 

A pronounced  and  sudden  rise  in  blood  pressure  may 
represent  an  immediate  threat  to  life.  Prompt  reduction 
of  blood  pressure  in  such  settings  is  essential  to  prevent 
or  reverse  the  morbid  consequences. 

The  urgency  of  the  clinical  situation  is  determined  by 
the  presence  or  absence  of  acute  end-organ  dysfunction. 
Thus,  patients  with  intracerebral  hemorrhage  or  hyper- 
tensive encephalopathy,  acute  left  ventricular  failure  or 
acute  myocardial  ischemia  must  have  their  blood  pres- 
sure lowered  immediately.  Sodium  nitroprusside  is  the 
drug  of  choice  for  such  patients,  as  it  provides  both 
effective  and  titratable  antihypertensive  effect  and  the 
ability  to  discontinue  the  drug  quickly  if  tissue  perfusion 
is  impaired. 

Nitroprusside  is  administered  by  constant  intrave- 
nous infusion  at  a dose  of  0.5  to  8.0  fig  per  kg  of  body 
weight  per  minute.  Practically,  this  may  be  achieved  by 
mixing  50  mg  of  nitroprusside  in  a solution  of  250  ml  of 
5 percent  dextrose  in  water  and  beginning  the  infusion 
( for  a 70- kg  patient)  at  5 microdrops  a minute  (5  ml  an 
hour).  The  infusion  rate  is  then  increased  every  few 
minutes  until  the  desired  antihypertensive  effect  is 
achieved  (usually  a diastolic  pressure  of  1 10  to  120 
mm  of  mercury).  Though  nitroprusside  is  generally 
reliably  effective,  its  powerful  antihypertensive  effect 
may  result  in  hypotension  and  impaired  organ  perfu- 
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sion.  In  patients  treated  with  nitroprusside  constant 
monitoring  of  blood  pressure  is  required.  Though  this  is 
optimally  achieved  with  an  intra-arterial  catheter, 
patients  may  be  effectively  monitored  for  a short  time 
in  an  emergency  department  with  frequent  auscultation 
of  blood  pressure.  Because  nitroprusside  has  a very 
short  duration  of  action,  untoward  side  effects  will 
usually  resolve  promptly  when  the  infusion  rate  is 
slowed. 

Many  patients  present  with  pronounced,  potentially 
dangerous  elevations  of  blood  pressure,  but  without 
acute  life-threatening  end-organ  dysfunction.  Examples 
would  include  patients  with  retinal  hemorrhages  with- 
out encephalopathy,  a recent  change  in  indices  of  renal 
function  or  an  elevated  blood  pressure  and  nonspecific 
symptoms  (headache,  dizziness,  epistaxis,  malaise).  In 
such  patients  a nitroprusside  infusion  with  its  potential 
complications  may  not  be  warranted.  Recent  studies 
indicate  that  there  are  several  effective  therapies  that 
can  be  initiated  in  an  emergency  department  and  that 
rarely  produce  adverse  effects: 

• “Minidose”  diazoxide,  a 150-mg  bolus  given  in- 
travenously, repeated  every  five  minutes  as  needed 
to  reduce  the  diastolic  pressure  to  110  mm  of 
mercury  or  less. 

• Oral  administration  of  clonidine  hydrochloride,  0.2 
mg  initially,  followed  by  0. 1 mg  each  hour  until  the 
desired  antihypertensive  effect  is  achieved  or  a total 
dose  of  0.7  mg  has  been  given. 

• A slow  intravenous  infusion  of  diazoxide  (30  mg 
per  minute),  continued  until  the  desired  blood 
pressure  is  reached. 

• Nifedipine,  10  to  20  mg  given  sublingually. 

Regardless  of  which  regimen  is  used,  a closely 

monitored  inpatient  or  outpatient  response  to  adminis- 
tration of  conventional  oral  medicines  is  essential.  The 
treatment  of  such  patients  does  not  end  with  control  of 
the  blood  pressure,  but  with  an  investigation  of  the 
possible  factors  that  might  have  contributed  to  the 
precipitous  rise  of  the  blood  pressure. 

Howard  Bessen,  M.D. 
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Brief  Prescribing  Information 
CONTRAINDICATIONS:  Patients 
with  severe  hypertension,  severe 
coronary  artery  disease,  and  in  pa- 
tients on  MAO  inhibitor  therapy, 
narrow-angle  glaucoma,  urinary 
retention,  peptic  ulcer,  during  an 
asthmatic  attack. 

Hypersensitivity:  Contraindicated 
in  patients  with  hypersensitivity  or 
idiosyncrasy  to  sympathomimetic 
amines  or  phenanthrene  derivatives 

Nursing  Mothers  Contraindi- 
cated because  of  the  higher  than 
usual  risk  for  infants  from  sym- 
pathomimetic amines. 

WARNINGS:  Use  judiciously  and 
sparingly  in  patients  with  hyperten- 
sion, diabetes  mellitus,  ischemic 
heart  disease,  increased  intraocular 
pressure,  hyperthyroidism,  or  pros- 
tatic hypertrophy  May  produce  CNS 
stimulation  and  convulsions  or  car- 
diovascular collapse  with  accom- 
panying hypotension 

Use  with  caution  in  patients  with 
increased  intraocular  pressure,  car- 
diovascular disease,  hypertension 
or  in  patients  with  a history  of 
bronchial  asthma  Do  not  exceed 
recommended  dose. 

Use  in  Elderly  The  elderly  (60 
years  and  older)  are  more  likely  to 
have  adverse  reactions  to  sympatho- 
mimetics.  Overdosage  in  this  age 
group  may  cause  hallucinations,  con- 
vulsions, CNS  depression  and  death. 
PRECAUTIONS:  General  Should  be 
used  with  caution  in  patients  with 
diabetes,  hypertension,  cardiovas- 
cular disease  and  hyperreactivity  to 
ephedrine.  The  antihistaminic  may 
cause  drowsiness  and  ambulatory 
patients  who  operate  machinery  or 
motor  vehicles  should  be  cautioned 
accordingly. 

Information  for  Patients  Antihis- 
tamines may  impair  mental  and 
physical  abilities  required  for  the 
performance  of  potentially  hazard- 
ous tasks,  such  as  driving  a vehicle 
or  operating  machinery,  and  mental 
alertness  in  children. 

Drug  Interactions  MAO  inhib- 
itors and  beta  adrenergic  blockers 
increase  the  effect  of  sympatho- 
mimetics  Sympathomimetics  may 
reduce  the  antihypertensive  effects 
of  methyldopa,  mecamylamine,  re- 
serpine  and  veratrum  alkaloids 
Concomitant  use  of  antihistamines 
with  alcohol,  tricyclic  antidepres- 
sants, barbiturates  and  other  CNS 
depressants  may  have  an  additive 
effect 

Pregnancy  Category  C : Animal 
reproduction  studies  have  not  been 
conducted  with  NOVAFED  A cap- 
sules. It  is  also  not  known  whether 
NOVAFED  A capsules  can  cause  fetal 
harm  when  administered  to  a preg- 
nant woman  or  can  affect  reproduc- 
tion capacity.  NOVAFED  A capsules 
may  be  given  to  a pregnant  woman 
only  if  clearly  needed 

Nursing  Mothers  Pseudoephe- 
drine  is  contraindicated  in  nursing 
mothers  because  of  the  higher  than 
usual  risk  for  infants  from  sympatho- 
mimetic amines 

ADVERSE  REACTIONS:  Hyperreac- 
tive individuals  may  display 
ephedrme-like  reactions  such  as 
tachycardia,  palpitations,  head- 
ache, dizziness,  or  nausea.  Patients 
sensitive  to  antihistamines  may 
experience  mild  sedation.  Sympatho- 
mimetic drugs  have  been  associated 
with  certain  untoward  reactions 
including  fear,  anxiety,  tenseness, 
restlessness,  tremor,  weakness, 
pallor,  respiratory  difficulty,  dysuria, 
insomnia,  hallucinations,  convul- 
sions, CNS  depression,  arrhyth- 
mias, and  cardiovascular  collapse 
with  hypotension. 

Possible  side  effects  of  anti- 
histamines are  drowsiness,  rest- 
lessness, dizziness,  weakness,  dry 
mouth,  anorexia,  nausea,  head- 
ache, nervousness,  blurring  of 
vision,  heartburn,  dysuria  and  very 
rarely  dermatitis.  Patient  idiosyn- 
crasy to  adrenergic  agents  may  be 
manifested  by  insomnia,  dizziness, 
weakness,  tremor  or  arrhythmias. 
OVERDOSAGE:  Acute  overdosage 
with  NOVAFED  A capsules  may 
produce  clinical  signs  of  CNS  stim- 
ulation and  variable  cardiovascular 
effects  Pressor  amines  should  be 
used  with  great  caution  in  the  pres- 
ence of  pseudoephedrine.  Patients 
with  signs  of  stimulation  should  be 
treated  conservatively 
DOSAGE  AND  ADMINISTRATION: 
One  capsule  every  12  hours.  Do  not 
give  to  children  under  1 2 years  of  age 
CAUTION:  Federal  law  prohibits  dis- 
pensing without  prescription 
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Prospective  Payment  for  Hospitals 

SENATOR  DAVID  DURENBERGER 


I think  we’re  all  undergoing  some  restructuring  these 
days.  It’s  happening  here  in  Washington  just  like  it’s 
happening  to  you.  It’s  a restructuring  of  goals.  A re- 
structuring of  our  thinking  about  the  proper  role  of 
government.  A restructuring  of  expectations.  In  short, 
we’re  undergoing  a restructuring  of  priorities.  And  in 
health  care,  that  means  looking  not  just  at  budget  cuts, 
but  also  at  budget  reform. 

The  financial  environment  for  hospitals  is  changing, 
and  it’s  changing  in  exciting  ways.  Not  since  the  pas- 
sage of  Medicare  in  1 965  has  there  been  such  a sweeping 
tide  of  change.  In  part,  the  change  can  be  attributed  to 
provisions  included  in  last  year’s  tax  bill.  But  more 
important,  I think,  are  changes  occurring  in  the  private 
sector.  Prudent  buyers — in  the  form  of  employers, 
HMOs,  and  PPOs — are  sprouting  up  everywhere.  The 
day  of  price-sensitivity  is  fast  approaching. 

This  new  era  for  hospitals  should  not  threaten  your 
traditional  role.  Hospitals  are  more  than  just  bricks  and 
mortar — much  more.  They’re  a source  of  comfort  and 
hope  for  our  families  and  friends.  In  the  fast-paced  rush 
of  today’s  world,  it’s  reassuring  to  know  that  our  hospi- 
tals are  ready  to  give  us  the  loving  and  quality  care  we 
may  need.  Hospitals  are  also  a center  of  community 
activism  and  pride.  When  we  point  to  what  makes  our 
communities  good  places  to  live,  we  point  to  our  hospi- 
tals. 

But  let’s  not  forget  that  hospitals  are  also  a business, 
and  it’s  as  a business  that  hospitals  will  have  to  respond 
to  change.  To  best  serve  community  needs,  hospitals 
are  rethinking  and  restructuring  their  product.  That 
doesn’t  mean  the  caring  and  loving  and  pride  in  our  hos- 
pitals has  to  stop — it  only  means  they’ll  come  better 
with  foresight,  planning,  and  solid  management. 

Because  Medicare  constitutes  such  a large  portion  of 
hospital  revenues,  the  health  community  tends  to  focus 
on  Medicare  policies  when  it  gauges  future  payment 
trends.  And  the  changes  we  made  in  Medicare  last  year 
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were  significant  ones.  But  I think  of  them  as  only  in- 
terim steps.  By  passing  TEFRA,  the  Tax  Equity  and 
Fiscal  Responsibility  Act,  we  took  a giant  step  away 
from  the  old  cost-based  reimbursement  system.  But  it 
wasn’t  a complete  step — it  went  only  half  way.  And  we 
still  don’t  know  half  way  to  what. 

Will  we  end  up  with  a regulatory  fixed  revenue  cap 
for  hospitals,  or  will  we  end  up  with  prospective  pay- 
ment? The  events  of  1983  will  tell.  If  we  act  positively, 
with  foresight  and  determination,  we  will  pass  a prospec- 
tive payment  system  for  hospitals.  But  if  we  fail  to  act 
on  prospective  payment,  budget  constraints  will  force 
us  to  backslide  into  revenue  caps. 

The  enormity  of  the  deficits — $ 1 90  billion  in  FY  83; 
and  over  $200  billion  in  FY  84 — are  forcing  everyone 
to  run  for  cover.  But,  we  will  make  a serious  mistake  if 
we  let  the  deficits  become  the  locomotive  that  pulls  the 
budget  train  out  of  the  station. 

Certainly,  we  have  to  be  concerned  with  the  huge 
deficits.  But  we  also  have  to  recognize  two  things: 
First,  there  is  a short-term  problem  with  the  deficit. 
Congress  must  act  immediately — both  substantively 
and  cosmetically.  We  need  to  get  us  back  on  the 
road  to  fiscal  responsibility  and  start  to  restore 
everyone’s  confidence  in  the  process. 

Second,  there  is  the  long-term  problem  of  the 
deficits.  Congress  must  take  the  actions  today  that 
will  put  us  on  the  road  to  a balanced  budget  by  the 
end  of  the  decade.  In  other  words,  we  have  to  recog- 
nize that  we  can’t  balance  the  budget  overnight. 
What  we  can  do  is  attack  the  underlying  problems 
that  keep  the  deficits  huge  and  are  driving  them 
higher. 

Defense  spending  is  an  example  of  the  problem.  The 
President,  in  his  State  of  the  Union  Address,  recom- 
mended a $5  5 billion  cut  over  5 years  in  defense  spend- 
ing. We  can  do  better  than  that,  but  even  the  most 
severe  critics  of  the  Administration’s  Defense  Plan 
agree  that  the  most  we  can  cut  in  FY  84  is  $10  to  $15 
billion.  That  doesn’t  sound  like  much  in  the  context  of  a 
$200  billion-plus  deficit,  but  if  you  run  those  first-year 
savings  out  over  five  years,  and  add  the  savings  we  can 
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achieve  in  the  out-years,  the  five-year  total  approaches 
$200  billion. 

We  need  a realistic  plan  for  spending  and  revenue 
that  doesn’t  react  to  a perceived  immediate  crisis,  but 
recognizes  that  the  real  crisis  will  come  in  four  or  five 
years  if  we  don't  make  fundamental  changes  in  govern- 
ment policy  today. 

In  the  area  of  taxes,  we  need  to  continue  with  the 
Republican  version  of  a flat  rate  tax.  Every  year  for  the 
next  several  years  I think  we  need  to  do  what  we  did  in 
1982 — examine  the  tax  system  to  make  it  more  fair, 
more  efficient  and  more  productive.  In  the  spending 
area,  there  can  be  no  sacred  cows.  Defense  is  first,  but 
we  have  to  look  at  everything,  including  entitlements. 
Medicare  will  have  to  carry  its  share  of  cuts. 

But  I am  concerned  that  without  prospective,  we  will 
achieve  those  savings  by  increasing  the  regulations, 
constraints,  and  cost-shifting  within  the  existing  frame- 
work. W e know  from  our  experience  last  year  that  addi- 
tional beneficiary  cost-sharing  will  be  difficult  to  pass. 
In  any  case,  it  will  be  insufficient  to  meet  our  budget 
mark.  Congress  will  have  to  turn  to  providers.  That 
means  tightening  down  on  TEFRA  and  its  223  limits 
and  target  rates.  And  it  means  eliminating  the  incentive 
payments  that  result  from  coming  in  below  your  target 
rates.  Before  long,  we  will  have  fixed  revenue  caps — 
very  similar  to  what  the  Carter  Administration  pro- 
posed several  years  ago. 

Our  best  alternative  at  this  time  is  to  press  ahead  on 
prospective  payment.  Secretary  Schweiker  did  a good 
job  in  putting  together  a prospective  payment  proposal. 
Now  I know  and  you  know  that  prospective  payment 
based  on  DRGs  is  not  perfect.  But  I do  believe  it  is 
better  than  what  we  have  now,  and  it  is  a far  sight  better 
than  regulatory  revenue  caps.  It  gives  hospitals  the 
flexibility  they  need  to  restructure  their  institutions  and 
respond  to  community  needs.  And  it  rewards  hospitals 
for  working  with  their  physicians  to  effectively  manage 
patient  care. 

As  Chairman  of  the  Senate  Finance  Committee’s 
Health  Subcommittee  I intend  to  make  a strong  push 
for  prospective  payment.  It  is  my  number  one  priority 
for  1983.  Yes,  I'm  sure  we’ll  make  additional  budget 
cuts  in  Medicare  this  year.  Short-term  budget  cuts  will 
be  necessary  to  help  keep  the  federal  deficit  down.  But 
short-term  budget  cuts  don't  address  the  budget  reform 
that  is  necessary  if  we  are  going  to  keep  our  private 
health  system  alive.  That’s  why  prospective  payment  is 
so  important.  It  is  one  of  our  last  hopes  for  keeping 
health  care  where  it  should  be — in  the  private  sector. 

Many  of  the  issues  raised  by  the  Administration's 
prospective  payment  proposal  have  not  been  resolved. 
I am  flexible  on  most  of  these  issues,  and  I am  eager  to 
work  with  you  to  secure  a workable  proposal.  But  there 
are  several  points  on  which  I believe  there  must  be 
agreement  for  a prospective  payment  proposal  to  pass. 

278 


First,  hospitals  cannot  be  allowed  to  charge  patients 
above  and  beyond  what  Medicare  pays.  To  violate  the 
principle  of  assignment  would  raise  the  ire  of  benefi- 
ciaries and  make  the  proposal  very  difficult  to  pass. 

Second,  prospective  payment  cannot  be  based  on 
each  individual  hospital’s  past  cost  performance.  To 
gain  acceptance,  I believe  the  prospective  payment 
must  be  derived  from  a broader  base.  Adjustments  for 
legitimate  differences  in  case  mix  are  one  thing.  But 
adjustments  based  on  a hospital’s  past  inefficiencies 
will  be  tough  to  sell. 

Third,  a prospective  payment  plan  cannot  apply  to 
all  payers.  I do  not  believe  Congress  will  accept  pros- 
pective payment  if  it  extends  beyond  Medicare.  The 
Federal  Government  should  act  as  its  own  prudent 
buyer;  other  buyers  should  be  free  to  negotiate  their 
own  prices  in  the  market. 

These,  then,  are  what  I regard  as  relatively  non- 
negotiable  items.  I do  not  think  Congress  will  accept  a 
hospital  surcharge  on  beneficiaries.  I do  not  think  Con- 
gress will  accept  an  approach  to  prospective  payment 
based  on  an  individual  hospital’s  past  cost  record.  And 
I do  not  think  Congress  will  accept  an  all-payer  sys- 
tem. These  conditions  do  not  preclude  the  creation  of  a 
fair  and  effective  prospective  payment  system.  There  is 
still  considerable  room  for  discussion,  and  I am  anxious 
to  begin  working  with  you  to  forge  a bill. 

I mentioned  earlier  that  Medicare  policies  are  often 
viewed  as  the  leading  indicator  for  national  trends  in 
health  financing.  In  fact,  I think  Medicare  policy  is  just 
as  often  the  trailing  edge  to  changes  that  are  occurring 
in  the  private  sector.  Ask  your  colleagues  from  Cali- 
fornia or  Minnesota  about  changes  occurring  there. 
They’ll  tell  you  that  price  sensitivity  and  price  negotia- 
tion are  now  rampant  in  the  private  sector.  Preferred 
provider  organizations  and  HMOs  are  directing  patients 
to  cost-effective  physicians  and  hospitals.  These  devel- 
opments are  turning  the  hospital  industry  on  its  ear. 
They  promise  to  revolutionize  relationships  between 
patients,  physicians,  hospitals,  and  third-party  payers. 

Prospective  payment  promises  to  make  Medicare  a 
prudent  purchaser  too.  But  prospective  payment  is  just 
an  interim  step  in  the  continuing  evolution  of  Medi- 
care. Simply  put,  it’s  a process  of  consolidation.  We’re 
moving  from  a system  in  which  we’ve  paid  for  discrete 
services  on  a retrospective  basis  to  one  in  which  we 
consolidate  services  under  one  payment  on  a prospec- 
tive basis. 

This  trend  toward  consolidation  is  evident  in  the 
provisions  included  in  TEFRA.  We  moved  from  a 
system  in  which  we  paid  reasonable  costs  on  routine 
and  ancillary  services  to  a system  in  which  we  paid 
reasonable  costs  per  discharge.  The  next  step  is  to 
make  our  payment  prospective.  But  prospective  pay- 
ment is  not  the  final  solution. 

The  full  advantages  that  result  from  consolidation 
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cannot  be  realized  until  all  health  care  services  are 
covered  under  one  payment.  For  example,  consider  the 
disincentives  that  result  from  a prospective  payment 
system.  Although  hospitals  and  physicians  will  have 
powerful  incentives  to  effectively  manage  a patient’s 
stay,  they  will  be  faced  with  a system  which  rewards 
unnecessary  admissions  and  quick  discharges. 

Furthermore,  they  will  be  rewarded  for  finding  ways 
to  secure  reimbursement  under  PART  B for  services 
which  would  traditionally  be  rendered  under  PART  A. 
In  order  to  correct  these  disincentives,  consolidation 
must  be  taken  to  its  logical  conclusion:  The  establish- 
ment of  lump  sum  payments  for  hospital  and  physician 
care.  PART  A and  PART  B payments  must  ultimately 
be  lumped  together  as  one. 

This  logic  helps  account  for  the  broad  interest  in 
vouchers.  Vouchers  consolidate  the  payment  for  PARTS 
A and  B and  give  health  care  providers  strong  incen- 
tives to  work  together  in  managing  total  patient  care. 

Vouchers  should  be  examined  by  the  hospital  com- 
munity as  an  opportunity,  not  a threat.  Vouchers  offer 
hospitals  the  opportunity  to  negotiate  prices  and  ser- 
vices with  private  entities — not  the  Federal  Govern- 
ment. Vouchers  also  promise  to  direct  additional  pa- 
tients to  well-managed  hospitals,  and  that’s  what  a 
marketplace  is  all  about. 

Congress  will  take  a hard  look  at  vouchers  this  year, 
and  you  should  too.  Vouchers  could  conceivably  be  the 
next  step  after  prospective  payment,  and  you  would  be 
wise  to  better  understand  them.  Even  if  we  backslide 
into  regulatory  revenue  caps,  vouchers  may  very  well 
be  the  back  door  through  which  efficient  hospitals  and 
smart  beneficiaries  can  escape. 

Change  is  inevitable.  You  can't  stop  it  by  hoping  it 
will  go  away.  You’ve  got  to  be  progressive,  not  regres- 
sive. Take  the  lead  on  prospective  payment.  Without 
your  support,  it  will  fail.  And  if  it  fails  now,  we  may  not 
have  another  chance.  The  longer  prospective  payment 
is  on  the  table,  the  less  the  chances  of  its  passage  are. 
And  if  it  doesn’t  pass,  well,  you  can  start  planning  on 
cost-based  revenue  caps. 

Don’t  forget  that  you  are,  after  all,  a business.  Your 
patients  and  your  community  want  the  loving  and 
caring  that  comes  from  being  a community-minded 
hospital.  But  they  also  want  the  reasonable  costs  that 
come  from  being  well-managed. 

And  finally — be  assured  that  even  though  the  elec- 
tion certificate  I won  last  November  cost  nearly  $14 
million — a record  in  American  politics — it  does  not 
guarantee  omniscience  in  health  care  policy.  I — and  we 
in  the  Congress — have  a great  deal  to  learn  from  you — 
the  hospitals  of  America.  I anxiously  look  forward  to 
meeting  and  learning  from  many  of  you  in  your  insti- 
tutions during  the  next  six  years! 


PRIMARY  CARE/EMERGENCY  MEDICINE 
physicians  needed  for 

FAIRFIELD,  CT.  WALK-IN 
MEDICAL  CARE  CENTER 


We  will  open  Spring-Summer  1983  and  operate 
9 AM  - 9 PM  seven  days  per  week 
Full  and  Part-time  positions  available 


Contact:  S.  Dieterich,  Medical  Director, 
1 5 School  St. 

East  Granby,  CT  06026 

Tel:  203-653-4526 


Your  Medical 
Education- 

may  lead  to  a career  choice  you  haven't  consid- 
ered— Insurance  Medicine. 

We  are  looking  for  an  M.D.  specialist  in  Internal 
Medicine  to  fill  this  salaried  position  evaluating 
medical/l iabi I ity  claims  and  life/health  applica- 
tions. Ability  to  train  non-medical  personnel  and 
negotiation  skills  necessary. 

Regular  hours  mean  time  for  you  to  pursue  other 
interests.  Excellent  living  conditions  and  recre- 
ational areas  nearby  our  suburban  Hartford 
location. 

We  are  a leading  provider  of  insurance  and  related 
financial  services. 

Please  send  C.V.  and  reply  to: 

Kenneth  C.  Carson  A-l  1 
Assistant  Director  of  Employment 
Connecticut  General  Life  Insurance  Company 
Hartford,  CT  061 52 

Connecticut  General  Lite  Insurance  Company 

a CIGNA  company 


CIGNA 


Equal  Opportunity  Employer  M/F/HC 
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Why  do  more  than  2,700  Connecticut  physicians 
participate  in  the  Century  Plan? 


They  got  to  the  heart  of  the  matter. 


What  they  discovered  impressed  them.  Like  Blue 
Cross  & Blue  Shield's  annual  program  tor  updating 
the  schedule  of  professional  services.  And  a realistic 
new  charge  formula  to  determine  equitable  allow- 
ances. They  also  liked  the  Blue  Cross  & Blue  Shield 
policy  of  paying  Century  Plan  participating  providers 
directly  for  covered  services. 

Further  examination  revealed  Blue  Cross  & Blue 
Shield  finances  the  health  care  of  almost  1 .6  million 
subscribers  in  Connecticut.  This  becomes  espe- 
cially significant  during  a tight  economy  when  cost- 


conscious subscribers  tend  to  select  participating 
providers. 

Why  do  more  than  2,700  Connecticut  physi- 
cians participate  in  the  Century  Plan?  One  reason  is 
the  prognosis  is  excellent. 

Blue  Cross 
Blue  Shield 

ol  Connecticut 

The  Century  Plan  — nothing  covers  better. 


DRG’s:  A Brief  Description 


ROBERT  L.  MULLIN,  M.D. 


Diagnosis  Related  Groups  (DRG’s)  methodology 
is  one  approach  to  measuring  case  mix.  The  current 
version  was  developed  by  the  Health  Systems  Manage- 
ment Group  of  the  Yale  University  School  of  Organi- 
zation and  Management  under  a grant  from  the  Health 
Care  Financing  Administration  of  the  Department  of 
Health  and  Human  Services.1  The  purpose  was  to 
develop  an  inpatient  classification  system  that  differ- 
entiates the  amount  of  hospital  resources  required  to 
provide  care. 

Data  bases  used  were: 

1.  a Commission  on  Professional  and  Hospital  Acti- 
vity (CPHS)  base  of  1.4  million  records  represen- 
ting each  region  of  the  country,  teaching  and  non- 
teaching hospitals,  and  representative  bed  size  and 
containing  the  Uniform  Hospital  Discharge  Data- 
set elements  (UHDDS).  This  dataset  contains, 
among  other  things,  patient  age,  sex,  diagnoses, 
surgical  procedures,  and  disposition. 

2.  a New  Jersey  State  Department  of  Health  finan- 
cial database. 

The  International  Classification  of  Diseases,  9th 
Revision,  Clinical  Modification  (ICD-9-CM)  is  the 
coding  source  used  by  all  hospitals  and  was  the  basis  of 
the  groupings.  The  diagnoses  in  ICD-9-CM  were 
divided  into  twenty-three  (23)  Major  Diagnostic  Cate- 
gories (MDC’s)  corresponding  to  the  various  body 
organ  systems  and  medical  specialities  (Figure  1 ).  The 
database  was  then  used  to  develop  statistically  and 
clinically  coherent  groups. 

The  Principal  diagnosis  (the  diagnosis,  after  admis- 
sion and  investigation,  which  is  the  principal  reason  for 
the  admission  to  the  hospital)  places  the  patient  in  an 
MDC.  The  first  partition  in  most  MDC’s  is  the  presence 
or  absence  of  a surgical  procedure  most  likely  per- 
formed in  an  operating  room. 

The  operating  room  procedures  in  each  MDC  were 
arranged  in  a hierarchy  from  most  resource  intense  to 
least  resource  intense.  Those  patients  not  having  an 
operation  were  likewise  grouped  in  broad  categories  of 
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illnesses  from  the  most  resource  intense  to  the  least  re- 
source intense.  Some  of  these  first  groupings  (medical 
and  surgical)  were  further  subdivided  on  the  presence 
or  absence  of  malignancy,  substantial  comorbidity  or 
substantial  complication.  Age  was  also  a factor  in  some 
partitionings. 

Figure  1 

LISTING  OF  TWENTY  THREE  MAJOR  DIAGNOSTIC  CATEGORIES 

Major  Diagnostic  Major  Diagnostic  Category 

Category  Number  English  Description 

01  Diseases  and  Disorders  of  the  Nervous 

System 

02  Diseases  and  Disorders  of  the  Eye 

03  Diseases  and  Disorders  of  the  Ear,  Nose 

and  Throat 

04  Diseases  and  Disorders  of  the  Respiratory 

System 

05  Diseases  and  Disorders  of  the  Circulatory 

System 

06  Diseases  and  Disorders  of  the  Digestive 

System 

07  Diseases  and  Disorders  of  the  Hepatobiliary 

System  and  Pancreas 

08  Diseases  and  Disorders  of  the  Musculo- 

skeletal System  and  Connective  Tissue 

09  Diseases  and  Disorders  of  Skin,  Subcutane- 

ous Tissue  and  Breast 

10  Endocrine,  Nutritional,  and  Metabolic  Dis- 

eases and  Disorders 

1 1 Diseases  and  Disorders  of  the  Kidney  and 

Urinary  Tract 

1 2 Diseases  and  Disorders  of  the  Male  Repro- 

ductive System 

1 3 Diseases  and  Disorders  of  the  Female  Re- 

productive System 

14  Pregnancy,  Childbirth  and  the  Puerperium 

15  Newborns  and  Other  Neonates  with  Con- 

ditions Originating  in  the  Perinatal  Period 

16  Diseases  and  Disorders  of  the  Blood  and 

Blood-forming  Organs  and  Immunolo- 
gical Disorders 

1 7 Myeloproliferative  Diseases  and  Disorders 

and  Poorly  Differentiated  Neoplasms 

1 8 Infectious  and  Parasitic  Diseases  ( Systemic 

or  Unspecified  Sites) 

19  Mental  Diseases  and  Disorders 

20  Substance  Use  and  Substance  Induced  Or- 

ganic Mental  Disorders 

21  Injuries,  Poisonings  and  Toxic  Effects  of 

Drugs 

22  Bums 

23  Factors  Influencing  Health  Status  and  Con- 

tacts with  Health  Services 
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Age  seventy  (70)  was  found  to  be  the  significant 
point  for  the  older  groups  and  age  seventeen  ( 1 7 ) for  the 
younger  groups.  An  interesting  combination  of  age  and 
presence  of  a complication  or  comorbidity  proved  to  be 
a powerful  determination  of  resource  consumption.  Pa- 
tients seventy  (70)  years  old  or  older  and  all  patients 
with  a substantial  comorbidity  or  complication  fell  in 
one  group,  while  all  patients  under  age  seventy  (70) 
without  a substantial  comorbidity  or  complication 
made  up  the  other  group. 

The  groupings  were  accomplished  by  a computer 
program  which  developed  distinct  groups  based  on  the 
greatest  reduction  of  variance  in  length  of  stay.  These 
initial  groups  were  then  reviewed  by  the  clinicians  and 
reassignments  made  for  clinical  coherence. 

There  are  467  final  groups  of  DRG’s.  Patients  are 
assigned  to  a DRG  by  a computer  program  (grouper) 
which  looks  at  the  Principal  diagnosis  (for  MDC  as- 
signment), secondary  diagnoses  (for  presence  of  sub- 
stantial comorbidities  or  complications),  surgical  pro- 
cedures (for  presence  of  an  operating  room  procedure 
and  placement  in  the  surgical  hierarchy),  age,  sex,  and 
discharge  status.  Thus,  the  entire  DRG  assignment 
process  requires  only  readily  available  information  and 


not  record  reviews  or  subjective  evaluations.  Accurate 
recording  of  the  above  elements  is  absolutely  essential 
to  the  assignment  of  the  correct  DRG. 

Trim  points  (low  and  high  lengths  of  stay)  were  de- 
veloped for  each  DRG.  Patients  falling  outside  of  those 
points  are  called  outliers.  This  permits  separate  consi- 
deration for  the  small  group  of  truly  different  patients 
that  cannot  be  neatly  categorized  by  a specific  DRG. 

A law  has  been  passed  by  Congress  to  use  the  DRG’s 
for  hospital  payment  for  all  Medicare  patients  begin- 
ning October  1,  1983.  Basically  this  means  that  pay- 
ment for  a specific  DRG  will  be  uniform  throughout  the 
country  with  small  variations  for  regions,  area  labor 
costs  and  hospital  teaching  status.  While  all  the  details 
have  not  been  worked  out,  payment  will  be  based  on  the 
average  cost  of  all  Medicare  patients  used  as  a weight 
of  one  ( 1).  Weights  at,  above  and  below  one  (1)  have 
been  derived  for  each  DRG  based  on  the  nation-wide 
average  cost  of  Medicare  patients  in  each  DRG. 
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AMA  and  the  JCAH  Standards 

Setting  the  Record  Straight 


AMERICAN  MEDICAL  ASSOCIATION 


There  has  been  a great  deal  of  misinformation  and 
misunderstanding  circulating  in  the  Federation 
about  the  AMA’s  position  on  the  proposed  revisions 
to  the  Joint  Commission  on  Accreditation  of  Hospi- 
tal’s Accreditation  Manual  for  Hospitals,  particu- 
larly as  they  relate  to  the  revised  “organized  staff” 
chapter. 

The  debate  over  the  “medical  staff”  versus  the 
“organized  staff”  issue  is  an  emotional  one.  Be- 
cause it  demands  that  we  exercise  reason,  and  in  or- 
der to  provide  a better  understanding  of  the  facts,  I 
have  asked  that  the  enclosed  materials  be  assembled 
and  distributed  to  set  the  record  straight. 


BACKGROUND 

On  February  8,  1 983,  the  AMA  Board  of  Trustees 
took  the  following  actions  relative  to  proposed  revisions 
in  the  JCAH  Accreditation  Manual  for  Hospitals: 

1 . VOTED  to  recommend  to  the  Joint  Commission  on 
Accreditation  of  Hospitals  Board  of  Commissioners 
that  Standard  III,  Required  Characteristic  7. A.  be 
amended  as  follows: 

Organized  staff  bylaws  include  provisions  for  at 
least  the  following: 

An  executive  committee  of  the  organized  staff, 
composed  of  members  elected  by  the  organized 
staff  or  appointed  in  accordance  with  hospital 
bylaws.  In  acute  care  general  hospitals,  a 
majority  of  the  members  of  the  executive  com- 
mittee are  fully  licensed  physicians  actively 
practicing  in  the  hospital.  Members  of  the  ex- 
ecutive committee  are  in  active  practice  in  the 
hospital.  The  executive  committee  is  respon- 
sible for  making  recommendations  directly  to 
the  governing  body  for  its  approval. 

This  recommendation  would  assure  that  in  acute 
care  general  hospitals  physicians  will  be  responsible 
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The  American  Medical  Association  has  not 
changed  its  position  in  support  of  the  delivery  of  op- 
timal patient  care  in  the  nation’s  hospitals.  It  main- 
tains that  all  patients  are  entitled  to  the  same  high 
quality  of  care.  Neither  has  the  AMA  “forgotten 
who  its  constituency  is” — the  nation’s  physicians. 
At  the  same  time,  however,  we  are  aware  of  the 
changing  environments  in  the  hospital  and  in  the  law. 

Due  to  the  importance  of  the  issues,  we  wish  to  do 
everything  possible  to  create  a better  understanding 
of  the  position  the  AMA  has  taken  in  this  debate. 

—James  H.  Sammons,  M.D. 

Executive  Vice  President 
American  Medical  Association 


for  recommendations  on  privilege  delineation,  staff 
structure,  credentialing,  and  quality  assurance. 

2.  VOTED  to  recommend  to  the  Joint  Commission  on 
Accreditation  of  Hospitals  Board  of  Commissioners 
that  final  action  on  the  revisions  to  the  medical  staff 
standards  be  deferred  until  after  the  1983  Annual 
Meeting  of  the  AMA  House  of  Delegates. 

SETTING  THE  RECORD  STRAIGHT 

Why  Did  the  AMA  Support  “ Organized  Staff” 
Rather  than  “ Medical  Staff?” 

“Medical  staff”  is  defined  in  the  current  Standards 
as  fully  licensed  physicians  and  dentists.  The  term 
“medical  staff”  has  been  interpreted  to  mean  that  the 
hospital  is  the  exclusive  territory  of  the  physician.  By 
implication,  other  practitioners  who  are  licensed  to 
practice  in  limited  fields  of  medicine  are  excluded. 
Podiatrists,  for  example,  are  licensed  to  prescribe 
drugs  and  perform  surgery  as  are  dentists.  The  JCAH 
is  a defendant  in  four  antitrust  suits  alleging  that  the 
Standards  impermissibly  limit  the  legitimate  scope  of 
practice  of  other  licensed  professionals  who  would  be 
permitted  under  state  law  to  provide  services  in  acute 
care  general  hospitals  or  in  other  health  care  facilities 
eligible  for  JCAH  accreditation.  “Organized  staff”  ap- 
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peared  preferable  to  a definition  of  “medical  staff  ” that 
includes  a laundry  list  of  non-physicians  licensed  by 
the  state  to  provide  services  independently  in  health 
care  facilities. 

What  were  the  Alternatives  to  “ Organized  Staff?” 

The  major  alternative  to  “organized  staff”  would  be 
to  continue  to  use  “medical  staff,”  and  include  all  li- 
censed non  M.D.  practitioners.  The  AMA  did  not  think 
that  physicians  would  be  comfortable  including  other 
practitioners  on  a “medical  staff.” 

Is  this  “Anti-Trust  Liability”  a Scare  Tactic  or  is  it 
a Reality? 

It  is  real.  The  JCAH  is  defending  itself  in  two  anti- 
trust suits  in  Ohio — one  filed  by  the  Attorney  General 
on  behalf  of  clinical  psychologists  and  one  filed  by 
nurse  midwives.  These  and  other  anti- trust  cases  pend- 
ing against  the  JCAH  carry  with  them  potential 
damages  of  $310,000,000. 

If  the  Suits  are  Successful,  Who  would  Pay  the 
Damages? 

The  JCAH  and  its  five  corporate  member  organiza- 
tions— the  AMA,  the  American  Hospital  Association, 
the  American  College  of  Physicians,  the  American 
College  of  Surgeons,  and  the  American  Dental  Asso- 
ciation— could  be  held  liable,  collectively  and  indivi- 
dually. 

Wouldn’t  the  End  Result  of  the  AMA ’s  Position  be 
a Transfer  of  Liability  to  Hospitals  and  Organized 
Staff  Who  have  Less  Financial  Ability  to  Fight 
Litigation? 

The  proposed  standards  leave  the  responsibility  for 
the  provision  of  quality  patient  care  where  it  always  has 
been— with  the  individual  hospital.  They  are  less  pro- 
scriptive than  the  current  Standards  and  provide  indi- 
vidual hospitals  with  the  flexibility  to  deliver  optimal 
patient  care  within  their  own  sets  of  circumstances,  in- 
cluding applicable  state  law  and  community  needs. 

Would  a National  Standard  Enable  Individual 
Hospitals  and  Their  Staffs  to  Avoid  Litigation? 

Individual  hospitals  and  their  staffs  are  not  protected 
from  litigation  by  a national  JCAH  Standard  that  dic- 
tates who  may  have  clinical  privileges  in  an  accredited 
hospital.  Individual  hospitals  have  been  sued  in  a num- 
ber of  jurisdictions  for  excluding  podiatrists  and  other 
licensed,  limited  practitioners.  That  exposure  arises  re- 
gardless of  what  the  JCAH  Standards  provide.  The 
real  difference  is  that  hospitals  cannot  use  the  JCAH 
Standards  as  a defense  for  excluding  certain  applicants. 
Under  the  current  Standards  and  the  revisions,  hospitals 
are  required  to  comply  with  state  laws,  and  state  laws 
and  regulations  frequently  specify  what  categories  of 
licensed  practitioners  are  entitled  to  consideration  for 
staff  privileges. 


Why  were  All  References  to  Dentists,  Oral  Sur- 
geons, and  Podiatrists  Deleted? 

Dentists  were  removed  from  required  membership 
on  the  organized  staff  because  they  do  not  have  unli- 
mited licenses  to  practice  medicine.  Podiatrists  have  li- 
censes similar  to  dentists,  in  that  they  can  also  pre- 
scribe drugs  and  perform  surgery.  There  was  no 
reasonable  basis  to  include  dentists  and  exclude  podi- 
atrists. Inclusion  of  both  dentists  and  podiatrists  and 
exclusion  of  all  other  types  of  limited  licensed  practi- 
tioners could  be  construed  as  restraint  of  trade. 

How  Can  Honest  Efforts  to  Assure  Optimal  Pa- 
tient Care  Through  the  JCAH  Standards  be  Con- 
strued as  Restraint  of  Trade? 

The  JCAH  must  develop  standards  that  are  not  only 
reasonable,  non-discriminatory  and  not  arbitrary,  but 
capable  of  uniform  application  and  reasonably  related 
to  the  purposes  of  the  accreditation  program.  The  stand- 
ards may  not  be  used  to  serve  the  economic  interests 
of  the  constituencies  of  the  member  corporations.  If  the 
Standards  are  viewed  as  serving  economic  interests, 
their  application  can  be  construed  as  restraint  of  trade. 

Won’t  the  Proposed  Standards  Lessen  the  Quality 
of  Care? 

No.  The  JCAH  has  always  accredited  hospitals  in 
the  context  of  the  laws  under  which  they  are  licensed. 
The  safeguards  for  quality  rest  with  hospital- speci- 
fic mechanisms  for  granting  staff  membership  and  clini- 
cal privileges.  The  proposed  revisions  do  not  alter  the 
JCAH  Standards  for  quality  assurance,  which  are 
based  on  the  principle  that,  “The  hospital  shall  demon- 
strate a consistent  endeavor  to  deliver  patient  care  that 
is  optimal  within  available  resources  and  consistent 
with  achievable  goals.  A major  component  in  the  appli- 
cation of  this  principle  is  the  operation  of  a quality 
assurance  program.” 

How  can  Physicians  Continue  to  be  Involved  with 
Staff  Structure,  Credentialing,  Privilege  Delinea- 
tion, Quality  Assurance,  and  Due  Process? 

Physician  involvement  in  these  areas  will  not  change 
under  the  proposed  Standards.  Physicians,  individually 
and  collectively,  as  members  of  the  hospital’s  organized 
staff,  will  still  be  responsible  in  the  areas  of  staff  struc- 
ture, credentialing,  privilege  delineation,  quality  assur- 
ance, and  due  process. 

Why  has  the  Recommendation  of  Specialty  Board 
Certification  or  Eligibility  as  “an  Excellent  Bench- 
mark” for  Privilege  Delineation  been  Dropped? 

Under  the  proposed  draft  revisions,  individual  hos- 
pitals may  choose  to  continue  to  use  board  certifica- 
tion and/or  eligibility  as  a benchmark  to  serve  as  the 
basis  for  granting  clinical  privileges  to  physician  appli- 
cants. Current  AMA  policy  states  that  individual 


284 


CONNECTICUT  MEDICINE,  MAY  1983 


character,  training,  competence,  experience  and  judg- 
ment be  the  criteria  for  granting  privileges  in  hospitals 
and  that  physicians  representing  several  specialities  can 
and  should  be  permitted  to  perform  the  same  proce- 
dures if  they  meet  these  criteria. 

How  will  Physicians  be  Represented  on  the  Or- 
ganized Staff's  Executive  Committee? 

Assurance  that  physicians  fully  participate  on  the 
executive  committee  can  be  written  into  the  individual 
hospital's  organized  staff  bylaws.  The  only  required 
members  of  the  organized  staff  executive  committee 
would  be  physicians.  The  AMA  recommended,  in  its 
comments  to  the  JCAH  on  proposed  revisions  in  the 
Organized  Staff  section,  that  Standard  III,  Required 
Characteristic  7. A.  be  changed  to  read:  “Organized 
staff  bylaws  include  provisions  for  at  least  the  following: 
An  executive  committee  of  the  organized  staff,  com- 
posed of  members  elected  by  the  organized  staff  or  ap- 
pointed in  accordance  with  hospital  bylaws.  In  acute 
care  general  hospitals,  a majority  of  the  members  of  the 
executive  committee  are  fully  licensed  physicians 
actively  practicing  in  the  hospital.  Members  of  the  ex- 
ecutive committee  are  in  active  practice  in  the  hospital. 
The  executive  committee  is  responsible  for  making 
recommendations  directly  to  the  governing  body  for  its 
approval.” 

What  Happened  to  Cause  the  Proposed  Revisions 
to  Change  Between  November  and  December? 

The  November  draft  revisions  were  recommenda- 
tions from  the  Standards-Survey  Procedures  Commit- 
tee to  the  JCAH  Board  of  Commissioners,  which  has 
the  authority  to  change  the  Committee’s  recommenda- 
tions. It  did. 

How  can  the  AMA  Support  a Stronger  Definition  of 
“ Physician  ” under  the  HCFA  Conditions  of  Parti- 
cipation for  Hospitals  Proposal  and  at  the  Same 
Time  Support  a Weaker  Defnition  of  “Physician” 
in  the  JCAH  Standards? 

The  AMA  supports  the  JCAH  definition  of  a 
“physician”  as  a currently  fully  licensed  M.D.  or  D.O., 
period.  If  anything,  the  HCFA  Conditions  of  Partici- 
pation of  Hospitals  proposal  would  weaken  the  defini- 
tion of  “physician.” 

Why  was  “of  the  Acutely  III”  Deleted  from  the  Sur- 
vey Eligibility  Criteria? 

The  proposed  Standards  include  requirements  for 
hospitals  offering  psychiatric/substance  abuse  ser- 
vices. These  requirements  will  permit  psychiatric  hos- 
pitals to  be  surveyed  under  the  JCAH  Hospital  Ac- 
creditation Program.  Many  psychiatric  patients  are  not 
“acutely  ill.” 

What  Changes  will  Hospitals  Have  to  Make  to 
Comply  with  the  Proposed  Standards? 

Hospitals  that  have  had  mechanisms  in  place  that 
provide  for  the  granting  of  staff  membership  and  clini- 


cal privileges,  and  the  development  and  maintenance  of 
a quality  assurance  program  will  not  have  to  make  any 
changes  in  their  operations  to  comply  with  the  revised 
Standards. 

On  what  Policies  is  the  AMA 's  Position  on  the  Pro- 
posed Standards  Based? 

At  the  1977  Interim  Meeting,  the  House  of  Dele- 
gates said  that  each  hospital  should  determine  what 
categories  of  licensed  health  care  practitioners  would 
be  granted  clinical  privileges  in  accordance  with  appli- 
cable state  law  and  community  needs  and  that  regard- 
less of  which  practitioners  were  granted  clinical  privi- 
leges, all  patients  admitted  to  the  hospital  should  re- 
ceive the  same  standard  of  quality  care  and  services. 
The  hospital  establishes  quality  assurance  mechanisms. 
The  AMA  believes  that  the  proposed  Standards  ac- 
complish these  objectives. 

At  the  1980  Annual  Meeting,  the  House  adopted 
Report  MM  of  the  Board  of  Trustees,  which  recom- 
mended in  part  that  the  JCAH  Standards  be  rewritten 
to  eliminate  significant  portions  that  are  ambiguous 
and  subject  either  to  misinterpretation  or  various  in- 
terpretations by  the  JCAH  surveyors  and  hospitals  and 
to  allow  more  flexibility  in  the  implementation  of  the 
Standards  by  the  individual  hospital  and  “ medical 
staff'.”  The  AMA  believes  that  the  proposed  Stand- 
ards accomplish  these  objectives. 

At  the  1982  Annual  Meeting,  the  House  adopted 
Resolution  1 3,  which  stated  that  the  primary  objective 
of  hospital  accreditation  is  to  evaluate  the  quality  of 
patient  care,  provided  recommendations  for  remedying 
deficiencies,  and  improve  patient  care.  It  asked  the 
AMA  to  oppose  accreditation  requirements  that  impose 
rigid,  uniform,  mandatory  administrative  procedures, 
methods  of  operation,  nomenclature,  or  forms  of  or- 
ganization for  the  hospital,  its  governing  board,  atten- 
ding staff,  and  committees.  The  AMA  recognized  that 
excellence  in  patient  care  is  more  easily  attainable 
when  the  accreditation  process  is  flexible  and  is  con- 
cerned with  evaluating  the  quality  of  hospital  service 
and  not  the  administrative  procedures  or  form  of  or- 
ganizations used  to  provide  patient  care.  The  policy 
was  reaffirmed  at  the  1982  Interim  Meeting.  The 
AMA  believes  that  the  proposed  Standards  accomplish 
these  objectives. 

At  the  1982  Interim  Meeting,  the  House  of  Dele- 
gates adopted  Report  C of  the  Judicial  Council,  which 
stated  that  physicians  engaged  in  accreditation  activi- 
ties have  the  ethical  responsibility  to  apply  standards 
that  are  relevant,  fair,  reasonable,  and  non-discrimina- 
tory.  The  report  also  said  that  standards  used  in  the  ac- 
creditation of  patient  care  and  medical  education,  or 
the  certification  of  specialized  professional  attainment 
should  not  be  adopted  or  used  as  means  of  economic 
regulation.  The  AMA  believes  that  the  proposed  Stand- 
ards accomplish  these  objectives. 
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AMA  POLICY  CONCERNING  JCAH 

The  American  Medical  Association  has  a body  of 
policy,  adopted  by  the  House  of  Delegates,  that  has 
directed  it  through  its  deliberations  on  standards  revi- 
sions: 

Resolution  13  (A-82) 

RESOLVED,  That  it  is  the  policy  of  the  American 
Medical  Association  that  the  objective  of  hospital  ac- 
creditation is  primarily  to  evaluate  the  quality  of 
patient  care,  to  provide  recommendations  for  remedy- 
ing deficiencies  and  improving  the  quality  of  patient 
care,  and  to  withhold  accreditation  from  those  institu- 
tions which  do  not  meet  an  acceptable  standard  of  pa- 
tient care;  and  be  it  further 

RESOLVED,  That  the  AMA  oppose  accreditation 
requirements  which  impose  rigid,  uniform,  mandatory 
administrative  procedures,  methods  of  operation,  no- 
menclature, or  forms  of  organization  for  the  hospital, 
its  governing  board,  attending  staff  and  committees; 
and  be  it  further 

RESOLVED,  That  the  AMA  recognize  that  excel- 
lence in  patient  care  is  more  easily  attainable  when  the 
accreditation  process  is  flexible  and  is  concerned  with 
evaluating  the  quality  of  hospital  service  and  not  the 
administrative  procedures,  or  form  of  organizations 
used  to  provide  patient  care;  and  be  it  further 


RESOLVED,  That  the  Board  of  Trustees,  in  its  dis- 
cretion give  the  AMA  Commissioners  to  the  Joint 
Commission  on  Accreditation  of  Hospitals  appropri- 
ate guidance  for  implementing  this  resolution. 

Report  C of  the  Judicial  Council  (1-82) 

Increasingly,  physicians  will  be  called  upon  to  parti- 
cipate in  various  types  of  Accreditation  activities.  The 
medical  profession  and  public  sector  alike  will  rely  on 
the  results  of  such  Accreditation  activities.  Those  re- 
sults must  always  measure  quality  by  objective  stan- 
dards. The  Judicial  Council  has  adopted  the  following 
opinion  to  aid  physicians  in  their  Accreditation  acti- 
vities. The  Judicial  Council  hereby  submits  the  follow- 
ing opinion  to  the  House  of  Delegates. 

ACCREDITATION.  Physicians  who  engage  in 
activities  that  involve  the  accreditation,  approval  or 
certification  of  institutions,  facilities  and  programs  that 
provide  patient  care  or  medical  education  or  certify  the 
attainment  of  specialized  professional  competence 
have  the  ethical  responsibility  to  apply  standards  that 
are  relevant,  fair,  reasonable  and  nondiscriminatory. 
The  accreditation  of  institutions  and  facilities  that  pro- 
vide patient  care  should  be  based  upon  standards  that 
focus  upon  the  quality  of  patient  care  achieved.  Stan- 
dards used  in  the  accreditation  of  patient  care  and 
medical  education,  or  the  certification  of  specialized 
professional  attainment  should  not  be  adopted  or  used 
as  a means  of  economic  regulation. 


AMA  Summary  of  FTC  Order 

1 . Although  the  FTC  case  was  brought  against  the  AMA,  the  Connecticut  State  Medical  Society  and  the  New  Haven  County 
Medical  Association,  the  Order  is  directed  solely  to  the  AMA.  The  Order,  however,  imposes  upon  the  AMA  the  obliga- 
tion of  enforcing  compliance  with  the  Order  by  constituent  and  component  medical  societies. 

2.  Direct  or  indirect  interference  with  the  advertising  of  medical  services  is  prohibited  except  to  the  extent  that  it  is  false  or 
deceptive  within  the  meaning  of  Section  5 of  the  Federal  Trade  Commission  Act. 

3.  Direct  or  indirect  interference  with  the  freedom  of  physicians  to  contract  for  the  sale  of  their  services  is  prohibited. 

4.  Peer  review  to  determine  whether  the  fees  charged  by  physicians  for  particular  services  are  usual  and  customary  or  fair  is 
prohibited,  except  that  professional  peer  review  of  the  fee  practices  of  physicians  to  determine  whether  there  is  a pattern  of 
overcharging  patients  is  permissible. 

5.  Any  statement  that  a medical  service  plan  is  unethical  because  it  limits  the  patient's  choice  of  physician  is  prohibited. 

6.  Any  statement  that  a partnership  or  other  entity  is  unethical  because  of  the  participation  of  nonphysicians  in  its 
ownership  or  management  is  prohibited.  For  example,  a partnership  between  a psychiatrist  and  psychologist  or  an 
orthopedic  physician  and  chiropractor  cannot  be  described  as  unethical.  If  such  partnerships  violate  state  licensure 
laws,  apparently  statements  could  be  made  about  the  illegal  arrangement.  On  the  other  hand,  that  would  be  tantamount 
to  describing  the  arrangement  as  unethical. 

7.  The  AMA  is  prohibited  from  inducing,  urging,  encouraging  or  assisting  non-governmental  organizations  from  taking 
any  of  the  actions  prohibited  by  the  Order. 

8.  Due  process,  including  written  notice  of  changes,  a hearing  and  written  findings  is  required  in  any  formal  action  charging 
false  or  deceptive  practices  or  violation  of  any  ethical  standard  promulgated  in  conformity  with  the  Order. 

9.  The  remaining  provisions  of  the  Order  relate  to  compliance  reports  and  publication  of  the  Order. 
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Closing  Hospital  Medical  Staff  Membership 

A Legal  View 

AMERICAN  MEDICAL  ASSOCIATION 


When  may  a hospital  exclude  physicians  whose 
qualifications  are  not  in  question  from  medical  staff 
membership  because  of  problems  in  the  utilization  of 
hospital  facilities,  equipment,  personnel,  and  beds? 

Three  reported  court  decisions  have  addressed  this 
question,  and  hospital  policies  that  closed  departments 
were  upheld  in  two  cases  and  rejected  in  the  third  case. 
Davis  v.  Morristown  Memorial  Hospital,  254  A. 2d 
125  (1969) 

The  Superior  Court  of  New  Jersey  upheld  hospital 
governing  board  action  to  close  the  staffs  in  the 
medical-surgical,  OB-GYN,  and  psychiatric  depart- 
ments until  an  adequate  number  of  beds  could  be  pro- 
vided. The  hospital  rule  was  contested  by  two  obstetri- 
cians who  were  not  granted  privileges  because  of  the 
policy.  The  test  applied  by  the  court  was  the  reason- 
ableness of  the  policy  as  it  relates  to  “sound  hospital 
standards”  in  “faithfully  furnishing  facilities  to  the 
members  of  the  medical  profession  in  aid  of  their  ser- 
vice to  the  public.”  For  judicial  review,  the  court  must 
know  what  information  the  hospital  governing  body 
acted  upon  in  establishing  the  policy  to  close  staff  ap- 
pointments in  certain  departments. 

The  hospital  governing  body  had  reviewed  the  occu- 
pancy rate  for  the  3 1 obstetrical  beds  for  a four-year 
period  and  compared  that  figure  with  the  Manual  of 
Standards  in  Obstetric-Gynecologic  Practice  of  the 
American  College  of  Obstetricians  and  Gynecologists. 
The  manual  stated  that:  “To  provide  for  the  frequent 
peak  activity,  the  annual  average  bed  occupancy 
should  not  exceed  70  percent.”  Following  the  closing 
of  an  obstetrical  department  in  a nearby  hospital,  the 
occupancy  rate  exceeded  80  percent  in  six  of  the  last 
eight  months  prior  to  the  suit  at  Morristown  Memorial 
Hospital. 

The  plaintiffs  in  Davis  urged  the  court  to  require  the 
hospital  to  adopt  a more  equitable  rule;  one  that  would 
limit  admissions  geographically  and  provide  multiple 
staff  appointments  for  obstetricians.  They  argued  that, 
if  the  hospitals  in  a geographic  area  provided  staff  ap- 


Physician/ Health  Care  Facility  Relationships,  Bulletin  # 1 2, 
Department  of  Health  Facility  Programs.  A MA.  January  1983. 


pointments  to  all  obstetricians  practicing  in  the  area, 
then  admissions  could  be  coordinated.  Under  the  pro- 
posed system,  a physician  could  arrange  for  his  patient 
to  be  admitted  to  one  of  the  institutions  with  an  empty 
bed  when  other  institutions  were  experiencing  peak 
loads  in  the  obstetrics  department.  Each  hospital 
would  continue  to  be  responsible  for  determining  the 
qualifications  of  individual  members  of  the  medical 
staff  under  the  proposed  system. 

The  court  observed  that  the  proposal  for  multiple 
staff  appointments  would  pose  several  difficulties.  The 
patient  would  not  have  the  choice  of  hospital;  last- 
minute  switches  to  a hospital  that  the  patient  did  not 
prefer  might  have  a deleterious  effect  upon  her  health; 
and  the  preregistration  of  mothers  would  not  be  pos- 
sible except  on  an  interhospital,  cooperative  basis. 

The  court  upheld  the  hospital  governing  body's 
action  to  close  admissions  to  the  medical  staff  of  the  ob- 
stetrics department  until  more  beds  became  available, 
until  the  percentage  of  occupancy  was  reduced,  or  until 
there  were  staff  vacancies  for  any  reason.  The  plain- 
tiffs were  found  fully  qualified  and  could  be  granted 
medical  staff  privileges  as  soon  as  possible  under  the 
ruling. 

Guerrero  v.  Burlington  Countv  Memorial  Hospital, 
360  A. 2d  334  (1969) 

The  Supreme  Court  of  New  Jersey  upheld  the  deci- 
sion of  a hospital  board  of  trustees  to  deny  applications 
for  admission  to  the  medical  staff  for  surgical  privi- 
leges at  a satellite  facility  operating  under  the  spon- 
sorship of  the  hospital.  The  court  found  that  the  denial 
of  privileges  was  neither  arbitrary  nor  unreasonable 
where  it  was  motivated  by  an  unwillingness  of  the 
trustees  to  permit  the  quality  of  patient  care  at  the 
satellite  facility  to  deteriorate,  an  occurrence  deemed 
inevitable  if  the  limited  bed  capacity  were  overtaxed  by 
additional  surgical  cases. 

After  reviewing  plaintiffs'  applications,  and  follow- 
ing a hearing,  the  hospital  board  of  trustees  voted  to 
deny  the  applications.  In  arriving  at  this  decision,  the 
board  considered  the  size  of  the  satellite  facility;  the 
occupancy  rates  following  its  opening  as  contrasted 


VOLUME  47,  NO.  5 


287 


with  the  anticipated  occupancy  rate  of  60  percent;  the 
adequacy  of  the  surgical  coverage  at  the  facility;  the 
fact  that  an  increase  in  the  surgical  staff  would  lead  to 
an  increase  in  the  surgery  performed  at  the  institution; 
and  the  needs  of  the  community.  The  ratio  of  medical  to 
surgical  bed  occupancy  at  the  satellite  facility  was 
averaging  3 to  1 . The  board,  however,  did  agree  to  re- 
consider increasing  the  plaintiffs'  number  of  beds  at  the 
satellite  facility. 

Plaintiffs’  expert  proposed  that  the  problem  should 
be  solved  by  appointing  an  admission  officer  who  could 
assure  that  the  public  good  was  being  served  by  con- 
trolling admissions  to  the  satellite.  In  this  manner,  it 
was  proposed,  the  ratio  of  medical  to  surgical  cases 
should  remain  the  same  and  the  emergency  capability 
of  the  facility  would  not  be  over-taxed.  The  chairman  of 
the  surgical  department  at  the  satellite  facility  dis- 
agreed, believing  there  would  be  difficulty  if  the  admis- 
sion officer  would  have  to  deny  admission  to  emer- 
gency cases. 

The  court  found  that  the  hospital  board  of  trustees 
had  properly  exercised  its  discretion  in  denying  staff 
privileges  to  the  two  surgeons.  The  court  recognized 
that  medical  staff  privileges  are  essential  to  the  prac- 
tice of  a surgeon.  The  physician’s  needs  must  be  bal- 
anced with  the  needs  of  the  hospital  in  maintaining  the 
quality  of  the  patient  care  it  offers  to  the  community  it 
serves,  the  court  said.  The  role  of  the  court  is  to  de- 
termine whether  the  decision  made  by  the  hospital  was 
supported  by  substantial  credible  evidence  and  was 
neither  arbitrary  nor  capricious.  When  the  hospital  de- 
cision fulfills  these  requirements,  the  reviewing  court 
should  refrain  from  substituting  its  judgement  for  that 
of  the  hospital  authorities. 

The  New  Jersey  Supreme  Court  did  caution  that  the 
decision  in  this  case  should  not  be  construed  as  sug- 
gesting that  hospitals  may  routinely  deny  staff  privi- 
leges to  physicians  moving  into  an  area.  If  denial  of 
privileges  is  motivated  by  a desire  to  exclude  new- 
comers in  order  to  maintain  the  status  quo  of  the  cur- 
rent medical  staff  members,  this  should  not  be  tolerated 
by  the  judiciary.  The  power  of  hospitals  to  exclude  phy- 
sicians should  be  reasonably  and  lawfully  exercised  in 
furtherance  of  the  interests  of  both  the  public  and  the 
medical  profession. 

A strong  dissent  was  handed  down  by  one  justice 
who  would  have  found  the  action  of  the  hospital  board 
of  trustees  arbitrary. 

Walsky  v.  Pascack  Valley  Hospital,  367  A. 2d  1204 
(1976) 

A New  Jersey  Superior  Court  found  a hospital  mora- 
torium on  further  appointments  to  the  medical  staff  ar- 
bitrary and  capricious,  and  the  hospital  was  directed  to 
process  the  applications  of  the  two  physicians  who  filed 
the  suit.  The  hospital  was  a 242-bed,  private,  nonprofit 
corporation  serving  twenty  communities  in  the  north- 
east quadrant  of  Bergen  County. 

288 


In  1 970,  the  1 37  members  of  the  active  medical  staff 
asked  the  board  of  trustees  to  impose  a moratorium  on 
new  medical  staff  appointments  because  the  bed  occu- 
pancy rate  was  in  excess  of  96  percent.  The  hospital 
administrator  also  reported  to  the  board  that  the  occu- 
pancy rate  of  the  medical-surgical  beds  was  substanti- 
ally in  excess  of  that  recommended  by  the  New  Jersey 
Health  Care  Facilities  Council  and  the  U.S.  Public 
Health  Service  and  that  continued  overutilization  of 
beds  “would  be  dangerous  to  the  safety  and  welfare  of 
our  patients”  because  of  a “tendency  to  discharge  pa- 
tients earlier  than  warranted.” 

In  November  1 970,  the  board  of  trustees  adopted  a 
resolution  setting  a moratorium  on  appointments  of 
new  applicants  to  the  medical  staff  until  July  31,  1971, 
“excepting  where  limited  subspecialties  are  needed  . . . 
or  where  an  applicant  has  no  hospital  affiliation  to  take 
care  of  his  patients.”  The  resolution  also  provided  that 
the  situation  would  be  reevaluated  from  time  to  time  to 
ascertain  the  effect  of  the  moratorium  on  the  public, 
availability  of  beds,  percentage  of  occupancy,  and  staf- 
fing vacancies.  The  moratorium  resolution  was  renewed 
from  year  to  year  and  was  in  effect  at  the  time  that  the 
suit  was  filed. 

Under  the  moratorium,  each  new  applicant  to  the 
hospital  medical  staff  was  required  to  sign  a statement 
acknowledging  that  he  had  read  and  understood  the 
moratorium  resolution  and  had  to  further  agree  that  “if 
appointed  to  the  medical  staff  I . . . will  not  seek  or  ac- 
cept appointment  to  any  other  hospital  medical  staff.” 
Following  enactment  of  the  moratorium,  the  hospital 
occupancy  rate  continued  above  98  percent. 

At  the  time  of  the  suit,  67  physicians  had  been  ad- 
mitted to  the  medical  staff,  and  1 7 physicians  had  been 
denied  admission  since  adoption  of  the  moratorium. 
The  applicants  accepted  either  had  a limited  subspecial- 
ty needed  by  the  hospital  or  had  no  other  hospital  affili- 
ation. The  medical  staff  numbered  143  members  and 
26  consultants  at  the  time  of  the  litigation. 

The  court  found  that  the  hospital  board  of  trustees 
acted  in  good  faith  in  adopting  the  moratorium  and  that 
the  action  “had  at  least  a veneer  of  reasonableness.” 
The  court,  however,  found  that  a moratorium  on  staff 
appointments  cannot  alleviate  bed  occupancy  prob- 
lems where  the  population  of  the  service  area  is  under- 
going a significant  increase.  The  experience  of  the  hos- 
pital following  adoption  of  the  moratorium  was  found 
by  the  court  to  demonstrate  that  closing  staff  appoint- 
ments was  not  a workable  solution  to  the  bed  occu- 
pancy problem. 

The  court  also  considered  the  impact  of  the  hospital 
moratorium  on  the  health  planning  goals  of  the  region. 
The  court  noted  that  the  hospital  had  received  a certi- 
ficate of  need  to  expand  its  facilities,  and  the  moratori- 
um directly  affected  the  ability  of  the  physicians  in  the 
area  to  satisfy  the  needs  of  their  patients  at  hospitals 
where  they  were  affiliated,  since  the  opportunity  for  ex- 
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pansion  of  other  hospitals  in  the  region  has  been  dimin- 
ished. 

The  court  found  no  credible  evidence  that  the  con- 
tinuation of  the  moratorium  could  in  any  way  contri- 
bute toward  the  primary  goal  of  a hospital:  namely,  to 
maintain  the  quality  of  patient  care  it  provides  to  those 
in  need.  The  court  found  the  continuation  of  the  mora- 
torium in  light  of  history  to  be  arbitrary  and  capricious 
exercise  of  discretion  by  the  board  of  trustees.  The 
moratorium  was  also  applied  discriminately  and  fur- 
thered the  economic  interests  of  physicians  on  the  staff 
when  it  was  in  effect. 

In  the  Interpretation  of  Medical  Staff  Standard  I,  the 
JCAH  Accreditation  Manual  for  Hospitals,  1983 
Edition,  includes  the  following  statement: 

“In  evaluating  the  applicant’s  eligibility  for  medical 
staff  membership,  consideration  should  be  given  to 
the  ability  of  the  hospital  to  provide  adequate  facili- 
ties and  supportive  services  for  the  applicant  and  his 
patients,  and  to  the  patient  care  requirement  for 
additional  staff  members  with  the  applicant’s  skills 
and  training.” 

Some  hospital  consultants  are  advising  hospital 
governing  boards  on  the  actions  that  should  be  taken 
and  the  support  needed  to  close  the  acceptance  of  medi- 
cal staff  applications  for  privileges  in  one  or  more  clini- 
cal departments.  The  advice  being  provided  recom- 
mends: 

1 . That  only  the  governing  board  has  the  authority 
to  adopt  a resolution  to  close  the  staff,  in  one  or 
more  clinical  departments; 

2.  That  the  resolution  must  be  reviewed  periodi- 
cally and  revised  as  needed; 

3.  That  the  resolution  should  include  substantiation 
of  the  occupancy  rate  in  the  department  to  be 
closed; 

4.  That  applicants  for  privileges  in  the  clinical  de- 
partment should  be  informed  that  their  applica- 
tions will  be  considered  as  soon  as  there  is  a 
change  in  the  bed  occupancy  rate  or  an  opening 
on  the  medical  staff  in  the  clinical  department; 

5.  That  the  governing  board  should  be  furnished  re- 
ports on  a regular  basis  of  the  changes  in  the  occu- 
pancy rates  in  each  of  the  clinical  departments  of 
the  hospital. 

These  same  hospital  consultants  are  also  advising 
governing  boards  to  develop  plans  in  order  to  anticipate 
the  needs  for  physicians  in  the  various  specialties.  The 
plans  are  designed  to  enable  governing  boards  to  mesh 
equipment  acquisitions,  technology  developments,  and 
needs  for  the  various  specialties  to  provide  services  in 
the  hospital. 


CLASSIFIED 


CLASSIFIED  ADVERTISING  RATES 

$40.00  for  25  words  or  less;  50  cents  for  each  additional 
word. 

$3.00  per  insertion  for  confidential  answers  sent  in  care  of 
CONNECTICUT  MEDICINE.  Payable  in  advance. 

No  agency  commission  on  classified  advertising. 

Closing  date:  Copy  must  be  received  by  the  first  day  of  month 
preceding  month  of  issue. 


OFFICE  SPACE  in  small  professional  building,  center  of  Wethers- 
field— 1 .000,  2.000  or  3,000  sq.  ft.  Ample  parking.  Lab  in  building. 
Near  1-91,  less  than  10  minutes  in  to  Hartford.  Call  (203)  5 63-2866. 


PROFESSIONAL  OFFICE  condominiums  for  sale  or  lease.  New 
construction,  excellent  growth  areas;  Bethel,  Newtown,  and  Dan- 
bury, CT.  Write  or  call  Ron  Maxwell,  McCulloch  Realtors,  Dittmar 
Road,  W.  Redding,  CT  06896.  (203)  743-3700. 


COLLECTIONS  BY  ATTORNEY.  For  amounts  $150.00  to 
$1 ,000.00,  fee  is  33%.  For  amounts  over  $1 ,000.00,  fee  is  $333.00 
plus  25%  of  excess.  Under  $150.00  on  request  Court  costs  and 
sheriff  s fees  extra.  Attorney  Ronald  A.  Stone,  22  Trumbull  Street, 
New  Haven,  CT  06511.  Phone  777-7477. 


MEDICAL  DIRECTOR 

The  Masonic  Charity  Foundation  is  seeking 
an  individual  who  is  Board  certified  in  Internal 
Medicine  to  fill  the  position  of  Medical  Director. 
The  candidate  we  seek  must  have  proven 
dedication  togeriatrics  overa  number  of  years 
and  will  direct  and  coordinate  all  medical  disci- 
plines to  insure  a holistic  approach  to  the 
quality  of  life  of  geriatric  patients.  The  Masonic 
Charity  Foundation  presently  operates  600 
long-term  beds  in  two  separate  locations  and 
is  in  the  process  of  adding  500  beds  plus 
elderly  housing  units  in  other  areas  of  Con- 
necticut. This  opportunity  offers  the  successful 
candidate  the  challenges  of  dynamic  growth, 
teaching  affiliations  and  research  along  with 
the  interaction  with  clinical  professionals  that 
insures  the  health,  comfort  and  sense  of  well- 
being for  the  elderly.  Salary  and  other  condi- 
tions of  employment  are  fully  negotiable.  To 
apply  send  resume  to: 

Mr.  Edgar  G.  Kilby,  Executive  Director 
MASONIC  CHARITY  FOUNDATION 
OF  CONNECTICUT 
P.O.  Box  70,  Masonic  Avenue 
Wallingford,  CT  06492 


VOLUME  47,  NO.  5 


289 


DESCO  MEDICAL  SYSTEMS 


★ What  does  DESCO  offer  your  practice?  ★ 

A)  Hardware  — Cado  Computers  E)  Hot  Line  Support 

B)  Software—  F)  Field  Engineering  Support 


Medical  Management  Programs  G)  Programming  Support 

C)  Classroom  Education  H)  Documentation/Instructions 

D)  On  Site  Training  I)  Program  Archives 

Why  are  there  over  600  Desco  Users  in 
Connecticut  and  Western  Massachusetts? 

SERVICE  and  SUPPORT  from  ONE  Company 

For  Further  Information  . . . Contact 
Desco  Data  Systems 
4 New  Park  Road 


Life-Long  Learning 


ROBERT  L.  SMITH,  M.  D. 


Physicians  may  perceive  the  necessity  for  life-long 
learning  more  clearly  than  any  other  profession. 

The  term,  life-long  learning,  surfaces  much  more 
frequently  in  discussions  of  continuing  medical  edu- 
cation than  in  undergraduate  or  post-graduate  medical 
education  deliberations.  Perhaps  this  is  because,  in  the 
normal  career  of  a physician,  more  years  are  spanned 
by  the  CME  phase  than  by  the  undergraduate  and  post- 
graduate phases. 

Life-long  learning  is  far  more  than  the  acquisition  of 
knowledge  during  the  three  periods  of  medical  educa- 
tion. Life-long  learning  is  self-discipline  of  activities  as 
a student,  resident,  and  practitioner  so  that  competence 
and  performance  are  being  evaluated  continually, 
deficiencies  are  being  identified,  and  educational  and 
other  activities  are  being  planned  and  implemented  to 
correct  deficiencies;  then  being  reevaluated  to  see  if  the 
deficiencies  have  been  corrected.  The  basis  for  life- 
long learning  is  this  paradigm  of  evaluation,  assess- 
ment of  deficiencies,  education  and  reevaluation  repeat- 
ed over  and  over  again  in  thousands  of  circumstances. 

The  undergraduate  has  a lot  of  help  from  his 
instructors  in  evaluation  of  his  knowledge  and  com- 
petence through  periodic  examinations.  Evaluation  in 
the  first  two  years  of  medical  school  is  primarily 
knowledge  evaluation.  The  next  two  years  and  through 
residency,  performance  evaluations  take  priority. 
Knowledge,  competence,  and  performance  are  eval- 
uated by  specialty  Boards  prior  to  certification. 

After  World  War  II.  many  physicians  whose  prac- 
tices had  been  interrupted  for  several  years  felt  the  need 
for  refresher  education  in  reestablishment  of  their 
practices.  It  was  at  this  time  that  continuing  medical 
education  got  a big  boost.  Continuing  medical  edu- 
cation programs  sprang  up  in  medical  schools  and  large 
hospitals.  Some  entrepreneurs  even  incorporated  CME 
in  vacation  packages. 


ROBERT  L.  SMITH.  M.  D.,  Assistant  Dean  Office  of  Continu- 
ing Medical  Education  School  of  Medicine.  West  Virginia  Univer- 
sity, Medical  Center,  Morgantown,  W.V. 

This  article  is  from  the  AMA  Continuing  Medical  Education 
Newsletter,  May  1982,  Vol  XI,  No.  5. 


In  1955,  the  American  Medical  Association  ap- 
proved a "Guide  Regarding  Objectives  and  Basic 
Principles  of  CME  Programs,"  and  in  1964,  a formal 
plan  of  accrediting  institutions  providing  continuing 
medical  education  was  adopted  by  the  House  of 
Delegates  of  the  AMA.  Even  allowing  for  some 
duplication,  there  are  over  2,000  institutions  and 
agencies  listed  in  the  August  4,  1981  issue  of  the 
Journal  of  the  American  Medical  Association  that  are 
accredited  to  sponsor  Category  1 creditable  CME. 

In  1 969,  the  AMA  developed  its  Physician's  Recog- 
nition Award,  granted  to  physicians  as  a recognition  for 
accumulating  150  hours  of  CME  credit  over  a three- 
year  period.  This  voluntary  program  continued  to  grow 
from  14,795  Physician  Recognition  Awards  issued  in 
1969-70  to  37,568  issued  in  1980-81,  at  which  time 
there  were  105,077  physicians  holding  PRA's,  those 
issued  between  1977  and  1980. 1 

Until  about  1969,  most  of  the  activity  in  CME  had 
been  stimulated  by  the  physician  desiring  to  "keep  up" 
in  medicine  and  he  voluntarily  incorporated  CME  into 
his/her  life-long  learning  activities.  Increasingly,  out- 
side pressures  for  evaluation  of  competence  of  practic- 
ing physicians  were  building  up. 

It  has  been  postulated  that  the  most  important  reason 
for  public  demand  for  competence  evaluation  of  pract- 
icing physicians  was  the  disappearance  of  the  "medical 
mystique,"  whose  end  began  as  the  post-Flexner  era 
brought  more  science  to  medicine.  Physicians  began  to 
be  perceived  as  health  care  scientists. 

Then  we  moved  into  the  decade  of  the  1960's  when 
everyone  began  to  "let  it  all  hangout"  and  "tell  it  like  it 
is.”  An  enlightened  public  asked  the  question,  "How 
can  we  be  sure  that  the  health  care  scientist  is  keeping 
up  with  all  the  advances  that  are  being  made?" 

In  response,  an  ill-advised  assumption  was  made.  It 
was  assumed  that  since  physicians  participate  in  CME 
programs  to  maintain  their  knowledge  and  skills,  if  we 
know  who  is  so  participating,  then  we  will  know  who  is 
“keeping  up."  Another  ill-advised  leap  equated  "keep- 
ing up”  with  competence,  and  even  perhaps,  perfor- 
mance so  State  legislatures  were  encouraged  to  man- 
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date  a number  of  hours  of  CME  a year  as  necessary  for 
reregistration  of  license  to  practice  medicine.  Medical 
societies  in  several  states,  not  to  be  out-done,  began  to 
require  formal  CME  credit  as  a prerequisite  for  mem- 
bership (following  Oregon  State  Medical  Association’s 
CME  requirement  for  membership  which  predated  all 
Medical  Association’s  CME  requirement  for  member- 
ship which  predated  all  Medical  Association  require- 
ments for  mandatory  CME). 

As  of  December  1981, 21  states  required  CME  for 
reregistration  of  license  to  practice  medicine  (not 
implemented  in  three  states),  1 7 state  medical  societies 
had  a requirement  for  CME  for  membership,  and  six 
medical  specialty  societies  required  a certain  number 
of  formal  CME  credit  hours  for  membership. 2 

Category  1 AMA  Physician  Recognition  Award 
credit  has  become  the  unit  of  exchange  for  most  of  these 
mandated  credit  hours.2  Continuing  medical  educa- 
tional activities  conducted  by  institutions  surveyed  by 
the  Accreditation  Council  for  Continuing  Medical 
Education  (the  former  LCCME)  and  found  to  have 
acceptable  resources,  can  award  hour-for-hour  Cate- 
gory 1 credit.  A minimum  of  60  hours  of  the  150 
required  over  a three-year  period  for  a Physician’s 
Recognition  Award  must  be  in  Category  1 . Other  cate- 
gories are: 

Category  2 — those  activities  with  non- accredited 
sponsorship 

Category  3 — medical  teaching 

Category  4 — articles,  publications,  books  and 
exhibits 

Category  5 — Non-supervised  continuing  medical 
education 

Category  6 — other  meritorious  learning  experiences 

A very  insecure  structure  has  been  erected,  a struc- 
ture embracing  assurance  of  knowledge,  competence, 
and  performance,  on  a shaky  foundation  of  continuing 
medical  education  of  the  Category  1 type. 

Surely  there  is  an  association  among  these  attri- 
butes— knowledge,  competence,  and  performance.  Both 
competence  and  performance  require  knowledge.  But 
merely  possessing  the  knowledge  and  competence  does 
not  guarantee  optimum  performance  which,  in  the  final 
analysis,  is  the  physician’s  contribution  to  a healthy 
patient,  (although  his  contribution,  as  excellent  as  it 
may  be,  does  not  necessarily  assure  a healthy  patient). 

The  whole  structure  is  built  on  assumptions.  It  is  as- 
sumed that  a physician  attending  20  hours  of  Category 


292 


1 credited  programs  a year  will  add  to  his  knowl- 
edge-unproved. It  is  assumed  that  competence  begets 
optimal  performance — not  always.  It  is  assumed  that 
optimal  physician  performance  assures  an  optimal 
treatment  outcome — not  true  because  of  the  patient’s 
significant  role  in  determining  the  outcome. 

Because  of  the  nature  of  the  practice  of  medicine,  it  is 
axiomatic  that  the  competently  performing  physician, 
the  one  who  is  making  the  greatest  possible  contribu- 
tion to  the  patient’s  health,  is  a life-long  learner.  Such 
life-long  learning  is  not  restricted  to  medical  knowledge 
per  se;  it  also  embraces  the  maturation  of  wisdom  in 
interpersonal  relationships. 

Life-long  learning  defies  measurement  and  quantifi- 
cation. It  is  a discipline  that  the  competently  perform- 
ing physician  has  built  into  his/her  personality  and 
character.  It  is  a habit  of  questioning  performance, 
identifying  problem  or  deficiency  areas,  planning  and 
implementing  activities  to  remedy  the  deficiencies  and 
reevaluating! 

To  be  sure,  the  life-long  learning  habit  might 
beneficially  utilize  Category  1 CME  programs  as 
resources  for  remedial  education,  but  such  programs 
can  be  only  a small  part  of  the  true  life-long  learner’s 
continuing  medical  education.  Attendance  at  Category 
1 CME  programs  is  not  irrefutable  evidence  that  a 
physician  is  a life-long  learner,  and  is  in  no  way  the 
measure  of  the  man  or  woman  as  a competently  per- 
forming physician. 

If  the  physician  maintains  a high  level  of  competence 
and  performance  in  his/her  practice,  we  can  be  assured 
that  his/her  life-long  learning  is  alive  and  well,  and 
there  is  no  need  to  count  “Brownie  Points.” 

Medical  school  offices  of  Continuing  Medical  Edu- 
cation should  be  concerned  with  fostering  life-long 
learning  principles  in  students  of  medicine,  be  they 
undergraduate,  post-graduate,  or  in  that  extended 
period  of  a physician's  career  traditionally  covered  by 
“Continuing  Medical  Education.” 

The  traditional  Category  1 type  course  or  activity  is 
valid  for  a physician  only  to  the  extent  that  it  meets  a 
need  in  his/her  life-long  learning  program. 
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State  Health  Legislation  Report 

Selected  Highlights  of  Recently  Enacted  State  Legislation 


AMERICAN  MEDICAL  ASSOCIATION 


Brain  Death 

Wisconsin  and  Ohio  have  enacted  determination  of 
death  laws. 

Wisconsin’s  law  enacts  verbatim  the  “Uniform  Deter- 
mination of  Death  Act,”  drafted  by  the  AMA,  American 
Bar  Association  and  National  Conference  of  Commis- 
sioners on  Uniform  State  Laws.  The  Act  states: 

“An  individual  who  has  sustained  either  irreversible 
cessation  of  circulatory  and  respiratory  functions  or 
irreversible  cessation  of  all  functions  of  the  entire 
brain,  including  the  brain  stem,  is  dead.  A deter- 
mination of  death  shall  be  made  in  accordance  with 
accepted  medical  standards.”  (S.B.  327) 

Ohio’s  law  is  very  similar,  encompassing  all  of  the 
language  of  the  AMA-ABA-NCCUSL  model  bill.  The 
Ohio  law  additionally  provides,  however,  that  “if  the 
respiratory  and  circulatory  functions  of  a person  are  being 
artificially  sustained,  under  accepted  medical  standards  a 
determination  that  death  has  occurred  is  made  by  a physi- 
cian by  observing  and  conducting  a test  to  determine  that 
the  irreversible  cessation  of  all  functions  of  the  brain  has 
occurred.”  (emphasis  added).  The  statute  exempts  a 
physician  making  such  a determination  from  liability  for 
damages  in  any  civil  action  and  from  prosecution  in  any 
criminal  proceeding  for  his  acts  or  the  acts  of  others  based 
on  that  determination.  (S.B.  98) 

Six  states,  plus  the  District  of  Columbia,  have  now 
enacted  the  AMA-ABA-NCCUSL  model  bill. 


Cancer 

Unconventional  Therapies 

Two  states  have  enacted  legislation  authorizing  the  use 
of  “unconventional”  therapies  in  the  treatment  of  cancer, 
pursuant  to  special  state  regulation. 
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The  Oklahoma  law  is  entitled  the  “Immuno- 
Augmentative  Therapy  Act.”  Immuno-Augmentative 
Therapy  (I.A.T.)  is  defined  as  “treatment  for  any  malig- 
nancy, disease,  illness  or  physical  condition  which  in- 
volves a complex  balancing  of  immunological  agents 
designed  to  restore  the  body’s  natural  immunity  to  a 
disease.” 

The  Act  provides  that  a hospital  may  not  restrict  the  use 
of  I.A.T.  or  I.A.T.  blood  fractions  (defined  as  any  prepa- 
ration of  human  blood  used  in  I.A.T.)  as  an  adjunct  to 
recognized,  customary  or  accepted  modes  of  therapy  or 
by  itself  in  the  treatment  of  any  physical  condition  when  it 
is  prescribed  or  administered  by  a physician,  and  when 
the  patient  has  signed  an  informed  request  required  by  the 
Act.  Physicians  using  I.A.T.  are  not  subject  to  disciplin- 
ary action  when  they  comply  with  the  Act  unless  negli- 
gence is  present  in  the  diagnosis,  care  and  treatment  of  the 
patient. 

The  informed  request  form  is  to  be  prepared  by  the 
State  Board  of  Health  and  is  to  be  signed  by  the  patient 
and  the  attending  physician.  In  addition  to  other  informa- 
tion, the  form  is  to  include  a statement  that  the  physician 
has  explained  to  the  patient  that:  (a)  I.A.T.  blood  frac- 
tions have  not  been  approved  as  a preventative,  treatment 
or  cure  for  any  malignancy,  disease,  illness  or  physical 
condition  by  the  federal  Food  and  Drug  Administration 
and  that  federal  law  prohibits  the  interstate  distribution  of 
an  “unapproved  new  drug”;  (b)  neither  the  American 
Cancer  Society,  the  American  Medical  Association,  or 
the  Oklahoma  State  Medical  Association  recommends  the 
use  of  I.A.T.  or  I.A.T.  blood  fractions  in  the  treatment  of 
any  malignancy,  disease,  illness  or  physical  condition;  (c) 
there  are  alternative,  recognized  treatments  for  the  malig- 
nancy, disease,  illness  or  physical  condition  from  which 
the  patient  suffers  which  the  physician  has  offered  to 
provide  the  patient,  and  a description  of  those  treatments. 
The  form  also  gives  authorization  to  the  State  Board  of 
Health  to  monitor  the  patient’s  progress  while  receiving 
I.A.T.  treatment. 
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The  Act  provides  that  the  State  Board  of  Health  shall 
prepare  annual  reports  on  I.A.T.  treatment  to  be  submit- 
ted to  the  governor.  I.A.T.  blood  fractions  may  be  deli- 
vered or  sold  only  pursuant  to  a prescription  issued  by  a 
physician.  Containers  of  I.A.T.  blood  fractions  must  be 
labeled  with  a statement  that  the  substance  is  not  F.D.A. 
approved. 

The  State  Board  of  Health  is  to  set  minimum  standards 
for  manufacturers  of  I.A.T.  blood  fractions,  to  license 
manufacturers  who  are  in  compliance  with  the  standards, 
and  to  conduct  periodic  inspections  of  facilities  where 
I.A.T.  blood  fractions  are  manufactured.  (H.B.  1633) 

A related  Florida  law  was  enacted  over  the  Governor’s 
veto,  the  veto  having  been  urged  by  the  Florida  Medical 
Association.  The  law  amends  the  Controlled  Substances 
Therapeutic  Research  Act  to  allow  certain  unconventional 
therapies  for  the  detection  and  treatment  of  cancer  to  be 
made  available  under  strictly  controlled  circumstances. 

“Unconventional  therapies’’  is  defined  as  “any 
method  used  for  the  control  or  cure  of  cancer  which  has 
not  been  approved  by  the  federal  Food  and  Drug  Adminis- 
tration for  human  use”  except  that  until  July  1 , 1982,  the 
definition  shall  be  “the  use  of  human  blood  fractions  for 
the  control  or  cure  of  cancer.”  (The  statute  appears  to 
assume  — erroneously  — that  FDA  approves  “methods” 
of  treatment  for  illness.) 

Use  of  unconventional  therapies  is  to  be  regulated 
pursuant  to  the  program  administered  by  the  Department 
of  Health  and  Rehabilitative  Services  (Department)  which 
provides  for  research  on  the  use  of  cannabis  (THC)  for 
chemotherapy  and  galucoma  patients.  The  Patient  Qual- 
ification Review  Board  is  to  review  applicants  for  the 
program,  and  to  review  and  approve  research  protocols 
for  use  of  unconventional  therapies.  Protocols  are  to  in- 
clude reporting  of  information  on  diagnosis,  stage  of 
disease,  medical  history,  laboratory  data,  tissue  diagno- 
sis, other  methods  of  treatment  and  follow-up  data  on 
each  cancer  patient  receiving  treatment.  The  Patient  Qual- 
ification Review  Board  is  also  to  specify  the  management 
of  distribution  of  materials  and  information  needed  for 
unconventional  therapies. 

Any  material  used  in  unconventional  therapies  must  be 
clearly  marked  “For  investigational  use  only.”  Before 
prescribing  or  administering  materials  for  unconventional 
therapies,  the  physician  must  inform  the  patient  in  writing 
(a)  of  any  alternative  method  of  treatment  and  any  com- 
plication, side  effect  or  probable  result  of  undergoing 
such  treatment;  and  (b)  that  materials  for  unconventional 
therapies  are  not  approved  as  a treatment  or  cure  for 
cancer  by  the  federal  Food  and  Drug  Administration. 

Any  patient  requesting  unconventional  therapies  must 
sign  a written  statement  releasing  from  liability  the  pre- 
scribing physician  and  the  hospital  or  health  facility  at 
which  the  substance  is  to  be  administered. 

The  Department  is  to  set  minimum  standards  for  facili- 
ties used  to  manufacture,  store,  or  dispense  materials  for 
unconventional  therapies  and  is  to  inspect  such  facilities 
at  least  annually  and  may  inspect  any  materials  used  in 


preparing,  compounding,  processing,  and  packaging 
materials  for  unconventional  therapies.  The  Department 
shall  license  manufacturers  who  meet  those  standards. 
(H.B.  747) 


Hospital  Licensure 

South  Dakota  law  now  provides  that  licensed  hospitals 
surveyed  and  accredited  under  the  standards  of  the  hospi- 
tal accreditation  program  of  the  Joint  Commission  on 
Accreditation  of  Hospitals  are  not  subject  to  the  statutory 
provisions  requiring  periodic  inspection  by  a representa- 
tive of  the  Department  of  Health.  To  qualify  for  this 
exemption,  the  hospital  must  submit  to  the  Department  of 
Health  “within  a reasonable  time  copies  of  its  currently 
valid  accreditation  certificate  and  accreditation  letter, 
together  with  accompanying  recommendations  and  com- 
ments and  any  further  recommendations,  progress  reports 
and  correspondence  directly  related  to  the  accreditation.” 
The  Department  of  Health,  however,  retains  the  right:  ( 1 ) 
to  inspect  all  licensed  hospitals  to  determine  compliance 
with  rules  and  regulations  concerning  sanitary  and  safe 
conditions;  cleanliness  of  operation;  and  fire  safety  and 
construction;  and  (2)  to  investigate  complaints  or  to  fol- 
low through  on  corrective  measures  related  to  deficiencies 
identified  by  the  joint  commission  survey  process  which 
are  in  conflict  with  state  law  or  regulations  promulgated 
thereunder.  (H.B.  1084) 

A similar  Tennessee  statute  provides  that: 

”[A]11  hospitals  and  nursing  homes  licensed  by  the 
department  of  public  health  which  have  obtained 
accreditation  from  the  Joint  Commission  on  Accre- 
ditation of  Hospitals  shall  be  subject  to  inspections 
by  the  department . . . only  in  years  in  which  inspec- 
tion surveys  for  such  accreditation  do  not  occur.  In 
order  to  be  issued  a license  by  the  department,  such 
hospitals  or  nursing  homes  shall  be  required  to 
annually  remit  the  statutory  licensing  fees  and  a copy 
of  a letter  of  current  accreditation  and  accompanying 
report  from  the  Joint  Commission  on  Accreditation 
of  Hospitals.”  (H.B.  1978) 


Mandatory  Reporting 

Impaired  Physicians 

Maine  has  recently  amended  its  Medical  Practice  Act  to 
repeal  the  section  of  that  Act  which  required  the  reporting 
by  a physician  (M.D.)  of  treatment  of  another  physician 
for  addiction  to  alcohol  or  drugs  in  any  form  or  for  mental 
illness.  Prior  to  amendment,  physicians  were  required  to 
report  the  treatment  and  the  name  of  the  individual  to  the 
Secretary  of  the  Board  of  Registration  in  Medicine  “on 
the  next  regular  working  day,”  with  failure  to  so  report 
constituting  grounds  for  suspension  of  the  treating  physi- 
cian’s license  to  practice  medicine  for  up  to  6 months. 
(S.B.  830) 
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Agent  Orange 

A recent  Oklahoma  law  requires  that  “a  physician  or 
other  qualified  health  care  professional  who  has  primary 
responsibility  for  treating  a veteran  who  believes  the 
veteran  may  have  been  exposed  to  chemical  defoliants  or 
herbicides  or  other  causative  agents,  including  agent 
orange,  while  serving  in  the  Armed  Forces  of  the  United 
States,  shall,  at  the  request  of  the  veteran,  submit  a report 
to  the  State  Department  of  Health."  The  law  requires 
such  reporting  by  hospitals  or  medical  facilities  treating 
the  veteran,  in  cases  where  there  is  no  physician  or  other 
qualified  health  care  professional  having  primary  respon- 
sibility for  treating  the  veteran. 

The  report  submitted  to  the  Department  of  Health,  on 
forms  provided  by  the  Department,  is  to  contain  the 
following  information: 

1 . symptoms  of  the  veteran  which  may  be  related  to 
exposure  to  chemical  defoliants  or  herbicides  or 
other  causative  agents,  including  agent  orange; 

2.  diagnoses  of  the  veteran; 

3.  methods  of  treatment  prescribed.  (H.B.  1492) 


Nurse  Practitioners 

Florida  has  recently  enacted  a law  addressing  the  pro- 
fessional relationship  between  physicians  and  physician's 
assistants,  emergency  medical  technicians  and  advanced 
registered  nurse  practitioners. 

The  law  requires  physicians  to  submit  to  the  State 
Board  of  Medical  Examiners  notice  of  entrance  into  a 
formal  supervisory  relationship  or  standing  orders  with  a 
physician’s  assistant  or  an  emergency  medical  technician 
or  into  an  established  protocol  with  an  advanced  reg- 
istered nurse  practitioner,  when  any  such  protocol,  stand- 
ing orders  or  formal  supervisory  relationship  contem- 
plates the  performance  of  medical  acts  by  the  supervised 
individual.  It  specifies  that  the  notice  "shall  be  filed 
within  30  days  of  entering  into  the  relationship."  It  also 
requires  physicians  to  give  notice  to  the  Board  within  30 
days  after  termination  of  any  such  relationship. 

A joint  committee  (composed  of  three  members  of  the 
Board  of  Medical  Examiners,  three  members  of  the  State 
Board  of  Nursing  and  the  Secretary  of  the  Department  of 
Professional  Regulation)  "shall  determine  minimum 
standards  for  the  content  of  established  protocols  pursuant 
to  which  an  advanced  registered  nurse  practitioner  may 
perform  medical  acts  identified  and  approved  by  it  . . . 
and  minimum  standards  for  physician  supervision  for 
such  acts.  . . . Such  standards  shall  be  based  on  risk  to 
the  patient  and  acceptable  standards  of  medical  care  and 
shall  take  into  account  the  special  problems  of  medically 
underserved  areas." 

The  law  also  amends  the  Florida  Medical  Practice  Act 
regarding  grounds  for  disciplinary  action  against  a physi- 
cian to  add  "failing  to  adequately  supervise  the  activities 
of  those  physician’s  assistants,  emergency  medical  tech- 
nicians, or  advanced  registered  nurse  practitioners  acting 
under  the  supervision  of  the  physician.” 
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The  law  takes  effect  on  July  1,  1982.  (H.B.  239) 

Citing  its  intent  "to  provide  for  expanded  health  deliv- 
ery services  and  to  provide  for  some  reduction  of  the  cost 
of  medical  services  where  possible,"  the  Mississippi 
legislature  recently  enacted  a law  providing  insurance 
reimbursement  to  nurse  practitioners. 

Specifically,  the  law  provides  that  "whenever  any  poli- 
cy of  insurance  or  any  medical  service  plan  or  hospital 
service  contract  or  hospital  and  medical  service  contract 
issued  in  this  state  provides  for  reimbursement  for  any 
service  which  is  within  the  lawful  scope  of  practice  of  a 
duly  certified  nurse  practitioner  working  under  the  super- 
vision of  a duly  licensed  physician  ...  the  insured  or 
other  person  entitled  to  benefits  under  such  policy  shall  be 
entitled  to  reimbursement  for  such  services,  whether  such 
services  are  performed  by  a duly  licensed  physician  or  by 
a duly  certified  nurse  practitioner  working  under  the  su- 
pervision of  a duly  licensed  physician,  notwithstanding 
any  provision  to  the  contrary  in  any  statute  or  in  such 
policy,  plan  or  contract." 

The  law,  by  its  terms,  is  repealed  as  of  July  1,  1984. 
(H.B. 72) 


Physician’s  Assistants 

Recent  Maine  legislation  amends  the  law  to  permit 
registered  physician's  assistants,  acting  at  the  request  of 
law  enforcement  officers,  to  draw  blood  specimens  for 
the  purpose  of  determining  the  blood-alcohol  level  of  a 
person  alleged  to  be  driving  under  the  influence  of  alcohol 
who  has  consented  to  a blood  test.  Prior  to  amendment, 
only  "duly  licensed  physicians,  registered  nurses  or  per- 
sons certified  by  the  Department  of  Human  Services 
under  certification  standards  to  be  set  by  that  Depart- 
ment,” were  so  authorized  to  draw  blood  specimens.  The 
law  also  extends  immunity  from  liability  in  damages  or 
otherwise  for  "any  act  done  or  omitted  to  be  done  in 
performing  the  act  of  collecting  or  withdrawing  speci- 
mens of  blood  . . ."to  physician’s  assistants  exercising 
"due  care"  (as  it  previously  had  to  physicians,  nurses  and 
other  persons  certified  by  the  Department  of  Human  Ser- 
vices). (H.B.  2028) 


Podiatry 

Hospital  Staff  Privileges 

Arizona  has  recently  enacted  legislation  relating  to 
hospital  staff  privileges  for  podiatrists. 

Specifically,  the  law  requires  hospital  governing 
boards  to  "provide  for  the  use  of  the  health  care  institu- 
tion by,  and  staff  privileges  for,  duly  licensed  podiatrists 
subject  to  nondiscriminatory  rules  and  regulations  gov- 
erning the  use  or  privileges  established  by  the  governing 
board  and  medical  staff  (for  M.D.s,  osteopaths  and 
dentists).”  (H.B.  2175) 
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Wrongful  life  and  Wrongful  Birth  Suits 

A Minnesota  law,  enacted  March  22,  1982,  prohibits 
the  tort  actions  of  “wrongful  life”  and  “wrongful  birth.” 
Wrongful  life  actions  are  prohibited  in  the  following 
language: 

“No  person  shall  maintain  a cause  of  action  or  re- 
ceive an  award  of  damages  on  behalf  of  himself 
based  on  the  claim  that  but  for  the  negligent  conduct 
of  another,  he  would  have  been  aborted.” 

Wrongful  birth  actions  are  prohibited  as  follows: 

“No  person  shall  maintain  a cause  of  action  or  re- 
ceive an  award  of  damages  on  the  claim  that  but  for 
the  negligent  conduct  of  another,  a child  would  have 
been  aborted.” 

The  statute  goes  on  to  state,  however,  that  nothing 
contained  therein  shall  be  construed  to  preclude  a cause  of 
action  based  upon  the  failure  of  a contraceptive  method  or 
the  failure  of  a sterilization  procedure.  (H.B.  1532) 

A similar,  though  more  limited,  piece  of  legislation 
was  enacted  last  September  in  California.  It  provides  that 
”[n]o  cause  of  action  arises  against  a parent  of  a child 
based  upon  the  claim  that  the  child  should  not  have  been 
conceived  or,  if  conceived,  should  not  have  been  allowed 
to  have  been  bom  alive.”  The  Calitomia  law  was  passed 
following  an  appeal  court  decision  which  held  that  a child 
afflicted  with  a genetic  disorder  had  a cause  ot  action  for 
damages  based  on  her  birth  where  her  disorder  was  pro- 
ximately  caused  by  the  negligent  failure  of  a laboratory, 
which  conducted  genetic  tests  on  the  girl's  parents,  to 
inform  her  parents  that  they  were  carriers  of  the  genetic- 
disorder.  (A.B.  267) 

Both  pieces  of  legislation  contain  a provison  that  the 
failure  or  refusal  to  have  an  abortion  shall  not  be  a detense 
in  any  action  against  a third  party  and  shall  not  be  consi- 
dered in  awarding  damages  in  an  action  against  a third 
party. 


IN  MEMORIAM 


DARROW,  JOHN  E„  Tufts  Medical  School,  1928. 
Dr.  Darrow  was  a general  practitioner  in  the  Hartford 
area  since  1 930.  He  was  a Fellow  ofthe  American  Col- 
lege of  Surgeons  and  was  a member  of  the  Hartford 
County  Medical  Association,  the  Connecticut  State 
Medical  Society  and  the  American  Medical  Association. 
Dr.  Darrow  died  February  19,  1983,  at  the  age  of  86. 


KATZ,  IRVING,  New  York  Medical  School,  1937. 
Dr.  Katz  was  a general  practitioner  and  former  surgeon 
in  the  New  Haven  area  since  1938,  and  was  also  head 
of  the  Anesthesiology  Department  at  Meriden- Wal- 
lingford Hospital  for  over  30  years,  retiring  in  1 978.  He 
had  been  a major  in  the  Army  Medical  Corp.  during 
World  War  II,  stationed  in  England  and  Ireland.  He 
was  a member  of  the  New  Haven  County  Medical 
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Association,  the  Connecticut  State  Medical  Society 
and  the  American  Medical  Association.  Dr.  Katz  died 
March  4,  1983,  at  the  age  of  75. 


MANCOLL,  MORRIS  M„  Jefferson  Medical  School, 
1 928.  Dr.  Mancoll  was  a otolaryngologist  in  the  Hart- 
ford area  since  1 929.  He  served  as  chief  of  the  ear,  nose 
and  throat  service,  chief  of  staff,  president  of  staff  and 
chief  of  otolaryngology  at  Mount  Sinai  Hospital,  and 
was  also  a member  of  the  staffs  in  the  ear,  nose  and 
throat  departments  at  Hartford  Hospital  and  St.  Francis 
Hospital  and  Medical  Center.  He  served  as  a lieutenant 
in  the  U.S.  Army  Medical  Corps,  and  later  as  chief  of 
service  at  the  Rocky  Hill  Veterans  Home  and  Hospital. 
He  was  a member  of  the  Hartford  County  Medical 
Association,  the  Connecticut  State  Medical  Society 
and  the  American  Medical  Association.  Dr.  Mancoll 
died  March  22,  1983,  at  the  age  of  79. 


MARGOLIUS,  NORMAN  C„  Cornell  University 
Medical  College,  1933.  Dr.  Margolius  was  a obstetri- 
cian-gynecologist in  the  New  Haven  area  since  1938. 
He  was  a veteran  of  World  War  II,  serving  as  a captain 
in  the  U.S.  Army  Medical  Corps.  He  served  in 
England  and  came  out  of  the  war  as  a full  colonel.  He 
was  a member  of  the  New  Haven  County  Medical 
Association,  the  Connecticut  State  Medical  Society 
and  the  American  Medical  Association.  Dr.  Margolius 
died  February  26,  1983,  at  the  age  of  75. 


NORTHMAN,  FRANK  F.,  University  at  Breslau, 
Germany,  1934.  Dr.  Northman  was  a general  practi- 
tioner in  the  Fairfield  area  since  1 946.  He  was  a mem- 
ber of  the  Academy  of  Family  Physicians,  and  a con- 
sulting physician.  Dept,  of  Family  Practice,  Bridgeport 
Hospital.  He  was  also  on  the  courtesy  staffs  of  St.  Vin- 
cent and  Park  City  Hospitals,  and  a member  of  the 
Fairfield  County  Medical  Association,  the  Connecti- 
cut State  Medical  Society  and  the  American  Medical 
Association.  Dr.  Northman  died  March  29,  1983,  at 
the  age  of  75. 


TUNICK,  GEORGE,  Jefferson  Medical  School, 
1935.  Dr.  Tunick  was  a internist  in  the  Fairfield  area 
since  1937,  and  was  a former  Greenwich  medical 
examiner  and  chairman  of  the  town’s  Board  of  Health 
for  nearly  a decade.  Dr.  Tunick  joined  the  Board  of 
Health  in  1 956  and  served  nine  consecutive  terms  as  its 
chairman,  from  1 964  through  1 973.  He  was  appointed 
medical  examiner  in  1960.  Dr.  Tunick  was  a member 
of  the  Fairfield  County  Medical  Association,  the  Con- 
necticut State  Medical  Society  and  the  American 
Medical  Association.  He  died  January  28,  1 983,  at  the 
age  of  72. 
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The  practice  of  medicine  is  constantly  evolving. 
Treatments  and  procedures  are  continually  being  de- 
veloped or  modified  in  ways  that  advance  the  state  of 
the  art.  These  changes  in  medical  practice  may  have  a 
number  of  effects  on  the  health  care  marketplace.  They 
may  improve  the  quality  of  care.  They  may  also 
increase  the  amount  of  society’s  resources  utilized  in 
the  delivery  of  health  care.  On  a more  practical  level, 
changes  may  be  required  in  current  reimbursement 
methods  in  order  to  reflect  the  expense  or  technical 
requirements  of  new  procedures. 

It  is  therefore  important  to  examine  both  the  impact 
of  new  diagnostic  and  therapeutic  procedures  on  prac- 
ticing physicians,  and  the  nature  of  the  process  used  by 
physicians  in  deciding  whether  to  adopt  these  pro- 
cedures. This  report  uses  data  from  AMA’s  Socioeco- 
nomic Monitoring  System  (SMS)  to  investigate  three 
important  aspects  of  this  process: 

• the  extent  to  which  physicians  adopt  new  procedures 
and  drop  old  ones; 

• the  sources  used  by  physicians  to  learn  about  new 
procedures;  and 

• the  extent  to  which  physicians  decide  not  to  adopt 
new  procedures,  and  their  reasons  for  doing  so. 

The  data  are  from  the  first  quarter  SMS  1982  survey, 
which  contains  responses  from  1,268  non-federal  pa- 
tient care  physicians,  excluding  residents.  The  survey 
response  rate  was  66.8  percent. 

Changes  in  the  Use  of  Procedures 

The  most  fundamental  aspect  of  this  issue  is  the 
frequency  with  which  physicians  modify  their  methods 
of  practice  based  on  advances  in  medical  science. 
Thus,  in  the  SMS  survey  physicians  were  asked 
whether  during  the  past  twelve  months  they  performed 
any  new  diagnostic  or  therapeutic  procedures  that 
reflected  recent  advances  in  medical  knowledge  or 
technology.  (The  use  of  new  prescription  drugs  was 
explicitly  excluded.)  Physicians  were  also  asked  whe- 
ther they  dropped  any  procedures  from  their  normal 
office  routine  during  the  past  twelve  months. 

The  response  to  these  questions,  presented  in  Table 
1,  indicates  a substantial  level  of  adoption  of  new 
procedures  by  practicing  physicians.  For  all  physicians, 
37  percent  adopted  new  procedures  and  14  percent 
dropped  procedures  in  the  past  year.  With  the  exception 
of  obstetrics/gynecology,  physicians  in  the  specialty 
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groups  were  more  likely  to  adopt  new  procedures  than 
general  and  family  practitioners.  This  finding  conforms 
with  the  expectation  that  innovations  in  the  science  of 
medicine  are  more  likely  to  be  adopted,  at  least 
initially,  by  physicians  working  in  more  technologically 
oriented  areas. 

Table  1 


PERCENTAGE  OF  PHYSICIANS  ADOPTING  AND 
DISCONTINUING  PROCEDURES 


Adopting  New 
Procedures 

Discontinuing 

Procedures 

ALL  PHYSICIANS* 

37% 

14% 

General  and  Family  Practice 

19 

7 

Medical  Specialties 

36 

13 

Surgery 

46 

15 

Obstetrics/Gynecology 

18 

6 

Radiology 

62 

43 

•Includes  other  specialties  not  reported  separately. 


A further  question  asked  physicians  who  had  dropped 
procedures  whether  these  procedures  were  replaced  by 
new  ones.  Seventy-seven  percent  of  the  physicians 
responding  indicated  that  at  least  one  of  the  dropped 
procedures  was  replaced  by  a new  procedure. 

The  picture  which  emerges  from  these  data  is  one  of 
an  increasingly  more  complicated  and  sophisticated 
practice  of  medicine.  For  all  specialty  groups  shown, 
the  percentage  of  physicians  adopting  new  procedures 
is  substantially  greater  than  the  percentage  of  physi- 
cians who  dropped  procedures.  Th;s  differential  implies 
that  the  array  of  procedures  untilized  by  each  specialty 
is  increasing.  For  radiology  in  particular,  the  rapid  rate 
of  technological  change  is  reflected  in  both  the  adoption 
of  new  procedures  and  the  abandonment  of  old  ones. 

Sources  of  Information  on  New  Procedures 

Physicians  learn  about  new  procedures  through  a 
variety  of  methods.  Each  of  these  may  have  certain 
advantages  relative  to  the  others.  For  example,  profes- 
sional meetings  may  provide  the  type  of  interaction 
which  physicians  can  use  to  determine  how  well 
procedures  fit  into  their  specific  practices.  On  the  other 
hand,  articles  in  medical  journals  may  provide  more 
detailed  analytical  and  clinical  information  in  a format 
conducive  to  careful  consideration  of  the  merits  of  a 
new  procedure. 

Given  the  growing  complexity  of  medical  practice,  it 
is  important  to  determine  how  physicians  learn  about 
new  procedures.  Physicians  in  the  SMS  survey  were 
therefore  asked  about  their  sources  of  information  on 
new  procedures.  Over  95  percent  of  physicians  utilize 
medical  journals;  professional  meetings,  conferences, 
or  continuing  education  courses;  and  discussions  with 
other  physicians  to  learn  about  new  procedures.  How- 
ever, only  20  percent  use  technology  assessments 
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provided  by  government  agencies,  and  only  25  percent 
utilize  other  sources. 

Further  insight  into  the  sources  of  information  on 
new  procedures  can  be  gained  by  analyzing  which 
sources  physicians  considered  to  be  the  most  important, 
as  presented  in  Table  2.  For  all  specialty  groups 
shown,  medical  journals  and  professional  meetings 
are  considered  the  most  important  sources  of  informa- 
tion on  new  procedures  by  the  vast  majority  of  physi- 
cians. Physicians  in  the  medical  specialties  and  radi- 
ology placed  slightly  more  emphasis  on  medical  journals, 
while  those  in  surgery  and  obstetrics/ gynecology  placed 
more  emphasis  on  professional  meetings.  Although 
discussions  with  other  physicians  are  utilized  by  physi- 
cians to  learn  about  new  procedures,  it  is  evident  from 
Table  2 that  most  do  not  consider  these  discussions  to 
be  the  most  important  source.  Government  technology 
assessments  and  other  sources  play  an  even  smaller 
role. 

Reasons  for  Not  Adopting  New  Procedures 

Physicians  do  not  adopt  every  new  procedure  that 
might  be  relevant  to  their  practice.  Indeed,  55  percent 
of  all  physicians  indicated  that  over  the  past  year  they 
learned  about  some  relevant  new  diagnostic  or  thera- 
peutic procedure  that  they  chose  not  to  adopt.  Among 
specialty  groups,  the  response  ranged  from  33  percent 
of  general  and  family  practitioners  learning  about  a 
new  procedure  they  chose  not  to  adopt,  to  72  percent 
for  radiologists. 

A number  of  factors  enter  into  the  decision  whether 
or  not  to  adopt  a new  procedure.  Physicians  who 


indicated  they  had  chosen  not  to  adopt  a procedure 
were  asked  whether  four  specific  considerations  ( shown 
in  Table  3)  had  any  impact  on  their  decisions. 

Most  physicians  indicated  that  more  than  one  reason 
played  a role  in  their  decision  not  to  adopt  a new 
procedure.  General  and  family  practitioners  most  often 
indicated  that  the  necessary  equipment  or  facilities  for 
performing  the  procedure  were  not  available,  and  that 
the  procedure  was  already  performed  at  a hospital  or 
other  medical  facility  in  the  area.  These  physicians 
apparently  forego  some  procedures  relevant  to  their 
practice  in  favor  of  other  specialists  who  would  be 
expected  to  perform  the  procedure  more  frequently. 

Concern  about  the  cost  implications  of  new  pro- 
cedures is  manifested  in  at  least  two  dimensions.  Over 
half  of  all  physicians  indicated  that  one  reason  for  not 
adopting  a procedure  was  the  possibility  that  its  costs 
would  exceed  the  benefits  to  their  patients. 

An  even  larger  percentage  stated  that  the  unavail- 
ability of  the  necessary  equipment  was  also  a factor. 
One  likely  reason  for  this  response  is  a perception  on 
the  part  of  the  physician  that  purchasing  the  equipment 
would  not  be  financially  sound.  For  example,  financial 
considerations  are  no  doubt  an  important  reason  why 
radiologists  most  often  cited  the  lack  of  equipment  as 
the  reason  why  a procedure  was  not  adopted.  Many 
advances  in  this  field  (such  as  CAT  scanners  and 
nuclear  magnetic  resonance  machines)  are  capital- 
intensive  and  very  expensive.  Thus,  cost  considerations 
are  a key  element  in  physicians’  decisions  regarding  the 
adoption  of  new  procedures. 


Table  2 


PERCENTAGE  DISTRIBUTION  OF  MOST  IMPORTANT  SOURCES  OF  INFORMATION  ON  NEW  PROCEDURES 


Medical 

Journals 

Professional 

Meetings 

Discussions 

w/other 

Physicians 

Government 

Technology 

Assessments 

Other 

ALL  PHYSICIANS* 

41% 

43% 

11% 

0% 

5% 

General  and 

36 

40 

15 

0 

9 

Family  Practice 

Medical  Specialties 

51 

37 

9 

0 

3 

Surgery 

36 

53 

8 

1 

2 

Obstetrics/ 

27 

64 

9 

0 

0 

Gynecology 

Radiology 

48 

38 

7 

0 

7 

‘Includes  other  specialties  not  reported  separately. 

Table  3 

REASONS  FOR  NOT  ADOPTING  NEW  PROCEDURES 

Insufficient 

Procedure  i 

Costs  Too 

Information 

Necessary 

Already 

Great 

About 

Equipment 

Performed  Relative  to 

Safety  and 

Not 

at  Facility 

Patient 

Effectiveness 

Available 

In  Area 

Benefits 

ALL  PHYSICIANS* 

59% 

62% 

44% 

54% 

General  and  Family  Practice 

52 

91 

78 

61 

Medical  Specialties 

63 

62 

46 

52 

Surgery 

68 

48 

36 

46 

Obstetrics/Gynecology 

64 

68 

32 

81 

Radiology 

43 

81 

29 

38 

‘Includes  other  specialties  not  reported  separately. 
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Month  in  Washington 


Congress  raced  through  legislation  this  month  de- 
signed to  rescue  the  nation’s  Social  Security  system 
from  bankruptcy  and  insure  its  solvency  into  the  2 1 st 
Century.  The  bill  was  sent  to  President  Reagan  for  his 
signature  before  the  Easter  recess. 

Attached  to  the  Social  Security  Act  of  1983  are 
measures  that  will  heavily  impact  on  the  nation's  health 
care  system.  The  bill  contains  provisions  to  hold  down 
the  cost  of  Medicare  payments  to  hospitals  through  a 
prospective  payment  plan  based  on  diagnosis-related 
groups  (DRGs).  Hospitals  would  be  paid  on  the  basis 
of  467  DRGs  regardless  of  the  costs  actually  incurred 
in  treating  patients. 

Under  the  bill  approved  by  Congress: 

— DRG  payments  would  be  phased  in  over  three 
years,  beginning  with  the  hospital's  first  cost  reporting 
period  after  October  1,  1983.  In  the  first  year,  25 
per  cent  of  the  payment  would  be  based  on  DRG  rates 
and  75  percent  on  the  hospital's  cost  base.  The 
percentage  of  the  payment  based  on  DRG's  would 
gradually  increase  until  it  reached  100  per  cent  in  the 
fourth  year. 

— In  the  first  year,  the  DRG  portion  of  the  payment 
would  be  a regional  rate.  A rural  and  an  urban  rate 
would  be  calculated  for  each  of  nine  regions.  In  the 
second  and  third  years,  the  DRG  portion  would  be  a 
blend  of  national  and  regional  rates  and  by  the  fourth 
year,  the  18  regional  rates  would  give  way  to  two 
national  rates — one  urban,  one  rural. 

— Rates  in  1984  and  1985  would  be  adjusted  by  the 
market-basket  index  of  hospital  costs  plus  one  percent 
but  they  would  be  reduced  to  the  extent  this  resulted  in 
payments  exceeding  those  that  would  have  applied 
under  the  Tax  Equity  and  Fiscal  Responsibility  Act 
targets. 

— Beginning  in  1986,  the  increase  factor  would  be 
determined  by  the  Secretary  of  HHS  and  reviewed  by  a 
15-member  Commission  appointed  by  the  Office  of 
Technology  Assessment.  The  Commission  is  to  include 
representatives  of  a wide  range  of  groups,  including 
new  technology  and  treatments,  the  Commission  is  to 
recommend  changes  in  the  recalibration  of  the  DRG 
classifications. 


Prepared  by  the  Washington,  D.C. 

Office  of  the  A merican  Medical  Association 


— Direct  medical  education  expenses  would  continue 
to  be  paid  on  a cost  basis  and  the  current  Section  223 
adjustment  for  indirect  medical  education  expenses 
would  be  doubled  in  the  DRG  system. 

— Capital  costs  incurred  before  the  system  takes 
effect  will  continue  to  be  reimbursed  on  a reasonable 
cost  basis  until  October  1,  1986.  New  capital  costs 
may  or  may  not  be  paid  on  a reasonable  cost  basis. 
States  would  be  required  to  have  Section  1 122  review 
systems  and  Medicare  reimbursement  for  new  capital 
costs  would  be  conditioned  on  1122  approval.  The 
maximum  threshold  the  state  may  use  for  requiring  an 
1122  review  is  increased  from  $ 1 00,000  to  $600,000. 

— Return  on  equity  for  proprietary  hospitals  would 
be  reduced. 

— Certain  types  of  institutions  would  be  exempt  from 
the  DRG  system. 

— From  now  until  October  1,  1983,  hospitals  are 
required  to  contract  with  a PRO  to  monitor  utilization  if 
there  is  a PRO  in  the  area.  After  October  1 , the  hospital 
is  required  to  contract  with  a PRO  and  cannot  be  paid 
by  Medicare  if  a PRO  review  is  not  performed. 
Intermediaries  will  be  allowed  to  participate  in  the 
PRO  program  by  October  1,  1984  at  the  latest. 

— State  payment  systems  covering  all  payors  would 
be  encouraged  through  waivers  if  the  state  system 
would  cost  Medicare  no  more  than  the  federal  DRG 
system. 

— HHS  is  to  report  in  1 985  on  the  "advisability  and 
feasibility"  of  applying  DRG’s  to  physician  charges  for 
hospital  services  and  is  to  recommend  legislation  to 
apply  DRG’s  to  physicians. 

* * * * 

In  its  first  public  comments  on  the  Federal  Trade 
Commission  (FTC)  in  the  98th  Congress,  the  American 
Medical  Association  urged  legislation  that  would  limit 
the  scope  of  the  agency's  authority. 

“We  believe  Congress  should  limit  the  application  of 
the  FTC  Act ...  in  such  a way  as  to  provide  adequate 
safeguards  that  will  allow  continuation  of  beneficial 
patient  advocacy  activities,”  AMA  Board  Chairman 
Joseph  F.  Boyle,  M.D.,  told  Congress. 

The  AMA  waged  a hard-fought  battle  against  the 
jurisdiction  of  the  FTC  over  the  professions  during  the 
waning  hours  of  the  97th  Congress. 
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For  the  Investigation  of  Problems  of 
Human  Infertility 

The  Foundation  provides  a complete  diag- 
nostic and  consultation  service  for  infertile 
couples.  Investigations  are  conducted  by  well- 
known  specialists  in  conjunction  with  consul- 
tants in  the  various  fields  of  medicine  related 
to  infertility. 

The  Foundation  is  supported  by  an  in-house 
modern  laboratory  equipped  to  do  most  tests 
required  for  diagnosis  and  treatment.  Litera- 
ture on  request. 

1430  Second  Avenue,  New  York,  N.Y.  10021 
Phone:  744-5500 
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Your  home  equity  is  like  havinq  money  in  the  bank. 


College  costs  money  Lots  So 
does  remodeling  the  house 
Or  consolidating  your  bills 
Each  is  a worthy  goal 
But  where  will  you  get  all 
that  money7  Easy  By  using 
the  equity  in  your  home  to 
secure  a loan  with  us 

How  much  can  you  borrow7 
Up  to  80%  ot  the  equity  you 
own  in  your  home  To  measure 
this,  subtract  the  amount 
owing  on  your  mortgage 
from  your  home's 
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The  nice  thing  about 
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home  equity  loan  is  that  it  lets 
you  tackle  these  really  big 
family  expenses 
And  the  nice  thing  about 
dealing  with  us  is  tt .at  you  get 
prompt,  personal  service,  a 
highly  competitive  rate,  and 
terms  to  fit  your  needs 
Do  it  all  by  phone  Find  out 
how  much  you  can  borrow 
and  get  an  application,  by 
phoning  Ron  Matusovich 
collect  at  (203)  255-5713 
Need  money7  Get  it  the 
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BRIEF  SUMMARY 

PROCARDIA’  (nifedipine)  CAPSULES  For  Oral  Use 

INDICATIONS  AND  USAGE:  I.  Vasospastic  Angina:  PROCARDIA  (nifedipine)  is  indicated  for  the 
management  ot  vasospastic  angina  confirmed  by  any  ot  the  following  criteria:  1 ) classical  pattern 
of  angina  at  rest  accompanied  by  ST  segment  elevation,  2)  angina  or  coronary  artery  spasm  pro- 
voked by  ergonovme.  or  3)  angiographically  demonstrated  coronary  artery  spasm.  In  those  patients 
who  have  had  angiography,  the  presence  of  significant  fixed  obstructive  disease  is  not  incompatible 
with  the  diagnosis  of  vasospastic  angina,  provided  that  the  above  criteria  are  satisfied  PROCARDIA 
may  also  be  used  where  the  clinical  presentation  suggests  a possible  vasospastic  component  but 
where  vasospasm  has  not  been  confirmed,  e g , where  pain  has  a variable  threshold  on  exertion  or 
in  unstable  angina  where  electrocardiographic  findings  are  compatible  with  intermittent  vaso- 
spasm, or  when  angina  is  refractory  to  nitrates  and/or  adequate  doses  of  beta  blockers 

II,  Chronic  Stable  Angina  (Classical  Etfort-Associaletf'Angina):  PROCARDIA  is  indicated  lor 
the  management  ot  chronic  stable  angina  (etlort-associated  angina)  without  evidence  of  vasospasm 
in  patients  who  remain  symptomatic  despite  adequate  doses  ot  beta  blockers  and/or  organic  nitrates 
or  who  cannot  tolerate  those  agents. 

In  chronic  stable  angina  (effort-associated  angina)  PR06ARDIA  has  been  effective  in  controlled 
trials  of  up  to  eight  weeks  duration  in  reducing  angina  frequency  and  increasing  exercise  tolerance, 
but  confirmation  of  sustained  effectiveness  and  evaluation  ot  long-term  safety  in  those  patients  are 
incomplete 

Controlled  studies  in  small  numbers  ot  patients  suggest  concomitant  use  of  PROCARDIA  and 
beta  blocking  agents  may  be  beneficial  in  patients  with  chronic  stable  angina,  but  available  infor- 
mation is  not  sutticient  to  predict  with  confidence  the  etlects  of  concurrent  treatment,  especially  in 
patients  with  compromised  left  ventricular  function  or  cardiac  conduction  abnormalities  When  in- 
troducing such  concomitant  therapy,  care  must  be  taken  to  monitor  blood  pressure  closely  since 
severe  hypotension  can  occur  from  the  combined  etlects  ot  the  drugs  (See  Warnings.) 
CONTRAINDICATIONS:  Known  hypersensitivity  reaction  to  PROCARDIA 
WARNINGS:  Excessive  Hypotension:  Although  in  most  patients,  the  hypotensive  effect  ot 
PROCARDIA  is  modest  and  well  tolerated,  occasional  patients  have  had  excessive  and  poorly  tol- 
erated hypotension  These  responses  have  usually  occurred  during  initial  titration  or  at  the  time  ot 
subsequent  upward  dosage  adjustment,  and  may  be  more  likely  in  patients  on  concomitant  beta 
blockers 

Severe  hypotension  and/or  increased  fluid  volume  requirements  have  been  reported  in  patients 
receiving  PROCARDIA  together  with  a beta  blocking  agent  who  underwent  coronary  artery  bypass 
surgery  using  high  dose  fentanyl  anesthesia  The  interaction  with  high  dose  tentanyl  appears  to  be 
due  to  the  combination  ot  PROCARDIA  and  a beta  blocker,  but  the  possibility  that  it  may  occur  with 
FROCARDIA  alone,  with  low  doses  ot  tentanyl,  in  other  surgical  procedures,  or  with  other  narcotic 
analgesics  cannot  be  ruled  out  In  PROCARDIA  treated  patients  where  surgery  using  high  dose 
fentanyl  anesthesia  is  contemplated , the  physician  should  be  aware  ot  these  potential  problems  and, 
it  the  patient's  condition  permits,  sufficient  time  (at  least  36  hours)  should  be  allowed  tor 
PROCARDIA  to  be  washed  out  ot  the  body  prior  to  surgery. 

Increased  Angina:  Occasional  patients  have  developed  well  documented  increased  frequency,  du- 
ration or  severity  of  angina  on  starting  PROCARDIA  or  at  the  time  ot  dosage  increases  The  mech- 
anism ot  this  response  is  not  established  but  could  result  from  decreased  coronary  perfusion 
associated  with  decreased  diastolic  pressure  with  increased  heart  rate,  or  from  increased  demand 
resulting  from  increased  heart  rate  alone 

Beta  Blocker  Withdrawal:  Patients  recently  withdrawn  from  beta  blockers  may  develop  a with- 
drawal syndrome  with  increased  angina,  probably  related  to  increased  sensitivity  to  catechol- 
amines, Initiation  of  PROCARDIA  treatment  will  not  prevent  this  occurrence  and  might  be  expected 
to  exacerbate  it  by  provoking  reflex  catecholamine  release  There  have  been  occasional  reports  ot 
increased  angina  in  a setting  ot  beta  blocker  withdrawal  and  PROCARDIA  initiation  It  is  important 
to  taper  beta  blockers  it  possible,  rather  than  stopping  them  abruptly  before  beginning 
PROCARDIA 

Congestive  Heart  Failure:  Rarely,  patients,  usually  receiving  a beta  blocker,  have  developed  heart 
failure  after  beginning  PROCARDIA  Patients  with  tight  aortic  stenosis  may  be  at  greater  risk  for 
such  an  event 

PRECAUTIONS:  General:  Hypotension:  Because  PROCARDIA  decreases  peripheral  vascular 
resistance,  careful  monitoring  ot  blood  pressure  during  the  initial  administration  and  titration 
of  PROCARDIA  is  suggested  Close  observation  is  especially  recommended  for  patients  already 
taking  medications  that  are  known  to  lower  blood  pressure  (See  Warnings.) 

Peripheral  edema:  Mild  to  moderate  peripheral  edema,  typically  associated  with  arterial  vaso- 
dilation and  not  due  to  left  ventricular  dysfunction,  occurs  in  about  one  in  ten  patients  treated  with 
PROCARDIA  This  edema  occurs  primarily  in  the  lower  extremities  and  usually  responds  to  diuretic 
therapy  With  patients  whose  angina  is  complicated  by  congestive  heart  failure,  care  should  be  taken 
to  differentiate  this  peripheral  edema  from  the  etlects  of  increasing  left  ventricular  dysfunction 

Drug  interactions:  Beta-adrenergic  blocking  agents:  (See  Indications  and  Warnings  ) Experience 
in  over  1400  patients  in  a non-comparative  clinical  trial  has  shown  that  concomitant  administration 
of  PROCARDIA  and  beta-blocking  agents  is  usually  well  tolerated,  but  there  have  been  occasional 
literature  reports  suggesting  that  the  combination  may  increase  the  likelihood  of  congestive  heart 
failure,  severe  hypotension  or  exacerbation  ot  angina 

Long-acting  nitrates  PROCARDIA  may  be  safely  co-admmistered  with  nitrates,  but  there  have 
been  no  controlled  studies  to  evaluate  the  antiangmal  effectiveness  ot  this  combination 

Digitalis  Administration  of  PROCARDIA  with  digoxin  increased  digoxm  levels  in  nine  ot  twelve 
normal  volunteers  The  average  increase  was  45%  Another  investigator  found  no  increase  in  di- 
goxin levels  in  thirteen  patients  with  coronary  artery  disease  In  an  uncontrolled  study  ot  over  two 
hundred  patients  with  congestive  heart  failure  during  which  digoxin  blood  levels  were  not  meas- 
ured, digitalis  toxicity  was  not  observed  Since  there  have  been  isolated  reports  of  patients  with 
elevated  digoxin  levels,  it  is  recommended  that  digoxin  levels  be  monitored  when  initiating,  adjust- 
ing. and  discontinuing  PROCARDIA  to  avoid  possible  over-  or  under-digitalization 

Carcinogenesis,  mutagenesis,  impairment  ot  fertility  When  given  to  rats  prior  to  mating,  nife- 
dipine caused  reduced  fertility  at  a dose  approximately  30  times  the  maximum  recommended  hu- 
man dose 

Pregnancy  Category  C Please  see  lull  prescribing  information  with  reterence  to  teratogenicity  in 
rats,  embryotoxicity  in  rats,  mice  and  rabbits,  and  abnormalities  in  monkeys 
ADVERSE  REACTIONS:  The  most  common  adverse  events  include  dizziness  or  light-headedness, 
peripheral  edema,  nausea,  weakness,  headache  and  flushing  each  occurring  in  about  10%  of  pa- 
tients. transient  hypotension  in  about  5%,  palpitation  in  about  2%  and  syncope  in  about  0.5%. 
Syncopal  episodes  did  not  recur  with  reduction  in  the  dose  of  PROCARDIA  or  concomitant  antian- 
gmal  medication  Additionally,  the  following  have  been  reported  muscle  cramps,  nervousness, 
dyspnea,  nasal  and  chest  congestion,  diarrhea,  constipation,  inflammation,  joint  stiffness,  shaki- 
ness, sleep  disturbances,  blurred  vision,  difficulties  in  balance,  dermatitis,  pruritus,  urticaria,  fe- 
ver, sweating,  chills,  and  sexual  difficulties.  Very  rarely,  introduction  ot  PROCARDIA  therapy  was 
associated  with  an  increase  in  anginal  pain,  possibly  due  to  associated  hypotension 

In  addition,  more  serious  adverse  events  were  observed,  not  readily  distinguishable  from  the  nat- 
ural history  of  the  disease  in  these  patients  It  remains  possible,  however,  that  some  or  many  of 
these  events  were  drug  related  Myocardial  infarction  occurred  in  about  4%  of  patients  and  conges- 
tive heart  failure  or  pulmonary  edema  in  about  2%,  Ventricular  arrhythmias  or  conduction  disturb- 
ances each  occurred  in  tewer  than  0 5%  ot  patients 

Laboratory  Tests:  Rare,  mild  to  moderate,  transient  elevations  of  enzymes  such  as  alkaline  phos- 
phatase, CPK,  LDH , SGOT,  and  SGPT  have  been  noted,  and  a single  incident  of  significantly  ele- 
vated transaminases  and  alkaline  phosphatase  was  seen  in  a patient  with  a history  ot  gall  bladder 
disease  after  about  eleven  months  of  nifedipine  therapy  The  relationship  to  PROCAR  DIA  therapy  is 
uncertain  These  laboratory  abnormalities  have  rarely  been  associated  with  clinical  symptoms. 
Cholestasis,  possibly  due  to  PROCARDIA  therapy,  has  been  reported  twice  in  the  extensive  world 
literature 

HOW  SUPPLIED:  Each  orange,  soft  gelatin  PROCARDIA  CAPSULE  contains  10  mg  ot  nifedipine 
PROCARDIA  CAPSULES  are  supplied  in  bottles  ot  100  (NDC  0069-2600-66),  300  (NDC  0069- 
2600-72),  and  unit  dose  (10x10)  (NDC  0069-2600-41)  The  capsules  should  be  protected  from 
light  and  moisture  and  stored  at  controlled  room  temperature  59°  to  77°F  (15°  to  25°C)  in  the  man- 
ufacturer's original  container. 

More  detailed  professional  information  available  on  request  © 1982,  Pfizer  Inc 
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Testifying  in  March  before  both  House  and  Senate 
committees.  Dr.  Boyle  suggested  that  a "rule  of 
reason"  analysis  should  be  applied  when  professional 
regulatory  activities  are  before  the  courts.  (The  rule  of 
reason  is  used  to  distinguish  unreasonable  restraints 
from  those  that  promote  the  public  interest.) 

In  his  prepared  statement.  Dr.  Boyle  said  "Congress 
should  protect  traditional  state  regulatory  activities, 
and  make  clear  that  responsible  self-regulatory  activi- 
ties— such  as  accreditation  of  educational  programs 
accreditation  of  health  care  institutions,  certification  of 
entry-level  competence  of  members,  peer  review  activ- 
ities to  assure  quality  services  and  reasonable  charges, 
and  regulation  of  unethical  conduct — are  appropriate 
roles  for  the  professions." 

Dr.  Boyle  said  that  professional  associations  cur- 
rently were  abandoning  many  activities  that  benefit  the 
public  because  the  associations  feared  they  would 
become  involved  in  expensive  and  time-consuming 
litigation  with  the  FTC. 

"If  these  activities  are  halted,  the  real  loser  is  the 
consumer,  whom  such  activities  are  intended  to  pro- 
tect,” he  said. 

Dr.  Boyle  noted  that  last  year  the  FTC  had  said  it 
did  not  want  to  regulate  the  quality  or  clinical  side  of 
medical  practice,  nor  did  it  wish  "to  interfere  with 
professional  review  of  exorbitant  fees  or  with  responsi- 
ble self-regulatory  activities  against  unethical  practices 
and  unqualified  members  of  the  profession." 

While  the  FTC  has  expressed  its  intention  to  regulate 
only  the  business  and  commercial  aspects  of  medicine, 
the  physician  went  on,  "associations  must  be  extremely 
cautious  in  these  areas  because  of  the  risk  of  expensive 
and  time-consuming  administrative  action." 

He  noted  that  the  AMA  had  begun  a series  of 
discussions  with  the  FTC  chairman  in  an  attempt  to 
resolve  these  issues. 

Dr.  Boyle  also  emphasized  that  while  the  AMA  was 
seeking  to  limit  the  FTC's  authority,  it  never  had 
condoned  violations  of  the  antitrust  laws,  such  as 
unlawful  boycotts  or  price-fixing. 

In  addition  to  supporting  the  application  of  the  "rule 
of  reason"  analysis.  Dr.  Boyle  also  backed  other  modi- 
fications in  the  FTC  Act.  including  a definition  of 
unfair  acts  or  practices  to  require  substantial  consumer 
injury  that  is  not  outweighed  by  countervailing  benefits, 
the  inclusion  of  the  prevalence  requirement  for  rule- 
making,  repeal  of  the  intervenor  funding  program,  and 
incorporation  of  the  state  action  doctrine  into  the 
federal  law. 

Major  changes  in  the  FTC's  jurisdiction  were  op- 
posed by  the  Coalition  to  Save  the  Jurisdiction  ot  the 
FTC  over  the  Professions,  which  said  that  "special 
interest  group  exemptions  from  the  laws  which  the  rest 
of  American  business  must  follow  cannot  be  permitted." 

The  coalition’s  statement  was  signed  by  some  30 


organizations,  including  the  American  Chiropractic 
Assn.,  National  Assn,  of  Social  Workers,  American 
College  of  Nurse-Midwives,  American  Dental  Hyge- 
nists  Assn.,  American  Nurses  Assn.,  Washington 
Business  Group  on  Health,  United  Auto  Workers, 
National  Council  of  Senior  Citizens,  American  Assn, 
of  Retired  Persons,  and  the  American  Public  Health 
Assn. 

* * * * 

President  Reagan  has  sent  his  "Health  Incentives 
Reform”  package  to  Congress,  warning  that  "because 
of  the  coming  shortage  in  the  Medicare  Trust  Fund, 
prompt  action  is  particular  important.” 

The  package  of  five  bills  contained  a series  of  recom- 
mendations that  Administration  officials  have  been 
discussing  in  public  for  several  months.  An  outline  of 
most  was  contained  in  the  fiscal  1 984  budget  submitted 
to  Congress  in  January. 

The  President  said  his  health  care  proposals,  includ- 
ing a one-year  freeze  on  Medicare  payments  to  physi- 
cians and  a prospective  payment  system  for  hospitals, 
would  save  more  than  $4.2  billion  in  the  next  fiscal 
year.  He  said  $2.3  billion  would  be  saved  from  a 
proposal  to  tax  employees  on  health  insurance  pre- 
miums paid  by  employers,  $17  billion  would  be  saved 
by  trimming  Medicare  benefits  and  by  increasing  the 
amount  paid  by  patients,  and  $250  million  would  be 
saved  by  reducing  the  anticipated  growth  of  Medicaid. 

"Health  care  costs  are  climbing  so  fast  they  may 
soon  threaten  the  quality  of  care  and  access  to  care 
which  Americans  enjoy,"  Reagan  said.  He  commented 
that  rising  health  care  costs  are  a problem  that  affect  all 
levels  of  society. 

Reagan's  message  to  Congress  contained  five  specific 
pieces  of  legislation. 

Following  are  brief  summaries: 

• Medicare  Catastrophic  Hospital  Costs  Protection 
Act.  This  measure  is  designed  to  improve  coverage 
for  lengthy,  expensive  hospitalizations  and  to  intro- 
duce a co-insurance  provision  for  the  initial  days  of 
hospitalization. 

Under  terms  of  the  bill.  Medicare  reimbursement 
would  be  available  for  unlimited  days  of  hospitali- 
zation. At  the  same  time,  however,  the  bill  would 
impose  co-insurance  for  a maximum  of  60  days  a 
year  ( 8%  of  the  inpatient  hospital  deductible  for  the 
second  through  1 5 th  day  of  an  illness  and  5%  there- 
after). The  bill  also  limits  to  two  the  number  of 
inpatient  hospital  deductibles  that  could  be  imposed 
annually  and  reduces  the  skilled  nursing  facility  co- 
insurance  rate  to  5%  from  12.5%  of  the  inpatient 
hospital  deductible. 

• Medicare  Prospective  Payment  Rates  Act.  The  bill 
would  establish  a system  of  prospectively  deter- 
mined rates  specifically  related  to  the  patient's 
condition.  Rates  would  be  set  for  each  of  467 
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diagnosis-related  groups.  Capital  expenditures  and 
medical  education  costs  would  be  excluded  at  first 
from  the  calculation  of  basic  payments  and  reim- 
bursed separately.  Differences  in  area  wage  rates 
would  be  taken  into  account,  and  additional  pay- 
ments would  be  made  for  unusual  cases  involving 
lengthy  hospital  stays. 

• Health  Cost  Containment  Tax  Act.  The  bill  would 
limit  tax-free  health  benefits  paid  by  an  employer  to 
$175  monthly  for  family  coverages  and  $70  for 
individual  coverages,  with  the  amounts  indexed  in 
relationship  to  the  consumer  price  index.  Employer 
contributions  above  those  amounts  would  be  in- 
cluded in  the  employee’s  income  and  taxed!  income 
and  Social  Security)  accordingly.  “Elaborate  health 
benefits  funded  with  tax-free,  employer-paid  con- 
tributions are  inflationary,”  the  President  said. 
“They  insulate  consumers,  providers,  and  insurers 
from  the  cost  consequences  of  health  care  decisions.” 

• Medicare  Voucher  Act.  This  would  allow  Medicare 
beneficiaries  to  use  their  Medicare  benefits  to 
enroll  in  a variety  of  private  health  plans.  Medicare 
would  contribute  an  amount  equal  to  95%  of  what  it 
would  have  cost  to  care  for  the  beneficiary  if  he  or 
she  had  chosen  traditional  Medicare  coverage.  If  a 
beneficiary  selects  a private  health  plan  with  a 
premium  lower  than  Medicare’s  contribution,  the 
beneficiary  would  be  eligible  for  a cash  rebate  from 
the  private  plan. 

If  the  private  coverage  costs  more  than  Medicare's 
contribution,  the  beneficiary  would  have  to  pay  the 
difference. 

• Health  Care  Financing  Amendments  of  1983.  This 
bill  contains  a variety  of  provisions,  including  the 
controversial  one  to  freeze  Medicare  customary 
and  prevailing  charges  for  physician  services  at 
1983  levels. 

The  legislation  would  freeze  the  Part  B premium  at 
the  current  level  of  $ 1 2.20  per  month  for  the  remainder 
of  1 983.  foregoing  a previously  announced  increase  to 
$13.50  in  July.  In  January  of  1 984,  the  Part  B premium 
would  be  set  at  25%  of  program  costs  for  aged  benefi- 
ciaries for  that  calendar  year. 

During  the  next  four  years,  the  premium  would  be 
increased  2.5  percentage  points  each  year,  reaching 
35%  of  the  program  costs  for  the  elderly  in  January, 
1988.  After  that  time,  the  premium  for  each  calendar 
year  would  be  set  at  35%  of  program  costs  for  the 
elderly  for  that  year. 

The  President  noted  that  when  Medicare  began. 
Congress  envisioned  that  the  elderly  would  bear  50% 
of  the  Part  B costs  and  the  law  initially  required  that 
these  costs  be  financed  equally  by  tax  revenues  and 
Part  B beneficiaries. 


Reagan’s  proposal  also  calls  for  indexing  the  Part  B 
deductible  in  January  of  each  year,  based  on  annual 
changes  in  the  Medicare  economic  index. 

Another  provision  would  require  states  to  impose 
nominal  copayments  on  all  Medicaid  beneficiaries  for 
hospital,  physician,  clinic,  and  outpatient  department 
services. 

The  President’s  message  emphasized  that  the  legis- 
lative package  “reflects  our  most  thoughtful  effort  to 
address  and  reform  the  basic  economic  incentives  that 
operate  in  the  health  care  sector. 

“Our  need  to  constrain  the  growth  of  our  national 
spending  for  health  care  in  the  interest  of  a healthy  and 
stable  economy  is  urgent,”  he  said.  “Regulatory  ap- 
proaches to  health  care  cost  containment  tried  pre- 
viously have  proven  ineffective  and  sometimes  counter- 
productive to  this  goal.” 

The  Reagan  Administration’s  proposal  to  freeze 
physician  reimbursement  levels  under  Medicare’s 
“reasonable  charge"  system  drew  sharp  criticism  from 
the  AMA. 

“A  freeze  is  especially  unfair  in  light  of  continued 
cost  increases  that  physicians  must  face  in  their 
practice,”  AMA  Executive  Vice  President  James  H. 
Sammons,  M.D.,  told  the  House  of  Representatives 
Task  Force  on  Entitlements. 

“Is  the  federal  government  now  going  to  pay  1983 
prices  to  all  suppliers  in  1984?”  he  asked.  The  answer 
is  obviously  no. 

“We  believe  that  it  is  unfair  to  freeze  the  costs  of  one 
sector  of  the  economy  while  not  asking . . . other  pro- 
fessionals to  accept  a freeze  and  while  allowing  prices 
paid  to  other  suppliers  to  rise,”  he  continued. 

Dr.  Sammons  noted  that  the  number  of  patients 
without  health  insurance  coverage  is  increasing  because 
of  the  current  recession  and  emphasized,  “Physicians 
all  over  the  country  are  treating  these  patients  free  or 
for  greatly  reduced  fees.”  More  than  40  medical 
societies  have  organized  programs  to  assure  care  to  the 
needy,  he  said. 

The  AMA  official  also  pointed  out  that  while  9 1 % of 
all  physicians  accept  some  Medicare  claims  on  assign- 
ment, just  over  half  of  all  Medicare  claims  are  on  an 
assigned  basis. 

“The  primary  reasons  why  so  few  claims  are  accepted 
on  assignment  are  administrative  deterrents,  paper- 
work, and  inadequate  reimbursement  levels,”  he  said. 

“The  result  of  the  further  reductions  proposed  by 
freezing  any  reimbursement  increase  would  be  a further 
disincentive  to  acceptance  of  Medicare  assignments.” 
This,  he  said,  could  result  in  increased  costs  to  be  paid 
by  patients. 
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The  President’s  Page 

Who’s  in  Charge  Here? 

I had  believed  that  last  month’s  page  was  the  last  one  I was 
required  to  write.  My  editorial  staff  tells  me  otherwise  so 
I’m  forced  to  come  back  for  an  encore.  In  a way  I’m  glad 
because  it  gives  me  an  opportunity  to  discuss  with  you 
something  that  troubles  me.  Why  is  it  that  a physician  who 
has  been  involved  with  the  care  of  a patient  for  many  years 
suddenly  is  disqualified  from  writing  orders  when  his 
patient  is  admitted  to  a hospital? 

Evidently,  where  a house  staff  exists,  they  and  only 
they  can  write  orders  for  hospitalized  patients.  Often  an 
attending  physician  does  not  know  which  course  of  therapy  is  embarked  upon.  He 
enters  the  patient's  room  ignorant  of  what  has  been  planned  for  his  patient  and  unable  to 
answer  questions  put  to  him  by  said  patient  or  his  family.  After  being  qualified  in  his 
specialty  by  appropriate  boards,  the  attending’s  professional  experience  is  suddenly 
overlooked  and  not  allowed  to  be  used. 

It  is  obvious  what  the  intention  is  here.  The  resident  must  be  taught  the  plan  of 
treatment  while  he  is  learning  his  art.  No  objection.  However  the  course  of  treatment 
now  becomes  essentially  that  of  the  chief  of  service  through  the  acts  of  his  resident.  The 
wisdom  and  patient  knowledge  of  the  attending  is  suddenly  thrust  aside.  We 
acknowledge  that  the  attending  may  well  know  much  more  about  the  patient’s 
anxieties,  idiosyncrasies  and  previous  hospital  experiences  than  the  resident  can  learn 
even  with  the  most  carefully  obtained  history. 

Even  though  we  hate  to  consider  unfortunate  results  and  professional  liability  for 
same,  they  certainly  enter  into  consideration  here.  The  resident  hides  behind  the  skirts 
of  the  mother  institution.  The  line  of  responsibility  may  be  poorly  defined.  The 
attendant  physician,  even  though  prevented  from  writing  orders,  stands  nakedly 
exposed  to  any  suit  simply  because  he  is  the  attending  physician.  Such  actions  have 
already  been  instituted  in  some  cases. 

There  is  room  for  some  compromise  here  and  I hope  that  a suitable  accommodation 
will  be  reached.  It  seems  to  me  that  the  resident  should  continue  to  write  orders  but  only 
after  he  has  notified  the  attending  of  such  actions.  The  attending  physician  should 
continue  to  write  progress  notes  and,  where  suitable,  orders.  As  a courtesy  he  should 
tell  the  resident  why  he  is  ordering  medications  or  treatments  on  a specific  patient.  An 
exchange  of  knowledge  and  experience  can  only  work  for  the  patient’s  benefit.  If  the 
attending  physician  feels  that  certain  tests  should  be  excluded  because  the  expense 
does  not  justify  the  information  to  be  obtained,  he  should  be  allowed  to  do  so.  He  may 
feel  that  the  information  has  already  been  obtained  or  is  obtainable  at  less  expense.  The 
enthusiasm  of  residents  to  probe  and  reprobe  patients  who  are  debilitated  from  chronic 
or  incurable  conditions  is  unfortunately  too  common.  It  takes  the  experience  of  an  older 
man  to  stay  such  enthusiasm.  Just  because  a new  sophisticated  test  is  available  does  not 
mean  that  it  has  to  be  used  even  though  we  are  practicing  defensive  medicine. 

The  combination  of  wisdom  and  experience  of  maturity  with  the  knowledge  and 
enthusiasm  of  youth  is,  in  my  judgment,  a beautiful  thing  and  can  only  devolve  to  the 
patient’s  benefit  when  properly  applied.  Let  us  not  exclude  either  from  the  care  of  our 
hospitalized  patients. 

Gioacchino  S.  Parrella,  M.D. 

President 
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TIME  TO  REORDER? 


Save  Time,  Save  Money  with 
Wilmer  Medical  Management  Forms 


Wilmer  compatible  pegboard 
forms  are  interchangeable  with 
the  most  popular  health  care 
systems  offered  by  Control-O- 
Fax,  Safeguard,  NBS,  and 
McBee. 

Now  reorder  medical  man- 
agement forms  and  save  both 
time  and  money  with  Wilmer 
compatible  forms  and  sys- 
tems. All  the  most  widely  used 
checks,  receipts,  patient  led- 
gers, day  sheets,  and 
envelopes  are  now  available 
including  the  increasingly 
popular  multi-part  receipt/ 
insurance  claim  form  we  call 
“Superslip™" 


WILMER  OFFERS  COMPATIBLE  FORMS  FOR: 


FORMS  YOU  CAN  COUNT  ON 


SEE  YOUR  LOCAL  OFFICE  PRODUCTS  DEALER 


OR  CALL  TOLL-FREE  1-800-621-8131. 


Reflections  From  the  Dean’s  Office 

MetchnikofFs  Starfish 
ROBERT  U.  MASSEY,  M.D. 


Sir  Patrick:  Thats  not  new.  Ive  heard  this  notion  that 
the  white  corpuscles  - what  is  that  whats  his  name?  - 
Metchnikoff  - calls  them? 

Ridgeon:  Phagocytes. 

Sir  Patrick:  Aye,  phagocytes:  yes,  yes,  yes.  Well,  I 
heard  this  theory  that  the  phagocytes  eat  up  the  dis- 
ease germs  years  ago:  long  before  you  came  into 
fashion.  Besides,  they  dont  always  eat  them. 
Ridgeon:  They  do  when  you  butter  them  with  opsonin. ' 

Elie  Metchnikoff  first  observed  the  phenomenon, 
which  he  called  phagocytosis,  in  1883 — another  cen- 
tennial event,  along  with  Koch’s  identification  of  Vibrio 
cholerae,  the  deaths  of  Karl  Marx  and  Richard  Wagner, 
and  the  first  national  health  insurance  law.  In  some 
ways  the  world  of  1 883  belongs  more  to  us  than  it  does 
to  1783.  You  could  have  felt  the  20th  century  coming  in 
1883;  a hundred  years  before  was  another  age. 

Metchnikoff,  son  of  a Russian  guardsman  and  a 
Jewish  mother,  was  a zoologist  whose  sensitive  spirit 
could  soar  to  the  heights  of  optimism  and  sink  to  the 
depths  of  despair.  After  the  death  of  his  first  wife  in 
1873,  he  attempted  suicide  by  taking  an  overdose  of 
morphine.  Again,  after  relinquishing  his  chair  in  zoology 
at  the  University  of  Odessa  in  1881,  he  tried  again, 
this  time  by  inoculating  himself  with  relapsing  fever. 

It  was  while  convalescing  in  the  seaside  town  of  Mes- 
sina in  Sicily  that  he  first  observed  the  phenomenon  of 
Fresszellen,  “feeding  cells.”  He  wrote: 

“One  lovely  day  my  family  had  gone  to  the  circus  to 
see  some  especially  well  trained  apes.  I had  remained 
behind,  alone  with  my  microscope,  in  order  to  observe 
the  motile  cells  in  transparent  starfish  larvae;  suddenly 
a thought  flashed  in  my  head.  These  very  cells  must  be 
useful  to  the  organism  in  its  fight  against  noxious  in- 
vaders. Completely  filled  with  the  significance  of  this 
inspiration,  I felt  myself  terribly  excited.” 

He  then  went  on  to  tell  how  he  had  procured  a thorn, 
stuck  it  into  the  Daphne  larvae,  and  observed  how  it 
was  “quickly  surrounded  by  moving  cells.”  He  con- 
cluded, “This  experiment  was  the  foundation  of  my 
theory  of  phagocytosis  to  which  I was  to  devote  the 
next  25  years  of  my  life.”  In  another  letter,  he  wrote 
“Until  then  I had  been  a zoologist;  suddenly  I became  a 
pathologist.”2 


ROBERT  U.  MASSEY,  M.  D.,  Professor  and  Dean,  School  of 
Medicine,  University  of  Connecticut  Health  Center,  Farmington. 


Immunity  was  no  new  concept;  as  early  as  1725,  the 
Reverend  Cotton  Mather,  who  followed  medicine  as 
well  as  divinity,  had  advocated  small  pox  inoculation 
(not  cow  pox)  during  epidemics,  and  had  speculated  on 
the  immune  process,  even  including  the  notion  of  in- 
vading organisms.  By  1883,  humoral  immunity  was 
recognized,  but  cell- mediated  immunity  was  a new  idea. 

Elie  Metchnikoff  was  later  named  director  of  the 
Pasteur  Institute.  In  1 908  he  shared  the  Nobel  prize  with 
Paul  Ehrlich.  He  died  in  1916,  a “fanatic  of  science,” 
Tolstoy  called  him. 

Ludwig  Aschoff  regarded  his  work,  which  had  led  to 
his  own  idea  of  the  reticulo-endothelial  system,  as  “the 
most  significant  in  the  whole  conception  of  defensio,  by 
which  term  is  indicated  the  reactive  process  of  inflam- 
mation.” 

When  his  health  began  to  fail,  Metchnikoff  fixed  upon 
the  idea  that  aging  resulted  from  chronic  poisoning  by 
bacteria  in  the  gut,  autointoxication,  and  might  be  de- 
layed by  a diet  of  sour  milk.  It  was  this  conviction  of  his 
that  dominated  the  medical  world;  most  physicians  had 
never  heard  of  phagocytosis. 

In  his  first  textbook,  in  1893,  Osier  mentions  autoin- 
toxication and  almost  but  not  quite  dismisses  it.  He  says 
nothing  of  Metchnikoff  and  cellular  immunity.  By  the 
10th  Edition  in  1927,  McCrae  elaborated: 

“Captivated  by  the  theories  of  Metchnikoff  we  have 
been  for  some  years  on  the  crest  of  a colonic  wave,  and 
‘intestinal  toxaemia’  has  been  held  responsible  for  many 
of  the  worst  of  the  ills  that  flesh  is  heir  to,  more  particular- 
ly arteriosclerosis  and  old  age.  The  senile  and  presenile 
of  two  continents  have  been  taking  some  milk  and  bacto- 
bacillary  compounds,  to  the  great  benefit  of  the  manu- 
facturing chemists.” 

In  1912,  yogurt  factories  were  said  to  be  named  for 
Metchnikoff,  and  the  yogurt  market  even  today  may  owe 
a debt  to  his  poissons  intestinaux.  Ideas  do  not  have  to 
be  verifiably  true  to  have  great  durability. 

Metchnikoff  s real  science  came  from  the  excitement 
of  discovery,  the  delight  of  happy  observation.  “This  is 
the  element  that  distinguishes  applied  science  from 
basic,”  wrote  Lewis  Thomas,  “Surprise  is  what  makes 
the  difference.”3 
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AYR  INSURANCE  AGENCY,  INC. 

J.  LAUREN  AYR  ALISON  AYR 

“Growing  Bigger  by  Serving  Better” 

Group  Accident  and  Sickness  Insurance 
Group  Major  Medical  Insurance 
Group  Excess  Major  Medical  Insurance 
Group  Overhead  Expense  Insurance 

SPONSORED  BY 

THE  CONNECTICUT  STATE  MEDICAL  SOCIETY 

160  St.  Ronan  Street.  New  Haven,  Connecticut  065  1 1 
TELEPHONE  787-5947 


ELMCREST 


A COMPREHENSIVE 

MENTAL  HEALTH  TREATMENT  CENTER 

FOR  ADULTS  AND  ADOLESCENTS 


ELMCREST  PSYCHIATRIC  INSTITUTE  is  a 

105-bed  private  mental  health  treatment 
center  offering  a comprehensive  program  of 
diagnostic,  consultative,  treatment,  rehabili- 
tative, and  educational  services  for  adults  and 
adolescents.  Psychological  and  emotional 
disorders  are  treated  within  the  context  of  a 
therapeutic  community. 


THE  TREATMENT  PROGRAM  INCLUDES: 

□ DIAGNOSTIC  SERVICES  AND  PSYCHOPHARMACOTHERAPY 

□ CRISIS  INTERVENTION  AND  EMERGENCY  SERVICES 

□ INDIVIDUAL,  GROUP.  AND  FAMILY  PSYCHOTHERAPY 

□ ADOLESCENT/SCHOOL  PSYCHO  EDUCATIONAL  PROGRAM 

□ DRUG,  ALCOHOL.  AND  VOCATIONAL  REHABILITATION 


FOR  FURTHER  INFORMATION  CONTACT: 

Gordon  R.  Beem,  M.P.H. 

Administrator 

Lane  Ameen,  M.D.,  F.A.P.A 
Medical  Director 


□ CREATIVE  THERAPIES  SERVICE  (Art,  Recreation,  Occupa- 
tional, Dance/Movement,  Horticulture) 

□ GERIATRIC  GUIDANCE  CENTER 

□ DAY  HOSPITAL 


Elmcrest  accepts  Blue  Cross,  CHAMPUS, 
Medicare,  and  other  insurance  coverage. 


ELMCREST  PSYCHIATRIC  INSTITUTE 

25  Marlborough  Street 
PORTLAND,  CONNECTICUT  06480 
Telephone  (203)  342-0480 
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LAW,  MEDICINE  AND  PUBLIC  POLICY 


Parental  Notification  Requirements  and 
Administrative  Law  II 

JOSEPH  M.  HEALEY,  J.D. 


My  last  column  examined  the  increasing  role  which 
administrative  agency  regulations  are  playing  as  a 
source  of  law  for  health  care  providers.  The  column 
used  the  regulations  of  the  Department  of  Health  and 
Human  Services  requiring  agencies  receiving  funds  for 
family  planning  underTitle  X of  the  Public  Health  Ser- 
vice Act  to  notify  the  parent  or  legal  guardian  of  an  un- 
emancipated minor  when  prescription  drugs  or  devices 
were  provided  to  the  minor  in  almost  all  situations. 1 A 
preliminary  injunction  preventing  the  implementation 
of  these  regulations  was  sought  in  both  the  United 
States  District  Court  for  the  Southern  District  of  New 
York2  and  in  the  United  States  District  Court  for  the 
District  of  Columbia. 3 The  results  of  this  first  level  of 
judicial  review  provides  further  insight  into  the  substan- 
tive legal  issues  involved  and  the  relationship  among 
legislative  enactment,  administrative  regulation  and 
judicial  opinion. 

The  threshhold  questions  in  cases  seeking  the  granting 
of  a preliminary  injunction  are:  1 ) whether  irreparable 
harm  will  result  if  the  injunction  is  not  granted;  and  2) 
whether  the  plaintiff  is  likely  to  be  successful  on  the 
merits  of  the  case  when  a permanent  injunction  is 
sought.  Both  District  Courts  were  faced  with  examining 
evidence  to  determine  whether  these  questions  were 
answered  in  the  affirmative.  Published  excerpts  from 
the  judicial  opinions  of  both  cases  suggest  that  similar 
arguments  were  raised  by  the  parties  involved.  In  both 
cases,  the  plaintiffs  argued  that  the  enforcement  of  the 
regulations  would  result  in  deterring  adolescents  from 
using  Title  X clinics.  The  consequence  would  be  that 
many  adolescents  would  not  abstain  from  sexual  activi- 
ty even  if  contraceptives  were  not  available,  and,  as  a 
result,  substantial  numbers  of  adolescents  would  be- 
come pregnant,  electing  either  to  abort  or  to  bring  to 
term  an  unwanted  pregnancy.  Furthermore,  adolescents 
who  would  be  deterred  from  usingTitle  X clinics  would 
also  fail  to  receive  the  other  preventive  and  diagnostic 
services  provided  by  these  clinics.  It  was  argued  that 
any  of  these  consequences  would  represent  the  irre- 
parable harm  needed  for  the  granting  of  a preliminary 
injunction.  In  response,  the  government  argued,  among 
other  things,  that  the  harms  feared  were  speculative 
and  that  adolescents  would  remain  free  to  obtain  pre- 
scription contraceptives  from  private  physicians  and  to 
use  nonprescription  methods  of  contraception.  Both 

JOSEPH  M.  HEALEY,  J.D.,  Associate  Professor.  Department 
of  Community  Medicine  and  Health  Care,  University  ofConnecticut 
School  of  Medicine.  Farmington,  CT. 


Courts  rejected  the  claims  of  the  government,  finding 
that  there  was  sufficient  evidence  to  conclude  that  there 
was  a serious  risk  of  irreparable  harm  if  the  regulations 
were  not  enjoined.  The  alternatives  described  by  the 
government  were  considered  less  available  and  less  ef- 
fective. It  was  clear  to  both  Courts  that  the  first  re- 
quirement for  the  issuance  of  a preliminary  injunction 
had  been  satisfied. 

The  second  requirement  for  a preliminary  injunc- 
tion received  similar  treatment  in  both  Courts.  To  de- 
cide whether  there  was  a likelihood  of  the  plaintiffs' 
succeeding  in  arguments  on  the  merits  of  the  cases,  it 
was  necessary  for  both  Courts  to  examine  the  regula- 
tions in  light  of  the  intent  and  purpose  of  Congress  in 
enacting  Title  X and  its  Amendments.  The  plaintiffs 
claimed  that  a review  of  the  legislative  history  and  the 
structure  of  Title  X reveals  no  grant  of  authority  by 
Congress  authorizing  these  regulations.  The  use  of  per- 
missive language  such  as  "shall  encourage  family  par- 
ticipation,” it  was  argued,  reflected  an  intent  that 
adolescents  be  counselled  to  involve  their  families  in 
contraceptive  decisions  but  not  that  notification  of  the 
families  be  required  despite  the  minor’s  objection.  The 
Government  argued  that  parental  notification  would  be 
appropriate  because  it  is  an  essential  prerequisite  of 
family  participation.  The  notification  requirement  was 
presented  as  facilitating  rather  than  mandating  family 
involvement.  The  arguments  of  the  government  were 
rejected  by  both  Courts.  The  New  York  Federal  Court 
described  the  argument  that  family  involvement  would 
be  facilitated  rather  than  mandated  as  "an  exercise  in 
mere  sophistry”  and  “a  distinction  without  a differ- 
ence.” The  District  of  Columbia  Federal  Court  ex- 
pressed concern  that  fundamental  notions  of  confiden- 
tiality would  be  violated  by  the  regulations  in  the  ab- 
sence of  a clear  Congressional  mandate.  Both  Courts 
emphasized  the  absence  of  any  legislative  history  sup- 
porting the  claimed  authority  of  the  government.  They 
concluded  that  the  second  prerequisite  for  issuing  a 
preliminary  injunction  had  been  satisfied,  and  that  the 
injunction  would  be  granted.  As  a result  of  these  cases 
representing  the  first  level  of  judicial  review,  the  plain- 
tiffs have  succeeded  in  preventing  the  implementation 
of  the  regulations,  at  least  for  now. 
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The  Resident’s  Page 


A New  CSMS  Section 


There  are  over  thirteen  hundred  resident  physicians  in  Connecticut,  yet  up  until  last  year  only  a few  belonged  to 
the  Connecticut  State  Medical  Society,  with  minimal  involvement  and  input.  To  improve  this,  we  have  put 
together  a Postgraduate  Physicians  Section  of  the  State  Medical  Society,  which  after  its  first  year  of  existence,  has 
already  enrolled  147  of  Connecticut’s  resident  physicians. 

The  State  Society  represents  and  speaks  for  physicians  on  many  issues  of  both  medical  and  political  importance. 
Resident  physicians  make  up  over  16%  of  the  physicians  of  the  state,  and  have  special  concerns,  interests,  and 
areas  of  expertise  that  ought  to  be  represented  In  recognition  of  this,  CSMS  revised  its  bylaws  in  1 98 1 to  provide 
direct  membership  for  residents. 

The  Society  now  offers  residents  an  opportunity  to  get  involved  and  work  with  their  colleagues  towards  mutual 
goals.  There  is  a chance  to  meet  and  work  with  others  from  around  the  state  and  of  other  specialties,  a chance  to 
broaden  horizons. 

For  the  Society,  residents  offer  fresh  view  points  and  their  own  unique  expertise.  For  residents,  the  Society 
offers  a new  facet  of  education  and  participation,  not  just  with  the  care  of  individual  patients  but  with  health  care 
on  a broader  scale.  Scientific  exhibits,  standing  committees,  resolutions  and  legislation  are  just  a few  of  the  ways 
residents  are  becoming  involved. 


Annual  meeting  and  Scientific  Assembly: 

Each  year,  the  Society  meets  as  a whole  for  two  days  in  May  and  one  in  November.  This  year’s  annual  meeting 
is  May  25  and  26  at  the  Parkview  Hilton  in  Hartford.  The  first  day  will  comprise  the  business  meeting  of  the 
Society’s  House  of  Delegates  (two  of  which  are  residents  this  year)  and  the  second  day  will  be  devoted  to  the 
scientific  assembly.  Numerous  exhibits  and  educational  presentations  will  be  featured,  and  residents  are  welcome 
to  attend  any  or  all  sessions. 

Committees: 

The  following  comprise  the  standing  committees  of  the  Society,  many  of  which  deal  with  issues  of  importance 
to  residents.  Any  resident  with  an  interest  in  the  affairs  of  any  of  these  committees  should  contact  me  for  further 
information. 


Continuing  Medical  Education 
Insurance 

Professional  Liability 
Third  Party  Payments 
Legislative 


Public  Relations 
Emergency  Medical  Services 
Cancer  Coordinating 
Drug  Abuse 

Maternal  Mortality  & Morbidity 


Perinatal  Mortality  & Morbidity 

Sports  Medicine 

Mental  Health 

Organ  and  Tissue  Transfers 

Statewide  Medical  Planning 


How  do  Residents  join? 


For  Residents,  membership  in  the  State  Society  in  Connecticut  is  the  least  costly  in  the  country.  A year5  s dues 
is  five  dollars  in  addition  to  the  standard  $45.00  AMA  membership  fee,  and  covers  full  rights  and  privileges  of 
membership,  including  the  publications  of  both  organizations.  The  only  red  tape  is  filling  out  an  applicatioa 
If  you  are  interested  in  joining  the  Connecticut  State  Medical  Society  and  the  AMA,  please  call  or  write  me.  I 
will  be  happy  to  answer  any  questions  or  concerns  you  may  have.  If  you  are  already  a member,  please  pass  this 
page  on  to  a resident  colleague  in  your  hospital. 


1983-84  Officers  of  the  Section 

President:  Lee  Morisy,  M.D.,  Rocky  Hill 

Secretary:  John  Barrasso,  M.D.,  Wallingford 

Delegates:  Mark  Kasper,  M.D.,  New  Haven 

Philip  Kurzner,  M.D.,  Branford 


Lee  R.  Morisy,  M.D.,  President 
CSMS  Postgraduate  Physicians  Section 
160  St.  Ronan  Street 
New  Haven,  Conn.  06511 
Telephone:  CSMS  865-0587  (New  Haven) 
Or:  Dr.  Morisy  524-3011  (Hartford) 
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EDITORIALS 

Business  or  Profession? 

George  Bernard  Shaw  defined  indifference  toward 
our  fellow  creatures  as  the  greatest  sin.  Physicians  may 
be  sinners  of  this  stripe  as  we  seem  oblivious  to  the 
wreckage  of  professional  patient  care.  This  destruction 
of  our  self-assumed  responsibility  to  care,  to  cure  or  to 
soothe  those  who  trust  us  to  care,  we  seem  to  accept  with 
indifference. 

For  the  sake  of  the  almighty  dollar,  including  the 
dollars  we  want  to  earn,  we  tolerate  without  audible 
objection  government  clerks  and  hospital  bureaucrats 
telling  us  how  to  treat  patients;  how  long  to  allow  them 
to  rest  in  beds;  how  much  or  how  far  we  can  pursue 
diagnostic  explorations;  what  efforts  we  must  make  to 
prolong  life,  regardless  of  suffering  (and  maybe  ex- 
pense?); and  with  whom  we  must  communicate  irrespec- 
tive of  our  patients’  wishes  or  needs  to  have  their  medi- 
cal consultation  kept  private  between  them  and  us. 

They,  the  government,  speak  of  the  health  industry, 
but  unlike  Ford  or  General  Motors  which  can  recall 
hundreds  of  thousands  of  defective  cars,  we  cannot  re- 
call a myocardial  infarction  which  might  have  been  pre- 
vented by  longer  care  and  observation  in  the  hospital  or 
a malignancy  missed  at  an  earlier  stage  because  a CAT 
scan  would  have  been  too  expensive  at  the  time.  We 
cannot  recall  the  patients  who  suicided  (or  murdered) 
because  the  State  Mental  Health  Department  had  no 
bed  for  them  and  they  left  the  General  Hospital  Emer- 
gency Room  before  anybody  could  stop  them. 

Do  we  care  for  patients?  Then  where  are  our  objec- 
tions to  DRG,  to  increasing  out-of-pocket  payments  for 
Medicare/Medicaid  programs  which  prevent  the  elderly 
and  indigent  from  coming  to  us?  It  may  be  true  that 
more  middle-class  people  benefit  from  Medicare  than 


Editorials  are  expressions  of  personal  opinion  and  do  not 
necessarily  reflect  the  policies  of  CSMS. 


the  old  and  poor,  but  any  major  illness  will  generally 
reduce  middle-class  affluence  to  poverty  levels,  if  pro- 
longed skilled  nursing-facility  or  like  care  at  home  is 
needed. 

Worst  off  are  psychiatric  patients  as  they  have  al- 
ways been,  because  we  don't  like  them,  they  don’t  form 
PAC's  and  they  are  at  the  mercy  of  two  governments,  if 
not  three.  Twice  the  federal  government  has  cajoled 
states  to  release  these  patients  from  the  warehouses 
called  State  Hospitals  with  the  promise  to  help  acti- 
vate community  care.  In  the  Sixties  that  promise  was 
kept  to  a degree  by  the  Federal  Government,  but  by 
nary  a state  or  community.  The  second  time  in  1980 
there  was  only  a mandate  and  no  funds  and  under  the 
new  Federalism  since  then  only  budget  cuts  in  all 
human  services  for  neonates,  for  child  care,  for  the 
mentally  and  chronically  ill  and  now  for  the  aged. 

Less  money  for  care — more  bureaucracy  against 
care — do  we  care? 

Stephen  Fleck,  M.D. 

Subcutaneous  Injections: 
Simplifying  the  Procedure 

Injections  are  by  far  the  most  common  invasive  pro- 
cedure in  medicine.  The  subject  is  by  no  means  trivial. 
For  generations,  nurses  have  been  taught  a 3-step  pro- 
cedure for  hypodermic  injections:  ONE:  insert  the 
needle;  TWO:  pull  back  the  barrel  of  the  syringe  to 
determine  whether  the  tip  of  the  needle  accidentally 
entered  a blood  vessel;  and  THREE:  inject.  For  most 
substances  the  second  step  is  a waste  of  time  and  ef- 
fort. It  prolongs  the  procedure,  adds  an  unnecessary 
motion,  and  may  cause  additional  pain. 

In  our  clinics,  after  having  given  over  50,000  sub- 
cutaneous injections  without  aspirating  blood,  we 
dropped  the  second  step,  i.e.,  pulling  back  the  barrel. 
Since  then,  after  another  1 00,000-plus  injections  given 
over  the  years  by  my  staff  and  myself,  there  has  not 
been  a single  adverse  effect  due  to  this  simplified 
method.  The  technique  does  not  apply  to  injections 
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meant  to  be  intra-muscular.  But  at  the  sites  where  most 
hypodermic  injections  are  given,  such  as  the  lateral 
aspect  of  the  upper  arm,  there  are  no  sizeable  veins,  and 
small  blood  vessels  are  ruptured  if  the  injection  is  given 
quickly  and  forcefully,  thus  obviating  i.v.  effects.  At 
worst,  one  could  expect  a small  hematoma,  but  we 
rarely  see  even  this. 

I realize  that  it  is  not  easy  to  abandon  time-hallowed 
rituals.  However,  for  most  subcutaneous  injections  I 
suggest  this  sequence:  one,  insert  the  needle  fast 
(shoot),  which  makes  it  painless;  two,  push  the  materi- 
al in  forcefully  (this  breaks  small  blood  vessels,  if  there 
are  any);  and  three:  get  out  fast. 

Hans  H.  Neumann,  M.D. 

Department  of  Health 
New  Haven,  CT 


Handicapped  Parking  Permits 
and  the  Physician 

The  Connecticut  Legislature  passed  a law  mandating 
allotment  of  spaces  for  the  handicapped  in  each  parking 
area  containing  over  200  parking  spaces.  Handicapped 
persons  must  apply  for  a permit  to  park  in  these  spaces 
which  are  usually  situated  closest  to  buildings  - thus 
shortening  the  distance  a handicapped  person  must 
travel  to  get  to  his  or  her  destination.  The  application 
procedure  includes  a statement  signed  by  a physician 
certifying  a patient's  disability. 

It  is  becoming  evident  physicians,  when  certifying  a 
patient's  disability,  are  not  as  selective  as  the  legisla- 
ture intended  they  should  be.  Section  14-253a  of  the 
Connecticut  General  Statutes  requires  that  physicians 
certify  only  those  persons  whose“.  . . ability  to  walk  is 
seriously  and  permanently  impaired  . . ."  Certifica- 
tion of  others  not  disabled  within  the  meaning  of  the 
statute  serves  only  to  deprive  those  handicapped  per- 
sons who  face  a hardship  when  there  is  no  special 
parking  space  available  - and  thus  defeats  the  purpose 
of  the  law. 

No  doubt  the  situation  is  one  of  good  will  between 
the  physician  and  the  patient.  However,  because  we 
want  to  encourage  enforcement  of  the  law,  it  would  be 
helpful  if  you  would  remind  your  membership  of  the 
specifics  of  the  law. 

— Representative  Morag  L.  Vance 


Letters  to  the  Editor 


HEIMLICH  MANEUVER  FOR  DROWNING  VICTIMS 

To  the  Editor:  An  article  in  Connecticut  Medicine  entitled  “Heim- 
lich Maneuver  in  Cold-Water  Drowning”  (Gordon  BD  and  Terra- 
nova  GJ,  December,  1981 ) has  recently  been  brought  to  my  atten- 
tion. It  concerned  a drowning  two-year-old  boy  who  received  CPR 
by  the  mother,  then  by  EMT’s,  for  a half-hour  prior  to  admission  to  a 
hospital,  yet  remained  comatose. 

The  child  was  intubated,  but  it  was  impossible  to  force  any  air 
through  the  endotracheal  tube.  The  physician  then  removed  the 
endotracheal  tube  and  performed  three  Heimlich  Maneuvers,  which 
expelled  a large  piece  of  celery  from  the  trachea.  Complete  recovery 
followed  intensive  treatment. 

The  authors  are  to  be  commended  on  the  successful  result 
described  in  their  detailed  report.  Additional  information  may  be  of 
interest  to  your  readers: 

1 . This  is  the  third  instance  where  a foreign  body  proven  to  be  in  the 
trachea  rather  than  above  the  epiglottis  was  expelled  by  means 
of  the  Heimlich  Maneuver. 

2.  CPR  chest  compressions  were  performed  for  an  estimated  30 
minutes,  but  were  ineffective  in  expelling  the  object  from  the  air- 
way. The  Red  Cross  and  American  Heart  Association  have 
been  recommending  that  chest  compressions  be  used  in  infants 
and  children  as  a treatment  for  choking.  A Johns  Hopkins 
Medical  Center  study  proves  that  chest  thrusts  are  inefficient  in 
producing  intrathoracic  pressure,  because  the  intrathoracic 
pressure  is  dissipated  since  the  diaphragm  is  pushed  downward. 
(Chandra  N et  al:  Abdominal  binding  during  cardiopulmonary 
resuscitation  in  man.  JAMA  246:4,  351-353, 1981)  It  is  unlikely, 
therefore,  that  chest  thrusts  can  effectively  expel  a foreign  body 
obstructing  the  airway.  Furthermore,  hundreds  of  injuries  and 
deaths  caused  by  such  chest  compressions  in  CPR  have  been 
reported,  particularly  in  infants  and  children.  (Heimlich  HJ: 
First  aid  for  choking  children:  back  blows  and  chest  thrusts 
cause  complications  and  death.  Pediatrics  70:1,  120-125, 
1982)  The  properly  performed  subdiaphragmatic  thrust,  or 
Heimlich  Maneuver,  is  safer  and  more  effective,  as  evidenced  by 
Gordon's  and  Terranova's  report  as  well  as  the  several  thousand 
cases  that  have  been  reported  by  others.  (Heimlich  HJ  and 
Uhley  MH:  The  Heimlich  Maneuver.  Clinical  Symposia(Ciba) 
31:3.  1979) 

3.  It  has  been  shown  that  90%  of  drowning  cases  have  up  to  10  ml 
of  water  per  pound  of  body  weight  in  the  lungs — one  liter  in  a 1 00 
pound  individual.  (Model  JH  and  Davis  JH:  Electrolyte  changes 
in  human  drowning  victims.  Anesthesiology  30:414-420,  1959) 
The  presence  of  this  intrapulmonary  water  defeats  the  effective- 
ness of  mouth-to-mouth  ventilation.  The  Heimlich  Maneuver 
has  been  proven  to  expel  such  water  from  the  lungs,  saving 
drowning  persons,  and,  therefore,  is  recommended  as  the  first 
treatment  for  drowning.  The  Maneuver  is  repeated  until  water 
no  longer  flows  from  the  mouth.  ( Patrick  E A:  A case  report:  The 
Heimlich  Maneuver.  Emergency  13:10,45-47.  1981;  Heimlich 
HJ:  Subdiaphragmatic  pressure  to  expel  water  from  the  lungs  of 
drowning  persons.  Annals  of  Emergency  Medicine  10:9,  476- 
480,  1981;  Aims  Media:  How  to  save  a drowning  victim:  the 
Heimlich  Maneuver.  Film  9680,  1982)  Many  of  the  reports 
describe  instances  where  mouth-to-mouth  failed  and  the  res- 
cuers then  successfully  used  the  Heimlich  Maneuver.  They  in- 
variably state  that  the  water  gushed  out  of  the  lungs  and  the 
drowning  person  recovered.  Should  recovery  not  take  place  after 
water  ceases  to  be  expelled,  mouth-to-mouth  resuscitation  is  war- 
ranted. 

Once  again,  my  appreciation  to  the  authors  for  their  excellent 
report. 

Henry  j.  Heimlich,  M.D. 

Xavier  University 
Cincinnati,  OH 
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Anxious  patients 
improve  in  just 
a few  days 


And  what  is  more  reassuring 
to  an  excessively  anxious 
patient  than  medication  that 
promptly  starts  to  relieve  his 
discomforting  symptoms? 

Valium®  (diazepam/Roche) 
begins  working  within  30  to 
90  minutes.  Patients  continue 
to  improve  in  just  a few  days, 
and  relief  continues  through- 
out the  course  of  treatment. 

There  are  other  impor- 
tant benefits  with  Valium  as  well — along  with  its 
broad  clinical  range,  Valium  has  an  efficacy/safety 
profile  that  few,  if  any,  drugs  can  match.  This 
record  has  been  achieved  with  extensive  clinical 
experience,  undoubtedly  including  yours.  And, 
as  you  must  have  observed,  side  effects  more 
serious  than  drowsiness,  fatigue  or  ataxia  rarely 
occur  Nevertheless,  as  with  any  CNS-acting 
agent,  patients  should  be  cautioned  about  driv- 
ing, operating  hazardous  machinery  or  ingesting 
alcohol  or  other  CNS-depressant  drugs  while 
taking  Valium. 

Yet  another  benefit  Valium  affords  is  flexibility 


Available  in  2-mg,  5-mg  and 
10-mg  scored  tablets,  Valium 
enables  you  to  titrate  dosage 
to  individual  patient  needs. 
For  the  geriatric  patient, 
a starting  dosage  of  2 to 
2Vi  mg  once  or  twice  a day 
is  recommended.  And,  for 
patients  who  forget  or  skip 
medication,  you  can  prescribe 
Valrelease™  ( diazepam/Roche) 
15-mg  slow-release  capsules, 
knowing  that  Valrelease  will  assure  all  the  benefits 
of  Valium  5 mg  t.i.d.  with  the  convenience  of 
once-a-day  dosage. 

Discontinuation  of  Valium  (or  Valrelease) 
is  typically  as  smooth  as  its  start  in  short-term 
therapy  However,  Valium  and  Valrelease  should 
be  discontinued  gradually  after  more  extended 
treatment.  As  you  diminish  dosage,  the  built-in 
tapering  action  of  Valium  and  Valrelease  will 
help  avoid  rapidly  recurring  anxiety  symptoms 
and  symptoms  of  withdrawal,  and  will  help  ease 
die  patient’s  transition  to  independent  coping 
when  therapeutic  goals  have  been  achieved. 


...that’s  one  of 
the  unique  benefits  of 

\ftlium 

diazepam/ Roche 


Copyright  ©1983  by  Roche  Products  Inc.  All  rights  reserved. 
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Valium®  (diazepam/Roche)  (jv  Tablets 

Valrelease™  ( diazepam/Roche ) (jv  slow-release  Capsules 

Injectable  Valium®  ( diazepam/Roche ) (W 

Before  prescribing,  please  consult  complete  product  information,  a summary 
of  which  follows: 

Indications:  Management  of  anxiety  disorders,  or  short-term  relief  of  symptoms 
of  anxiety.  Anxiety  or  tension  associated  with  the  stress  of  everyday  life  usually 
does  not  require  treatment  with  an  anxiolytic.  Symptomatic  relief  of  acute  agita- 
tion, tremor,  impending  or  acute  delirium  tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal:  adjunctively  in:  relief  of  skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology,  spasticity  caused  by  upper  motor  neuron  disorders; 
athetosis;  stiff-man  syndrome  Oral  forms  may  be  used  adjunctively  in  convulsive 
disorders,  but  not  as  sole  therapy.  Injectable  form  may  also  be  used  adjunctively 
in:  status  epilepticus;  severe  recurrent  seizures;  tetanus;  anxiety,  tension  or  acute 
stress  reactions  prior  to  endoscopic/surgical  procedures;  cardioversion 
The  effectiveness  of  diazepam  in  long-term  use,  that  is,  more  than  4 months,  has 
not  been  assessed  by  systematic  clinical  studies.  The  physician  should  periodi- 
cally reassess  the  usefulness  of  the  drug  for  the  individual  patient. 
Contraindications;  Tablets  or  capsules  in  children  under  6 months  of  age; 
known  hypersensitivity;  acute  narrow  angle  glaucoma;  may  be  used  in  patients 
with  open  angle  glaucoma  who  are  receiving  appropriate  therapy. 

Warnings:  As  with  most  CNS-acting  drugs,  caution  against  hazardous  occupations 
requiring  complete  mental  alertness  (eg.,  operating  machinery,  driving).  With- 
drawal symptoms  similar  to  those  with  barbiturates  and  alcohol  have  been 
observed  with  abrupt  discontinuation,  usually  limited  to  extended  use  and 
excessive  doses.  Infrequently,  milder  withdrawal  symptoms  have  been  reported 
following  abrupt  discontinuation  of  benzodiazepines  after  continuous  use,  gen- 
erally at  higher  therapeutic  levels,  for  at  least  several  months.  After  extended 
therapy  gradually  taper  dosage.  Keep  addiction-prone  individuals  (drug  addicts 
or  alcoholics)  under  careful  surveillance  because  of  predisposition  to  habitua- 
tion/dependence. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  their  use  is  rarely  a matter  of 
urgency  and  because  of  increased  risk  of  congenital  malformations,  as 
suggested  in  several  studies.  Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to  discuss  therapy  if  they  intend  to 
or  do  become  pregnant 

oral  Advise  patients  against  simultaneous  ingestion  of  alcohol  and  other  CNS 
depressants. 

Not  of  value  in  treatment  of  psychotic  patients;  should  not  be  employed  in  lieu 
of  appropriate  treatment.  When  using  oral  forms  adjunctively  in  convulsive  dis- 
orders, possibility  of  increase  in  frequency  and/or  severity  of  grand  mal  seizures 
may  require  increase  in  dosage  of  standard  anticonvulsant  medication;  abrupt 
withdrawal  in  such  cases  may  be  associated  with  temporary  increase  in  fre- 
quency and/or  severity  of  seizures. 

injectable  To  reduce  the  possibility  of  venous  thrombosis,  phlebitis,  local  irritation , 
swelling  and,  rarely,  vascular  impairment  when  used  l.V:  inject  slowly,  taking  at 
least  one  minute  for  each  5 mg  (1  ml)  given:  do  not  use  small  veins,  i.e.,  dorsum 
of  hand  or  urist:  use  extreme  care  to  avoid  intra-arterial  administration  or 
extravasation  Do  not  mix  or  dilute  with  other  solutions  or  drugs  in  syringe  or 
infusion  flask.  If  it  is  not  feasible  to  administer  Injectable  Valium  directly  l.V,  it 
may  be  injected  slowly  through  the  infusion  tubing  as  close  as  possible  to  the 
vein  insertion 

Administer  with  extreme  care  to  elderly,  very  ill,  those  with  limited  pulmonary 
reserve  because  of  possibility  of  apnea  and/or  cardiac  arrest;  concomitant  use 
of  barbiturates,  alcohol  or  other  CNS  depressants  increases  depression  with 
increased  risk  of  apnea;  have  resuscitative  facilities  available.  When  used  with 
narcotic  analgesic  eliminate  or  reduce  narcotic  dosage  at  least  1/3,  administer  in 
small  increments.  Should  not  be  administered  to  patients  in  shock,  coma,  acute 
alcoholic  intoxication  with  depression  of  vital  signs. 

Has  precipitated  tonic  status  epilepticus  in  patients  treated  for  petit  mal  status  or 
petit  mal  variant  status.  Not  recommended  for  OB  use. 

Efficacy/safety  not  established  in  neonates  (age  30  days  or  less);  prolonged  CNS 
depression  observed.  In  children,  give  slowly  (up  to  0.25  mg/kg  over  3 minutes) 
to  avoid  apnea  or  prolonged  somnolence;  can  be  repeated  after  15  to  30  min- 
utes. If  no  relief  after  third  administration,  appropriate  adjunctive  therapy  is 
recommended. 

Precautions:  If  combined  widi  other  psychotropics  or  anticonvulsants,  carefully 
consider  individual  pharmacologic  effects — particularly  with  known  compounds 
which  may  potentiate  action  of  diazepam,  i.e.,  phenothiazines,  narcotics,  barbitu- 
rates, MAO  inhibitors  and  antidepressants.  Protective  measures  indicated  in 
highly  anxious  patients  with  accompanying  depression  who  may  have  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  hepatic  function;  avoid  accu- 
mulation in  patients  with  compromised  kidney  function.  Limit  oral  dosage  to 
smallest  effective  amount  in  elderly  and  debilitated  to  preclude  ataxia  or  overse- 
dation (initially  2 to  2Vi  mg  once  or  twice  daily,  increasing  gradually  as  needed 
and  tolerated). 

The  clearance  of  diazepam  and  certain  other  benzodiazepines  can  be  delayed  in 
association  with  Tagamet  (cimetidine)  administration.  The  clinical  significance  of 
this  is  unclear. 

injectable  Although  promptly  controlled,  seizures  may  return,  readminister  if 
necessary;  not  recommended  for  long-term  maintenance  therapy.  Laryngospasm/ 
increased  cough  reflex  are  possible  during  peroral  endoscopic  procedures,  use 
topical  anesthetic,  have  necessary  countermeasures  available.  Hypotension  or 
muscular  weakness  possible,  particularly  when  used  with  narcotics,  barbiturates 
or  alcohol.  Use  lower  doses  (2  to  5 mg)  for  elderlv/debilitated. 

Adverse  Reactions:  Side  effects  most  commonly  reported  were  drowsiness, 
fatigue,  ataxia.  Infrequently  encountered  were  confusion,  constipation,  depres- 
sion, diplopia,  dysarthria,  headache,  hypotension,  incontinence,  jaundice, 
changes  in  libido,  nausea,  changes  in  salivation,  skin  rash,  slurred  speech, 
tremor,  urinary  retention,  vertigo,  blurred  vision.  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucinations,  increased  muscle  spasticity 


insomnia,  rage,  sleep  disturbances  and  stimulation  have  been  reported;  should 
these  occur,  discontinue  drug. 

Because  of  isolated  reports  of  neutropenia  and  jaundice,  periodic  blood  count 
liver  function  tests  advisable  during  long-term  therapy.  Minor  changes  in  EEG 
patterns,  usually  low-voltage  fast  activity,  observed  in  patients  during  and  after 
diazepam  therapy  are  of  no  known  significance. 

iniectable  Venous  thrombosis/phlebitis  at  injection  site,  hypoactivity,  syncope, 
bradycardia,  cardiovascular  collapse,  nystagmus,  urticaria,  hiccups,  neutropenit 
In  peroral  endoscopic  procedures,  coughing,  depressed  respiration,  dyspnea, 
hyperventilation,  laryngospasm/pain  in  throat  or  chest  have  been  reported. 
Dosage:  Individualize  for  maximum  beneficial  effect. 
oral  Adults  Anxiety  disorders,  relief  of  symptoms  of  anxiety — \hlium  (diaze- 
pam/Roche) tablets.  2 to  10  mg  b i d.  to  q.i.d.;  or  1 or  2 Valrelease  capsules  (15 1 
30  mg)  daily.  Acute  alcohol  withdrawal — tablets.  10  mg  t.i.d.  or  q.i.d.  in  first 
24  hours,  then  5 mg  t.i.d.  or  q.i.d.  as  needed;  or  2 capsules  (30  mg)  the  first 
24  hours,  then  1 caosule  (15  mg)  daily  as  needed.  Adjunctively  in  skeletal  muse 
spasm — tablets.  2 to  10  mg  t.i.d.  or  q.i.d.;  or  1 or  2 capsules  (15  to  30  mg)  once 
daily.  Adjunctively  in  convulsive  disorders — tablets,  2 to  10  mg  b i d.  to  q.i.d.;  or 
1 or  2 capsules  ( 15  to  30  mg)  once  daily. 

Geriatric  or  debilitated  patients:  Tablets — 2 to  2 Vi  mg  1 or  2 times  daily  initially 
increasing  as  needed  and  tolerated  (see  Precautions).  Capsules — 1 capsule 
(15  mg)  daily  when  5 mg  oral  \hlium  has  been  determined  as  the  optimal  daily 

dose. 

Children . Tablets — 1 to  2Vi  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  in  children  under  6 months)  Capsules — 1 capsule  (15  m 
daily  when  5 mg  oral  Valium  has  been  determined  as  the  optimal  daily  dose  (n,: 
for  use  in  children  under  6 months ). 

iniectable  Usual  initial  dose  in  older  children  and  adults  is  2 to  20  mg  I.M.  or  l.V 
depending  on  indication  and  severity  Larger  doses  may  be  required  in  some 
conditions  (tetanus).  In  acute  conditions  injection  may  be  repeated  within 
1 hour,  although  interval  of  3 to  4 hours  is  usually  satisfactory.  Lower  doses 
(usually  2 to  5 mg)  with  slow  dosage  increase  for  elderly  or  debilitated  patiem 
and  when  sedative  drugs  are  added.  (See  VChrnings  and  Adverse  Reactions.) 
For  dosages  in  infants  and  children  see  below;  have  resuscitative  facilities 
available. 

I.M.  use:  by  deep  injection  into  the  muscle 

l.V.  use:  inject  slowly,  take  at  least  one  minute  for  each  5 mg  (1  ml)  given.  Do 
not  use  small  veins,  i.e.,  dorsum  of  hand  or  wrist.  Use  extreme  care  to  avoid 
intra-arterial  administration  or  extravasation.  Do  not  mix  or  dilute  Valium 
with  other  solutions  or  drugs  in  syringe  or  infusion  flask.  If  it  is  not  feasible 
to  administer  Valium  directly  IV,  it  may  be  injected  slowly  through  the 
infusion  tubing  as  close  as  possible  to  the  i ein  insertion. 

Moderate  anxiety  disorders  and  symptoms  of  anxiety,  2 to  5 mg  I.M.  or  l.V,  anc; 
severe  anxiety  disorders  and  symptoms  of  anxiety,  5 to  10  mg  I.M.  or  l.V,  repe< 
in  3 to  4 hours  if  necessary;  acute  alcohol  withdrawal,  10  mg  I.M.  or  l.V  initial!’ 
then  5 to  10  mg  in  3 to  4 hours  if  necessary.  Muscle  spasm,  in  adults.  5 to  10  m 
I.M.  or  l.V.  initially,  then  5 to  10  mg  in  3 to  4 hours  if  necessary  (tetanus  may 
require  larger  doses);  in  children  administer  l.V.  slowly,  for  tetanus  in  infants 
over  30  days  of  age,  1 to  2 mg  I.M.  or  I V,  repeat  every  3 to  4 hours  if  necessar, 
in  children  5 years  or  older.  5 to  10  mg  repeated  every  3 to  4 hours  as  neededjj 
Respiratory  assistance  should  be  available. 

Status  epilepticus,  severe  recurrent  convulsive  seizures  (IV  route  preferred), 

5 to  10  mg  adult  dose  administered  slowly,  repeat  at  10-  to  15-minute  intervals 
to  30  mg  maximum.  Repeat  in  2 to  4 hours  if  necessary,  keeping  in  mind  poss: 
bility  of  residual  active  metabolites.  Use  caution  in  presence  of  chronic  lung 
disease  or  unstable  cardiovascular  status.  Infants  (over  30  days)  and  children 
( under  5 years ).  0.2  to  0.5  mg  slowly  every  2 to  5 min.,  up  to  5 mg  (l.V  pre- 
ferred). Children  5 years  plus.  1 mg  every  2 to  5 min.,  up  to  10  mg  (slow  l.V 
preferred);  repeat  in  2 to  4 hours  if  needed.  EEG  monitoring  may  be  helpful. 
In  endoscopic  procedures,  titrate  l.V  dosage  to  desired  sedative  response,  ger 
ally  10  mg  or  less  but  up  to  20  mg  (if  narcotics  are  omitted)  immediately  prio 
procedure;  if  l.V  cannot  be  used,  5 to  10  mg  I.M.  approximately  30  minutes  pr 
to  procedure.  As  preoperative  medication,  10  mg  I.M.;  in  cardioversion,  5 to 
15  mg  l.V  within  5 to  10  minutes  prior  to  procedure.  Once  acute  symptomatol 
has  been  properly  controlled  with  injectable  form,  patient  may  be  placed  on 
oral  form  if  further  treatment  is  required. 

Management  of  Overdosage:  Manifestations  include  somnolence,  confusion, 
coma,  diminished  reflexes.  Monitor  respiration,  pulse,  blood  pressure;  emplc 
general  supportive  measures,  IV  fluids,  adequate  airway  Use  levarterenol  or  Jj 
metaraminol  for  hypotension.  Dialysis  is  of  limited  value. 

How  Supplied 

oral.  Valium  scored  tablets — 2 mg,  white;  5 mg,  yellow;  10  mg,  blue — bottles 
100  and  500;  Prescription  Paks  of  50,  available  in  trays  of  10;  Tel-E-Dose®  pack’ 
ages  of  100,  available  in  trays  of  4 reverse-numbered  boxes  of  25  and  in  boxe, 
containing  10  strips  of  10. 

Valrelease  (diazepam/Roche)  slow-release  capsules — 15  mg  (yellow  and  blue 
bottles  of  100;  Prescription  Paks  of  30. 

injectable:  Ampuls,  2 ml,  boxes  of  10,  Vials,  10  ml,  boxes  of  T,  Tel-E-Ject®  (dis- 
posable syringes),  2 ml,  boxes  of  10.  Each  ml  contains  5 mg  diazepam,  com-  , 
pounded  with  40%  propylene  glycol,  10%  ethyl  alcohol,  5%  sodium  benzoate 
and  benzoic  acid  as  buffers,  and  1.5%  benzyl  alcohol  as  preservative. 
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A MESSAGE  FROM  THE  PRESIDENT 

Once  a year  the  physicians  of  Connecticut  are  privileged  to  socialize 
and  exchange  medical  knowledge  with  each  other. 

This  two  day  session  will  be  highly  informative  and  all  physicians 
should  avail  themselves  of  the  opportunity  to  attend. 

The  House  of  Delegates  will  meet  on  Wednesday,  May  25,  and  is 
an  open  meeting  and  all  members  of  the  Society  are  invited  to  attend. 
Members  attending  who  are  not  official  delegates  may  attend  and 
speak  at  reference  committee  hearings,  where  most  of  the  items 
coming  before  the  House  will  be  discussed.  Come  and  let  your  voice 
be  heard.  Dr.  Harrison  L.  Rogers,  Jr.,  M.D.  from  Atlanta,  Georgia, 
Speaker  of  the  AMA  House  of  Delegates,  has  been  invited  to  address 
the  House  and  will  bring  us  up  to  date  on  the  latest  AMA  activities  of 
interest  to  Connecticut  physicians. 

In  a change  of  format,  the  inauguration  of  our  new  President, 
Daniel  W.  Doctor,  M.D.,  of  Westport,  will  take  place  at  the  House 
of  Delegates  meeting  and  the  annual  dinner  will  be  replaced  with  a 
reception  following  the  close  of  the  meeting. 

An  outstanding  scientific  program  will  be  presented  on  Thursday, 
May  26,  1983.  Representing  a relatively  new  problem  are  papers  on 
organ  transplantation.  An  old  and  ever  present  enigma  are  diffi- 
culties attending  the  treatment  of  breast  cancer.  Papers  on  this  sub- 
ject will  be  presented  at  the  afternoon  session.  Items  of  interest  for  all 
of  us  will  be  discussed  and  this  is  also  an  excellent  opportunity  to 
obtain  CME  credits.  I urge  all  of  you  to  be  present  and  take 
advantage  of  this  opportunity  which  is  afforded  you  by  the  efforts  of 
your  medical  society. 

Gioacchino  S.  Parrella,  M.D. 


GENERAL  INFORMATION 
READ  CAREFULLY 

REGISTRATION 

The  registration  desk  will  be  located  in  the  lobby  of  the  hotel 
and  everyone  attending  the  meeting  is  requested  to  register. 
There  will  be  no  charge  for  registration  and  all  members  of  the 


Society  will  be  given  a guest  luncheon  ticket  when  and  only  if 
they  register. 

PARKING 

There  are  parking  facilities  at  the  hotel  and  in  the  immediate 
surrounding  area. 

TELEPHONE 

Telephone  messages  will  be  received  at  Hartford  249-561 1. 
LUNCHEON 

Luncheon  will  be  served  in  the  ballroom  on  the  mezzanine 
floor  and  ALL  MEMBERS  OF  THE  SOCIETY  REGIS- 
TERING WILL  BE  THE  GUESTS  OF  THE  SOCIETY. 
PLEASE  REMEMBER  A LUNCHEON  TICKET  WILL 
BE  GIVEN  TO  MEMBERS  ONLY  IF  THEY  REGISTER. 
HOTEL  ACCOMMODATIONS 

Persons  who  wish  to  stay  overnight  at  the  hotel  should  make 
roomreservations  as  soon  as  possible.  Please  indicate  in  your 
letter  that  you  are  attending  the  Connecticut  State  Medical 
Society  meeting. 

PROGRAM 

The  House  of  Delegates  will  be  held  on  May  25th  and  the 
scientific  program  will  be  held  on  May  26th.  The  scientific 
program  will  be  concentrated  in  one  day,  May  26th.  The 
general  program  will  be  held  in  the  ballroom  between  10:30 
A.M.  and  4:00  P.M.,  and  the  section  meetings  will  be  held  in 
the  morning  at  8:30  A.M.  and  in  the  afternoon  at  4:00  P.M.  in 
the  rooms  listed  in  the  program. 

PRESIDENT'S  INAUGURATION 

In  a change  of  format,  the  inauguration  of  the  new  President 
will  take  place  at  the  House  of  Delegates  meeting  on  May 
25th,  at  about  4:30  P.M.  All  members  are  invited  to  attend 
the  inauguration.  The  annual  dinner  will  be  replaced  with  a 
reception  following  the  close  of  the  meeting. 

EXHIBITS 

All  the  exhibits  will  be  located  on  the  mezzanine  floor. 
Physicians  should  take  advantage  of  the  opportunity  to  re- 
view what  is  new  and  timely  by  visiting  the  commercial 
exhibits. 

ALL  ACTIVITIES  WILL  TAKE  PLACE  AT  THE  HOTEL 
UNLESS  OTHERWISE  INDICATED 


HOSPITAL  RESIDENTS,  INTERNS  AND  MEDICAL 
STUDENTS  ARE  CORDIALLY  INVITED  TO  ATTEND 
THIS  MEETING 
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ANNUAL  MEETING  OF  THE  HOUSE  OF 
DELEGATES 

WEDNESDAY,  MAY  25,  1983 
BALLROOM  MEZZANINE 

Presiding: 

Joseph  S.  Sadowski,  M.D.,  Hartford,  Speaker  of  the  House 
Edmund  F.  Hecklau,  M.D.,  Greenwich,  Vice-Speaker  of  the  House 

12:00  REGISTRATION  OF  DELEGATES 

Light  sandwich  buffet  will  be  available 

12:30  CALL  TO  ORDER 

REPORTS  OF  OFFICERS,  COMMITTEES,  OTHERS 
OLD  AND  NEW  BUSINESS 

GUEST  SPEAKER:  HARRISON  L.  ROGERS,  M.D., 
ATLANTA,  GEORGIA,  SPEAKER,  AMA  HOUSE 
OF  DELEGATES 

ADDRESS  OF  THE  PRESIDENT— GIOACCHINO 
S.  PARRELLA,  M.D..  MILFORD 

ELECTION  OF  OFFICERS  AND  COMMITTEES 
INTRODUCTION  OF  GUESTS 
PRESENTATION  AND  AWARDS 

INAUGURATION  OF  THE  NEW  PRESIDENT— 
DANIEL  W.  DOCTOR,  M.D.,  WESTPORT 

INAUGURAL  ADDRESS 
ADJOURNMENT 
RECEPTION  TO  FOLLOW 


GENERAL  SCIENTIFIC  PROGRAM 
THURSDAY,  MAY  26 
MORNING  SESSION 

8:15  REGISTRATION— Hotel  Lobby 

8:30-10:00  MEETINGS  OF  SECTIONS  OF  THE  SOCIETY 

(Listing  elsewhere  in  program) 

10:00  INTERMISSION  TO  VISIT  EXHIBITS-Mezzanine 
BALLROOM 

10:20  CALL  TO  ORDER  AND  WELCOMING  REMARKS 

Daniel  W.  Doctor,  M.D.,  Westport,  President,  Connecticut 
State  Medical  Society 

Presiding:  RAMON  N.  KRANWINKEL.  M.D..  Danbury' 

SYMPOSIUM— ORGAN  TRANSPLANTATION- 
PRESENT  AND  FUTURE 

10:30  PRESENT  STATUS  OF  ORGAN  TRANSPLANTA- 
TION 

M.  WAYNE  FLYE,  M.D.,  Ph  D.,  New  Haven;  Associate 
Professor  of  Transplant  Surgery,  Yale  University  School  of 
Medicine:  Director  of  Division  of  Organ  Transplantation  and 
Immuno-Biology,  Yale-New  Haven  Hospital 

11:10  FUTURE  STATUS  OF  ORGAN  TRANSPLANTA- 
TION 

JOHN  S.  NAJARIAN.  M.D  . Minneapolis;  Professor  and 
Chairman,  Department  of  Surgery,  College  of  Medical 
Sciences,  University  of  Minnesota 
11:50  PANEL 

M.  Wayne  Flye.  M.D  , Ph  D , New  Haven 
John  S.  Najarian,  M.D.,  Minneapolis 
Amy  Chang,  R.N.,  B.S.,  Boston;  Transplant  Nurse,  Coordin- 
ator; Renal  Clinical  Nurse;  Brigham  and  Women’s  Hospital. 
Boston 

12:30  INTERMISSION  TO  VISIT  EXHIBITS 
1:00  LUNCHEON 


AFTERNOON  SESSION 

Presiding:  Edward  Dunn.  M.D.,  Waterbury 

SYMPOSIUM— BREAST  CANCER  REVISITED 
2:00  DIAGNOSIS 

JEOFFREY  S.  BLAU.  M.D..  New  Britain;  Assistant  Clini- 
cal Professor  of  Radiology,  University  of  Connecticut  Health 
Center;  Chief  Radiologist,  Bradley  Memorial  Hospital, 
Southington 

2:30  SURGERY— CHOICE  OF  OPERATION 

CHARLES  F,  McKHANN.  M.D.,  New  Haven;  Professor 
of  Surgery,  Yale  University  School  of  Medicine;  Attending 
Surgeon,  Yale-New  Haven  Hospital 
3:00  RECENT  ADVANCES  IN  THERAPY 

SUSAN  W.  PITMAN.  M.D.,  New  Haven;  Assistant  Pro- 
fessor of  Medicine,  Yale  University  School  of  Medicine; 
Attending  Physician,  Yale-New  Haven  Hospital 
3:30  PANEL: 

Jeoffrey  S.  Blau,  M.D.,  New  Britain 
Charles  F.  McKhann,  M.D.,  New  Haven 
Susan  W.  Pitman,  M.D.,  New  Haven 

INTERMISSION  TO  VISIT  EXHIBITS 

4:00  MEETINGS  OF  SECTIONS  OF  THE  SOCIETY 

(Listing  elsewhere  in  program) 


THURSDAY,  MAY  26 

MEETINGS  OF  SECTIONS  OF  THE  SOCIETY 
MORNING  SECTION  PROGRAMS 

SECTION  ON  FAMILY  PRACTICE 
8:30  A M.  Colt  Rooms  A&B 

President:  Dewees  H.  Brown,  M.D.,  Middletown 
Secretary:  Arthur  D.  Keefe,  M.D.,  East  Hartford 

FAMILY  PRACTICE  RESEARCH  PROJECT:  URINARY 
TRACT  INFECTION 

RONALD  E.  PINKERTON.  M.D..  Middletown;  Depart- 
ment of  Family  Practice,  Middlesex  Memorial  Hospital 
BUSINESS  MEETING 
ELECTION  OF  OFFICERS 


SECTION  ON  FORENSIC  MEDICINE 

8:30  A M.  Pope  Room 

President:  Jospeh  A.  Vincitorio,  M.D.,  Waterbury 
Secretary:  Bertrand  P Bisson.  M.D.,  Waterbury 
BUSINESS  MEETING 
ELECTION  OF  OFFICERS 


SECTION  ON  INTERNAL  MEDICINE 

8:30  A.M.  Elizabeth  Room 

President:  Edward  H.  Scherr,  M.D.,  New  Haven 
Secretary:  Leonard  E.  Grauer,  M.D.,  New  Haven 
THE  PHYSICIAN  AND  THE  FRAIL  ELDERLY  PATIENT: 
HELPING  THE  FAMILY  COPE 

LEO  M.  COONEY,  JR..  M.D.,  New  Haven;  Associate  Pro- 
fessor of  Medicine,  Yale  University  School  of  Medicine; 
Director.  Continuing  Care  Unit,  Yale-New  Haven  Hospital 
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SECTION  ON  PHYSICAL  MEDICINE 
AND  REHABILITATION 

8:30  A.M.  Bushnell  Room 

President:  L.  Ronald  Homza,  M.D.,  Bridgeport 
Secretary:  Sanford  W.  Harvey,  M.D.,  Middletown 
LATERAL  ELECTRICAL  STIMULATION  FOR  TREAT- 
MENT OF  IDIOPATHIC  SCOLIOSIS 

THOMAS  S.  RENSHAW,  M.D..  Newington;  Director  of 
Orthopedic  Surgery,  Newington  Children’s  Hospital 
PHILIP  B.  ARNOLD,  M.D.,  Danbury;  Chief  of  Rehabilita- 
tive Medicine,  Danbury  Hospital 


SECTION  ON  PSYCHIATRY 

8:30  A.M.  Capitol  Ballroom 

President:  Richard  M.  Sallick,  M.D.,  Norwalk 
ALCOHOL  AND  SUBSTANCE  USE  DISORDERS  AND 
THE  MENTALLY  RETARDED  PATIENT 

TIMOTHY  RAVINUS,  M.D.,  Northampton,  Massachu- 
setts; Director,  Alcohol  Dependence  Treatment  Program, 
Northampton  V.A.  Hospital 


AFTERNOON  SECTION  PROGRAMS 

SECTION  ON  ALLERGY 

6:30  P.M.  Preston  Hill  Inn,  Middlebury,  CT 

President:  Carlton  R.  Palm,  M.D.,  New  Haven 
Secretary:  Gerald  J.  Germano,  M.D..  Ansonia 
MECHANISM  OF  BASOPHIL  HISTAMINE  RELEASE 
REUBEN  P.  SIRAGANIAN,  M.D.,  Ph.D.,  Bethesda. 
Maryland;  Head,  Laboratory  of  Microbiology  and  Im- 
munology. National  Institutes  of  Health 


SECTION  ON  ANESTHESIA 

4:00  P.M.  Hartford  Club,  Hartford 

President:  Paul  G.  Barash,  M.D..  New  Haven 
Secretary:  William  D.  Conrad,  M.D..  Hartford 

MALIGNANT  HYPERPYREXIA;  DIAGNOSIS  AND 
TREATMENT 

HENRY  ROSENBERG,  M.D.,  Philadelphia;  Professor  and 
Chairman,  Department  of  Anesthesia,  Hahnemann  Medical 
College  and  Hospital,  Philadelphia 


SECTION  ON  NEUROSURGERY 
4:00  P.M.  Colt  Room  C 

President:  Irving  J.  Sherman,  M.D.,  Bridgeport 
Secretary:  John  N.  German,  M.D.,  New  London 
INTRADISCAL  THERAPY 

STEPHEN  R.  FREIDBERG,  M.D.,  Boston;  Neurosurgeon, 
Lahey  Clinic 


SECTION  ON  OBSTETRICS  AND  GYNECOLOGY 

4:00  P.M.  Elizabeth  Room 

President:  John  M.  Gibbons,  M.D.,  Hartford 
Secretary:  Edwin  J.T.  Moore,  M.D.,  Waterbury 
PRACTICE  PROSPECT  OUTLOOK— 1980’s  (PPO)* 

GANSON  PURCELL,  JR.,  M.D.,  Worcester,  Massachu- 
setts; Associate  Dean  for  Clinical  Affairs,  Professor  of 
Obstetrics  and  Gynecology,  Chief  of  Staff,  University  of 
Massachusetts  Medical  Center 

♦An  insight  plus  a discussion  of  the  issues  and  forces,  including 
reimbursement,  malpractice,  etc.,  as  they  will  effect  the  practice  of 
OB/GYN. 


SECTION  ON  OPHTHALMOLOGY 

4:00  P.M.  Colt  Rooms  A&B 

President:  Philip  A.  Shelton,  M.D.,  West  Hartford 
Secretary:  John  W.  Redmond,  M.D.,  Meriden 

BUSINESS  MEETING 


SECTION  ON  PATHOLOGY 
4:00  P.M.  Charter  Oak  Room 

President:  David  H.  Lobdell,  M.D..  Bridgeport 
Secretary:  William  T.  Pastuszak,  M.D..  Hartford 

HUMAN  PAPILLOMA  VIRUS  INFECTION  OF  THE 
GENITALIA:  IMMUNOLOGIC  AND  ONCOLOGIC 
CONSIDERATIONS 

DAVID  M.  LOWELL,  M.D.,  Waterbury;  Clinical  Pro- 
fessor of  Pathology.  Yale  University  School  of  Medicine 


SECTION  ON  PROCTOLOGY 

4:00  P.M.  Goodwin  Room 

President:  Bernard  J.  Kaplan,  M.D.,  Hartford 
Secretary’:  Sanford  Savin,  M.D.,  Bridgeport 
OUTPATIENT  SPHINCTEROTOMY-A  COST 
EFFECTIVE  ALTERNATIVE 

DAVID  L.  WALTERS,  M.D  , Hartford;  Colorectal  Sur- 
geon, St.  Francis  Hospital 


SECTION  ON  SURGERY 

4:00  P.M.  Ballroom 

President:  Allan  L.  Toole,  M.D.,  New  Haven 
Secretary:  Martin  Dinep.  M.D.,  New  Britain 

SYMPOSIUM  — BREAST  CANCER  REVISITED 
2:00  DIAGNOSIS 

JEOFFREY  S.  BLAU,  M.D.,  New  Britain;  Assistant  Clini- 
cal Professor  of  Radiology,  University  ofConnecticut  Health 
Center 

2:30  SURGERY— CHOICE  OF  OPERATION 

CHARLES  F.  McKHANN,  M.D..  New  Haven;  Professor 
of  Surgery,  Yale  University  School  of  Medicine 
3:00  THERAPY 

SUSAN  A.  PITMAN.  M.D..  New  Haven;  Assistant  Pro- 
fessor of  Medicine  (Oncology),  Yale  University  School  of 
Medicine 
3:30  PANEL: 

Jeoffrey  S.  Blau,  M.D. 

Charles  F.  McKhann,  M.D. 

Susan  A.  Pitman,  M.D. 

4:00  BUSINESS  MEETING 
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SECTION  ON  UROLOGY 

4:00  P.M.  Pope  Room 

President:  James  F.  Walsh,  III,  M.D.,  Bridgeport 
Secretary:  Haik  Kavookjian,  Jr..  M.D.,  Stamford 

BUSINESS  MEETING 
ELECTION  OF  OFFICERS 


AMERICAN  MEDICAL  WOMEN'S  ASSOCIATION 

Bushnell  Room 

President:  Clair  Callan,  M.D.,  Hartford 
Secretary:  Pauline  Olsen,  M.D.,  Hartford 
4:00-6:00  RECEPTION 

All  Physicians  Invited 


IMPORTANT— PLEASE  NOTE 

The  following  section  will  not  meet  on  May  26.  The  program,  date 
and  time  follow: 

SECTION  ON  OTOLARYNGOLOGY 

May  25,  1983 

9:30  A.M.  Ramada  Inn,  North  Haven 

President:  Carlos  G.  Benavides,  M.D.,  Manchester 
Secretary:  Gordon  Strothers,  M.D.,  New  Haven 
9:30  REGISTRATION 

10:30  MANAGEMENT  OF  COMPLICATIONS  OF  HEAD 
AND  NECK  CANCER 
WILLIAM  LAWSON,  M.D..  New  York 
11:30  BUSINESS  MEETING 
12:00  LUNCH 

1:00  NEW  DEVELOPMENTS  IN  FLAP  TECHNIQUES 
IN  HEAD  AND  NECK 

ERNEST  WEYMULLER.  M.D.,  Seattle,  Washington 
2:00  QUESTIONS 

2:45  NEW  DEVELOPMENTS  IN  TREATMENT  OF 
HEAD  AND  NECK  CANCER 
ERNEST  WEYMULLER.  M.D. 

3:45  QUESTIONS 


SPECIAL  NOTICES 

CONTINUING  MEDICAL  EDUCATION  CREDITS 
AMA  PHYSICIAN’S  RECOGNITION  AWARD 

As  an  organization  accredited  for  continuing  medical  educa- 
tion by  the  Affiliation  Committee  for  Continuing  Medical 
Education,  Yale  University  School  of  Medicine  certifies  that 
this  program  is  acceptable  for  Category  1 credit  as  specified 
by  the  American  Medical  Association  for  the  Physician’s 
Recognition  Award.  Credit  is  granted  in  this  category  on  an 
hour-for-hour  basis. 

AMERCIAN  ACADEMY  OF  FAMILY  PHYSICIANS 

The  Commission  on  Education  of  the  AAFP  has  accredited 
the  scientific  program  of  the  Society’s  Annual  Meeting  for 
five  and  one-half  hours  of  prescribed  credit  for  the  general 
lectures  and  the  family  practice  section  meeting,  and  one  and 
one-half  hours  of  elective  credit  for  each  lecture  attended 
which  is  presented  by  the  individual  specialty  sections  of  the 
Society. 


THE  CONNECTICUT  STATE  MEDICAL  SOCIETY 

acknowledges  with  thanks  a program  grant  received  from  Eli  Lilly 
and  Company,  Indianapolis,  Indiana. 


Our  exhibits  contributed  to  the  value  of  our  Scientific 
Assembly  by  presenting  goods  and  services  of  interest  and 
importance  to  physicians.  Personal  visits  at  the  booths  will 
increase  your  understanding  of  the  materials  and  programs  on 
display. 

TECHNICAL  EXHIBITS 

Aetna  Life  and  Casualty,  Hartford.  Connecticut 
Ayr  Insurance  Agency,  New  Haven,  Connecticut 
Boehringer  Ingelheim  Ltd.,  Ridgefield,  Connecticut 
Business  Application  Systems,  Raleigh,  North  Carolina 
DESCO  (Data  Equipment  Systems  Corp.).  East  Windsor, 
Connecticut 

Encyclopedia  Britannica,  Chicago,  Illinois 

Equity  Investment  Securities  Corporation,  Waterbury,  Connecticut 

Financial  Service  Association,  West  Hartford.  Connecticut 

Hoechst-Roussel  Pharmaceuticals,  Inc.,  Somerville,  New  Jersey 

Kinetics,  Upper  Saddle  River,  New  York 

Medical  Data  Processing,  Glastonbury,  Connecticut 

Med-X  Health  Services,  Inc.,  West  Hartford,  Connecticut 

Merck  Sharp  and  Dohme,  West  Point,  Pennsylvania 

E.  R.  Squibb  and  Sons,  Princeton,  New  Jersey 

U.  S.  Air  Force  Recruiting  Service 

U.  S.  Naval  Recruiting  Service 

Arthur  W.  Watson  & Company.  Inc.,  Wethersfield.  Connecticut 
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FROM  THE  EXECUTIVE  DIRECTOR  S OFFICE 

160  St.  Ronan  Street,  New  Haven,  Conn.  06511  Telephone  865-0587 


Francis  G.  Sweeney 
Assistant  Executive  Director 
Public  A ffairs 


Timothy  B Norbeck.  Executive  Director 
Josephine  P.  I indquist.  Associate  Executive  Director 

Robert  J.  Brunell 
Assistant  Executive  Director 
Scientific  A ctivities 


Richard  .1  Fiorentino 
Coordinator 
Special  Services 


Council  Meeting 

Wednesday,  March  16,  1983 
160  St.  Ronan  Street 

Attendance 

Present  were:  Drs.  Parrella,  Doctor,  Mendillo, 
Sadowski,  Canzonetti,  Hess,  Van  Syckle,  Abbot, 
Petrie,  James,  Orphanos,  Rubinow,  Barrett,  Villa, 
Hayes,  Ragusa,  Sullivan,  Jr.,  Ahrens,  Beck,  Sweet, 
McDonnell,  Czarsty,  BobrufT,  Sharon  and  Waldron. 

Also  present:  Mr.  Norbeck,  Mrs.  Lindquist,  Mr. 
Brunell,  Mr.  Fiorentino,  Mr.  Sweeney,  Mr.  Tomat 
(FCMA)  and  Mrs.  Sandler  (President,  Auxiliary). 

Absent  were:  Drs.  Whalen,  Jr.,  Zlotsky,  Hecklau, 
Friedberg,  Kaess,  Concannon,  Eslami,  Reyelt,  Jr.,  and 
Fabro. 

Approval  of  Minutes 

It  was  VOTED  to  approve  the  minutes  of  the 
meeting  of  February  3,  1983,  as  published. 

Reports  from  Physicians  Serving  on  State 
and  Federal  Agencies 

Dr.  Hess  reported  that  the  Health  Systems  Agency 
of  South  Central  Connecticut,  in  Woodbridge,  is  now 
operating  on  a limited  budget  provided  by  the  federal 
government  and  has  only  3 staff  people  working  there. 
However,  they  expect  to  remain  operational  indefinitely. 

Mr.  Fiorentino  summarized  his  state  and  federal 
report  before  highlighting  a report  on  the  ALPHA 
Third  Annual  Health  Policy  Conference,  “Cost  Con- 
tainment and  Payment  System  Reform,”  which  was 
held  in  Washington,  D.C.,  March  8-10,  1983.  His 
presentation  detailed  HR  1900  the  Social  Security 
Amendments  of  1983,  as  passed  by  the  U.S.  House  of 
Representatives  drawing  particular  attention  to  the 
Medicare  Prospective  Payment  System  and  Diagnostic 
Related  Groupings  contained  within  that  proposal. 

Report  of  the  Task  Force  to  Develop  a Connecticut 
Peer  Review  Organization 

Dr.  Canzonetti,  chairman  of  the  Task  Force,  re- 
viewed the  minutes  of  the  meeting  of  the  CPRO  Task 
Force  of  March  3,  1983,  (mailed  directly  to  the 
Council  by  the  Hartford  County  Health  C are  Plan).  He 
noted  that  the  Task  Force  is  composed  of  individuals 
representing  the  largest  employers  in  the  state  including 


Electric  Boat,  United  Technologies,  Fairfield  Business 
Group  on  Health,  and  the  Insurance  Carriers.  Along 
with  physicians  and  representatives  of  the  Hospital 
Association,  this  makes  the  composition  of  the  Task 
Force  a most  representative  coalition. 

He  detailed  individual  sections  of  the  minutes  in- 
cluding the  most  recent  update  of  Durenberger  bill,  the 
proposed  CPRO  Budget,  and  prepared  response  of 
Industry  and  Carrier  representatives  and  the  establish- 
ment of  the  Bylaws  Committee. 

Dr.  Canzonetti  then  stated  that  the  Task  Force 
would  now  proceed  to  the  next  step,  that  of  incorpora- 
tion and  that  anticipated  expenses  would  be  $800.00 
for  that  process.  Since  this  would  use  up  the  balance  of 
the  $1,000.00  allotment  made  to  the  Task  Force  for 
initial  activities,  he  noted  that  the  CPRO  may  have  to 
come  back  to  the  Council  for  additional  funds  for  start- 
up costs.  However,  he  is  currently  negotiating  with  the 
carriers  to  acquire  the  needed  funds.  In  conclusion,  he 
indicated  that  the  next  meeting  of  the  Task  Force  has 
been  set  for  Monday,  April  4,  1983. 

Report  of  the  President 

President  Gioacchino  S.  Parrella,  M.D.,  reported 
that  the  CSMS  Committee  on  Public  Relations  had 
approved  of  two  television  thirty  second  spots  which 
will  be  aired  on  Channel  20  over  the  next  two  weeks. 
Dr.  Parrella  also  mentioned  that  the  CSMS  had  mailed 
out  a bulletin  recently  explaining  details  on  Governor 
O’Neill’s  proposed  tax  on  personal  services.  CSMS 
opposes  such  a tax  and  had  submitted  a position  paper 
on  the  issue. 

The  president  apprised  the  Council  of  a hearing  held 
in  Hartford  on  March  8 pertaining  to  an  effort  to  change 
the  current  three-year  statute  of  limitations  to  a virtually 
open-ended  one.  Dr.  Parrella  appeared  before  the 
Judiciary  Committee  along  with  Legislative  Counsel. 
Chester  Dzialo.  The  Society  opposes  such  legislation 
in  the  strongest  terms,  and  it  may  become  necessary  to 
involve  the  membership  against  such  a bill. 

In  conjunction  with  the  President’s  Report,  Mr. 
Norbeck  informed  the  Council  that  Attorney  Chester 
Dzialo  had  succeeded  his  former  law  partner.  Jack 
Pickett,  as  CSMS  Legislative  Council.  The  appoint- 
ment was  made  after  consultation  with  Drs.  Parrella 
and  Isadore  H.  Friedberg. 
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AMA  Convention  Report 

Orvan  W.  Hess,  M.D.,  reported  on  his  update  on  the 
recent  AMA  Convention.  The  following  actions  were 
taken: 

It  was  VOTED  to  recommend  to  the  CSMS  House 
of  Delegates  that  it  consider  forming  a hospital  medical 
staff  section  of  CSMS. 

It  was  VOTED  that  the  Council  restate  its  opposi- 
tion to  the  AMA  Board  of  Trustees  action  in  accepting 
the  concept  of  an  “organized  staff,”  as  proposed  in  the 
JCAH  Revision,  instead  of  retaining  the  traditional 
“hospital-medical  staff”  structure. 

It  was  VOTED  that  the  CSMS  obtain  legal  opinion 
on  regulations  as  they  exist  in  Connecticut  with  respect 
to  the  JCAH. 

It  was  VOTED  to  accept  the  other  portions  of  Dr. 
Hess's  report  for  information. 

Report  of  Subcommittee  on  Preliminary  Study 
of  Nominations 

With  several  amendments,  it  was  VOTED  to  approve 
the  report  of  the  Subcommittee  and  to  transmit  a 
complete  slate  of  nominees  to  the  House  of  Delegates 
for  election,  with  Council  recommendation  for  approval. 

It  was  noted  that  if  the  slate  as  proposed  is  adopted 
by  the  House,  an  alternate  AMA  delegate  position 
presently  held  by  Dr.  Stewart  Petrie,  will  be  vacated. 
Dr.  Jerome  Freedman,  New  Haven,  was  nominated  for 
this  post. 

Negotiations  Seminar 

Mr.  Norbeck  explained  that  Mr.  Jerry  Clousson, 
President  of  Physician  Support  Services,  Inc.  was 
hopeful  that  a one  day  negotiations  seminar  would 
attract  about  twenty-five  physician  attendees  from  the 
New  England  area.  The  CSMS  would  be  expected  to 
co-sponsor  and  promote  such  a seminar  but  would  not 
be  financially  responsible  for  it  in  any  way.  Mr. 
Clousson  also  requested  CME  credits  be  obtained  for 
the  seminar  and  estimated  that  each  attendee’s  registra- 
tion would  be  approximately  $125.  It  was  agreed  that 
an  attempt  would  be  made  to  find  a more  suitable  time 
than  the  June  1 1 date  proposed  by  Mr.  Clousson. 

It  was  VOTED  to  co-sponsor  and  promote  a nego- 
tiations seminar  in  Connecticut. 


Life  Members 

It  was  VOTED  to  accept  for  information  the  follow- 
ing list  of  life  members: 

Life  Members 


Name 

Town 

Effective  Date 

Gioacchino  S.  Parrella 

Milford 

1/1/83 

William  E.  Swift 

Eastham,  MA 

1/1/83 

Paul  G.  Erdelyi 

Stamford 

1/1/83 

Michael  A.  Dean 

Bridgeport 

1/1/83 

Arthur  F.  Sullivan 

Waterbury 

1/1/83 

Bruce  R.  Valentine 

Abington 

1/1/83 

William  Edmonstone 

Mystic 

1/1/83 

Winthrop  I.  Clarke 

South  Daytona 

1/1/83 

William  M.  Dickinson 

Yalesville 

1/1/83 

Joseph  I.  Epstein 

Middletown 

1/1/83 

Florence  Keller 

Woodbridge 

1/1/83 

Thorbum  S.  McGowan 

Quaker  Hill 

1/1/83 

Dwight  R.  Wood 

New  London 

1/1/83 

Robert  E.  Brubaker 

Old  Lyme 

1/1/83 

John  P.  Dobson 

Savannah,  GA 

1/1/83 

Evan  J.  Whalley 

Wolcott 

1/1/83 

Miscellaneous 

Committee  on  Insurance:  John  Sullivan,  M.D., 
Chairman  of  the  Committee  on  Insurance,  apprised  the 
Council  of  the  recent  activities  of  his  committee.  After 
discussion,  it  was  VOTED  to  endorse  the  Ayr  Agency’s 
new  Comprehensive,  hospital,  surgical  medical  and 
major  medical  policy.  Also  endorsed  was  a companion 
Comprehensive,  hospital,  surgical,  medical,  major 
medical  and  life  insurance  policy  designed  for  em- 
ployer/employee group  practices. 

Professional  Liability:  Sherman  Waldron,  M.D., 
mentioned  a bill  introduced  into  the  legislature  which 
would  prevent  insurance  companies  from  cancelling 
physician  policies  due  to  a claim  against  them.  The 
CSMS  testified  in  favor  of  the  legislation. 

Date  of  Next  Meeting 

The  next  meeting  of  the  Council  will  be  held  on 
Wednesday,  April  27,  1983  at  the  UConn  Medical 
Center  in  Farmington.  Dean  Massey  will  arrange  for  a 
tour  of  the  facilities  prior  to  the  meeting  for  those 
interested. 

N.B.:  The  foregoing  is  a summary  of  the  proceedings 
and  actions  of  the  Council  on  March  16,  1983. 
Detailed  minutes  of  the  meetings  are  on  file  at 
160  St.  Ronan  Street,  New  Haven,  for  perusal 
by  any  interested  member  of  the  Society. 
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PHYSICIAN  PLACEMENT  SERVICE 

The  Society  maintains  the  Physician  Placement  Service  as  a service  to  the  medical  profession  in  Connecticut 
Opportunities  for  physicians  to  locate  in  Connecticut  will  be  published  as  space  permits  and  will  be  distributed 
to  physicians  making  inquiries  of  such  opportunities.  Information  should  be  sent  to  160  St  Ronan  St,  New 
Haven,  CT  06511  (203-865-0587). 

Physicians  wishing  to  establish  practice  in  Connecticut  are  invited  to  submit  a resume  to  be  kept  on  file  with 
the  Society.  An  announcement  of  a physician’s  availability  will  be  published  in  two  issues  of  Connecticut 
Medicine  as  space  permits. 


OPPORTUNITIES  FOR  PRACTICE 
(If  no  name  is  listed,  contact  the  Physician  Placement  Service  for 
more  details.) 

EMERGENCY  MEDICINE 

Community  General  Hospital  located  in  central  Connecticut  seeking 
physicians  available  May  1 for  part-time  or  possible  locum  tenens  in 
Emergency  Department.  Send  curriculum  vitae  to  Assistant  Director, 
Emergency  Services,  P.O.  Box  1684,  Meriden,  CT  06450. 

PRIMARY  CARE/EMERGENCY  MEDICINE  physicians 
needed  for  FAIRFIELD,  CT,  Walk-In  Care  Center,  opening 
Spring-Summer  1983.  Center  operates  9 AM-9  PM  seven  days/ 
week.  Full  and  part  time  positions  available.  Contact,  S.  Dieterich, 
M.D.,  Director,  15  School  Street,  East  Granby,  CT  06026.  203- 
653-4526. 

Emergency  physician  to  join  full-time  group;  paramedic  program  in 
operation.  SendCV  to  Department  ofEmergency  Medicine,  Milford 
Hospital,  2047  Bridgeport  Ave.,  Milford,  CT  06460. 

FAMILY  MEDICINE 

FAMILY  PRACTITIONER— Established  pre-paid  staff  model 
HMO  seeks  experienced  board  eligible/ certified  family  practitioners 
to  staff  our  second  health  center  opening  in  southern  Connecticut. 
Unusual  opportunity  to  meet  the  community’s  primary  care  needs 
where  continuity  of  care,  patient  education/ preventative  medicine 
and  high  quality  personal  style  are  emphasized.  CHCP  has  31,000 
members  and  is  affiliated  with  Yale  New  Haven  Medical  Center. 
New  salary  schedule  and  liberal  benefit  package.  Send  C.V.  and 
salary  requirements  to:  Medical  Director,  Community  Health  Care 
Plan,  Inc.,  150  Sargent  Drive,  New  Haven,  CT  06511,  An  Equal 
Opportunity  Employer. 

GROUP  PRACTICE 

Part-time  experienced  physician  needed  for  active  primary  medical 
care  center  in  Hamden,  hours  flexible,  phone  248-8142. 

300  Main  St.,  Bristol,  CT.  Health  care  group  re-organizing.  Seeking 
Opthalmologist  and  Neurologist  to  set  up  independent  practice  in  an 
established  health  care  facility.  Facility  is  group  owned  and  presently 
includes  Radiologists,  Pediatricians,  Surgeons,  Ear  Nose  and  Throat, 
Optometrists  and  a Clinical  Laboratory.  Contact;  Dr.  Herbert  Glass 
(203)  589-2112. 

INSTITUTIONAL  MEDICINE 
General  practitioner  wanted  as  full-time  Staff  Physician  for  450- bed 
multi-licensed,  JtAH  approved  geriatric  institution. Geriatric 
experience  preferred.  Will  work  standard  workweek,  rotation  with 
weekend  call.  Please  send  resume  with  salary  requirements  to: 
Director  of  Personnel,  Masonic  Home  and  Hospital,  P.O.Box  70, 
Wallingford,  CT  06492. 

Internist  for  hospital  ward  and  staff  duty  in  a State  Hospital  of  350 
beds  (300  Chronic  and  50  acute)  mainly  geriatric  patients. Hospital 
has  an  organized  Medical  Staff,  all  standard  services  and  is  JCAH 
approved.  Work  week  of  35  hours  (occasional  nights  and  week-end 
work  is  compensated)  with  liberal  State  fringe  benefits. Send  C.V.  to 
R.J.  Cavalieri,  M.D.,  Chief  of  Medicine,  Veterans  Home  and  Hospi- 
tal, 287  West  St.,  Rocky  Hill,  CT  06067. 


There  are  immediate  openings  for  part  time  and  full  time  physicians 
in  convenience  clinics  in  different  locations  in  Connecticut.  Employ- 
ment and/or  buy  in  (that  is  partnerships)  are  available  in  all  these 
locations.  Starting  salary  for  full  time  around  $40,000.  Curriculum 
vitae  may  be  sent  to  West  Haven  Medical  Services,  285  Main  St., 
West  Haven,  CT  06516  or  call  932-8200  and  leave  name  and 
number  with  our  answering  machine  and  we  will  return  your  call  as 
soon  as  possible. 

INTERNAL  MEDICINE 

INTERNIST.  Board  eligible.  Needed  immediately  to  join  group  of 
ten  Internists  at  CHCP,  a federally  qualified  prepaid  staff  model 
HMO.  Also  needed  is  a FAMILY  PRACTITIONER  to  provide 
care  at  suburban  satellite  center  in  Wallingford,  CT.  Board  eligible. 
Flexible  starting  date.  CHCP  is  ten  (10)  years  old  and  has  30,000 
members,  with  expansion  plans  underway.  Attractive  setting,  con- 
venient to  1-95  and  1-91.  Affiliated  with  Yale-New  Haven  Medical 
Center.  Excellent  pay  and  benefit  package.  Submit  CV  and  salary 
requirement  to:  CHIEF  OF  MEDICINE.  150  Sargent  Drive,  New 
Haven,  CT  0651 1.  An  Equal  Opportunity  Employer. 

SURGERY 

General  Surgeon,  Board  eligible/certified,  to  join  established  multi- 
specialty group  in  Northwest  Connecticut.  Salary  followed  by 
partnership.  Please  reply:  CSMS,  Box  SUR/MJM. 


PHYSICIANS  WISHING  TO  LOCA  TE  IN  CONNECTICUT 


FAMILY  PRACTICE 

FAMILY  PRACTIONER/PULMONOLOGIST  wishes  to  pur- 
chase viable  Family/Intemal  Medicine  practice.  Will  consider 
opening  new  practice  in  area  where  a need  exists.  Write.  FP/JAP. 

INTERNAL  MEDICINE 

Available  now.  Young  female  internist  looking  for  part-time  or  full- 
time work  in  greater  Bridgeport  area.  Practice  opportunity,  clinic  or 
E.R.,  institutional  or  industrial  work  acceptable.  2 years  experience 
in  Internal  Medicine/Primary  Care.  Reply,  CSMS,  NA/IM. 

PULMONARY.  July  '83.  Age  30.  Nat’l  bds.  AB  cert.  MD, 
Hahnemann  Medical  College;  Int.  and  Res.,  Allegheny  General 
Hospital;  Fellowship,  Maricopa  Medical  Center.  Has  training  as  a 
Critical  Care  Internist.  Desires  group  or  associate  type  practice  in  a 
small  to  medium-sized  community.  Write,  Jeffrey  A.  Ratner,  M.D., 
2946  N.  14th  St.,  #10,  Phoenix,  AZ  85014. 

RHEUMATOLOGY.  Summer  '83.  Age  32.  Nat’ 1 bds.  AB  cert. 
MD,  George  Washington  University;  Int.  and  Res.,  George  Wash- 
ington University  Hospital;  Fellowship,  University  of  Tennessee. 
Would  prefer  to  join  an  associate  or  a small  group  of  Rheumatologists 
or  Internists  who  wish  to  incorporate  a partner  with  subspecialty 
interests.  Write,  James  M.  Trice,  M.D.,  1915  Harbert  Ave., 
Memphis,  TN  38104. 

July  ’83.  Age  28.  Nat’ 1 bds.  AB  elig.  MD.  NY  Medical  College;  Int. 
and  Res.,  University  of  California,  Irvine  Medical  Center.  Desires 
group  or  associate  type  practice  opportunity  within  90  minutes  of 
New  York  City.  Write,  Robert  Grossman,  M.D.,  929  Santa  Ana  St., 
Laguna  Beach,  CA  92651. 
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INTERNAL  MEDICINE— Continued 

CARDIOLOGY.  July  '83.  Age  30.  AB  cert.  (IM),  AB  elig.  (cardi- 
ology). MD.  University  of  the  West  Indies;  Int.  and  Res.,  College  of 
Medicine  & Dentistry  of  New  Jersey;  Fellowship,  Queens  Uni- 
versity-Kingston,  Ontario,  Canada.  Prefers  group  or  institutional 
type  practice  in  medium  to  large-sized  community.  Also  would  like 
to  practice  Cardiology  or  Cardiology/Internal  Medicine  with  Cath. 
facilities.  Echo,  etc.  Write.  Denis  McMillan,  M.D.,  #4B,244  Sir 
John  McDonald  Blvd.,  Kingston,  Ontario.  Canada  K7M  5W9. 

GASTROENTEROLOGY  July  '83.  Age  27.  AB  elig.  MD,  SN 
Medical  College,  University  of  Rajasthan;  Int.,  Helene  Fuld  Medi- 
cal Center,  Trenton.  NJ;  Res.  and  Fellowship,  The  Brooklyn- 
Cumberland  Hospital.  Wishes  solo  or  group  type  practice  in  small  to 
medium-sized  community.  Write,  Kailash  C.  Singhvi,  M.D.,  240 
Willoughby  St.,  Apt.  10C,  Brooklyn.  NY  11201. 

July  '83.  Presently  in  practice.  Age  30.  Nat'l  bds.  AB  cert.  MD,  New 
York  University;  Int.  and  Res.,  Long  Island  Jewish  Hillside  Medi- 
cal Center;  Fellowship,  Georgetown  University  Hospital.  Wishes 
group,  associate  or  institutional  type  practice.  Has  two  years  of  post 
residency  training  in  primary  care  general  Internal  Medicine  in- 
volving clinical  research  and  teaching  activities.  Write,  David  M. 
Horowitz,  M.D.,  2201  42nd  St.,  N.W.,  Apt.  103,  Washington,  DC 
20007. 

CARDIOLOGY.  July  "83.  Age  30.  AB  cert.  MD,  Government 
Medical  College,  Bellary,  India;  Int.,  Res,  and  Fellowship.  Chicago 
Medical  School,  North  Chicago,  IL.  Prefers  Invasive  Cardiology. 
Desires  solo,  group  or  associate  type  practice  in  a medium  to  large- 
sized community.  Write,  Maturu  S.  Rao,  M.D.,  9635  Brandy  Ct., 
#12.  Des  Plaines,  IL  60016. 

OBSTETRICS/GYNECOLOGY 
July  '83.  AB  elig.  Age  37.  MD,  Chonaam  University  Medical 
School;  Int.,  Lutheran  Medical  Center;  Res..  Jersey  Shore  Medical 
Center.  Desires  solo,  group  or  associate  type  practice.  Write.  Ho 
Young  Kim.  M.D.,  1945  Corlies  Ave..  Apt.  #3.  Neptune,  NJ 
07753. 

July  "83.  Age  35.  FLEX.  AB  elig.  MD.  University  of  Bologna. 
College  of  Medicine;  Int.,  Brooklyn  Jewish  Hospital  (Downstate); 
Res.,  Bronx  Lebanon  Hospital  (Einstein).  Interested  in  group  or 
associate  type  practice.  Has  experience  in  Gynecological  pathology, 
high-risk  pregnancies  and  accompaning  surgery.  Write,  Reuven 
Levy.  M.D.,  553  Churchill  Rd.,  Teaneck,  NJ  07666. 

OPHTHALMOLOGY 

Immediately  available.  Age  34.  Licensed  in  Connecticut.  Presently 
in  practice.  AB  elig.  MD,  McGill  University;  Int.,  Genesee  Hospital; 
Res.,  McGill  University.  Write,  CSMS.  Box  SPN/OPH 

ORTHOPEDIC  SURGERY 

July  '83.  Age  32.  Nat’l  bds.  AB  elig.  MD,  Medical  College  of 
Wisconsin  (Marquette);  Int.,  County  General,  Milwaukee,  WS; 
Res.,  Mt.  Sinai  Medical  Center,  Cleveland.  Desires  medium  to 
large-sized  community  group  or  associate  type  practice.  Write, 
Jerrold  M.  Gorski.  m’d..  P.O.  Box  489,  Gates  Mills,  OH  44040. 

PATHOLOGY 

Availability  immediate.  Age  41 . Licensed  in  Connecticut.  AB  cert. 
(Anatomic  and  Clinical  Pathology).  MD  and  Int.,  Jawaharlal  Insti- 
tute of  Postgraduate  Medical  Education  and  Research,  Pondicherry, 
India;  Res.,  State  University  of  New  York  atBuffalo.  Wishes  group, 
associate  or  institutional  type  practice.  Write,  CSMS,  DN/PATH. 

PEDIATRICS 

July  '83.  Age  31.  FLEX.  AB  elig.  MD,  Autonomous  University  of 
Guadalajara;  Int  and  Res.,  Brookdale  Hospital  Medical  Center. 
Has  a special  interest  in  Adolescent  Medicine.  Would  prefer  group 
or  associate  type  practice.  Write,  Harvey  Hirsch,  M.D.,  137-03 
70th  Road,  Flushing,  NY  1 1367. 


PEDIATRICS 

July  '83.  Presently  in  practice.  Age  34.  Nat’l  bds.  AB  elig.  MD, 
Cornell  Medical  College;  Int.  and  Res.,  Columbia  Presbyterian 
Medical  Center,  NY.  Looking  for  20-30  hours  a week  preferably  one 
hour  drive  from  Stamford.  Write,  Rosemary  Klenk,  M.D.,  120 
Carbrini  Blvd.,  #76.  New  York,  NY  10032. 

July  '83.  Presently  in  practice.  Age  28.  Nat’l  bds.  AB  elig.  MD, 
Albert  Einstein  College  of  Medicine.  NY:  Int.  and  Res..  Columbia 
Presbyterian  Medical  Center,  NY.  Looking  for  20-30  hours  a week  if 
possible  near  the  Stamford  area.  Will  consider  any  type  of  practice. 
Write,  Dorothy  A.  Levine,  M.D.,  100  Haven  Ave.,  #17G,  New 
York.  NY  10032. 

PSYCHIATRY 

Available  anytime.  Licensed  in  Connecticut.  Presently  in  practice. 
Age  42.  FLEX.  AB  elig.  MD,  Int.  and  Res.,  Osmania  University, 
Hydibad,  India;  Fellowship,  Williams  Hall  Psychiatric  Institute, 
Columbia,  SC.  Would  prefer  part-time  consultation  work  during 
evenings  and  weekends  and  two  full  working  days  per  month. 
Contact,  Naimetulla  A.  Syed.  M.D.,  Fairfield  Hills  Hospital, 
Newtown,  CT  06470. 

CARDIOTHORACIC/VASCULAR.  Oct.  '83.  Age  35.  Presently 
in  practice.  FLEX.  AB  cert.  MD,  Ohio  State  University,  Columbus, 
OH;  Int.  and  Res.,  Walter  Reed  Army  Medical  Center,  Washington, 
DC;  Fellowship,  Brooke  Army  Medical  Center.  San  Antonio,  TX. 
Is  interested  in  a partnership  or  group  private  practice  in  a medium- 
sized or  large  city,  preferably  with  university  affiliation.  Clinical 
research  interests.  Write:  Michael  A.  Oddi,  M.D.,  Letterman  Army 
Medical  Center,  Box  1600,  San  Francisco.  CA  94129. 

GENERAL.  Availability  open.  Presently  in  practice.  Age  36. 
FLEX.  AB  cert.  MD,  Damascus  University,  Syria;  Int,  New 
Britain  General  Hospital;  Res.,  University  of  Connecticut.  Prefers 
group  or  associate  type  practice  in  medium-sized  community.  Write: 
Mohammad  Amawi,  M.D.,  1904  Barham,  Dodge  City,  KS  67801 . 

GENERAL.  July  '83.  Age  30.  Nat'l  bds.  AB  elig.  MD,  University 
of  Kentucky;  Int  and  Res.,  Indiana  University  Medical  Center. 
Prefers  group  or  associate  type  practice  in  medium  to  large-sized 
community.  Write:  Michael  A.  Shiffler,  M.D.,  8074  Wallingwood 
Dr.,  Indianapolis,  IN  46256. 

GENERAL  SURGEON.  Available  immediately.  Age  33.  FLEX. 
AB  elig.  MD,  King  Edwards  Medical  College.  Pakistan;  Int., 
Harlem  Hospital,  NY;  Res.,  Wyckoff  Heights  Hospital,  NY. 
Anxious  to  begin  private  group  practice  in  a medium  size  community. 
Write,  Rashid  Ayyub.  M.D.,  87-41  118  St.,  Rjchmond  Hills, 
Queens,  NY  1 1418. 

THORACIC  Availability  negotiable.  Age:  47.  Nat'l  bds.  AB  cert. 
MD.  Cornell;  Int..  St.  Lukes.  NY:  Res.,  St.  Lukes,  Lakeside. 
Cleveland.  OH.  Upstate  Medical  Center,  Syracuse.  NY  and  Ohio 
State  University  Hospital.  Columbus,  OH;  Fellowship.  Mass. 
General,  Boston.  MA.  Would  like  to  practice  General  Thoracic 
Surgery  either  solo  or  in  association  with  another  Thoracic  surgeon. 
Write:  CSMS.  AT/SUR. 

3 months  notice.  Age:  38.  Presently  in  practice.  AB  cert.  MD. 
University  of  California — San  Francisco;  Int.  and  Res.,  University 
of  Iowa  Hospitals.  Desires  to  remain  individually  incorporated. 
Prefers  solo,  group  or  assoc,  type  practice  in  a medium  size 
community.  Write:  James  W.  Wienke,  M.D.,  305  Aliiolani  St., 
Pukalani,  Hawaii  96788. 

UROLOGY 

July  '84.  Age  31  Nat'l  bds.  AB  elig.  MD  and  Int.,  S.U.N.Y.  at 
Upstate  Medical  College  and  Buffalo  Hospital;  Res.,  Buffalo 
General  Hospital;  Fellowship,  Boston  University  Medical  Center. 
Desires  solo,  group  or  associate  type  practice  in  a medium  to  large- 
sized community.  Write,  Gary  N.  Dunetz,  M.D.,  3 10  LaGrange  St., 
Chestnut  Hill,  MA  02167. 
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Meningioma  and  Primary  Hyperparathyroidism 

A Case  Report 


WILLIAM  F.  BINGHAM,  M.D. 


ABSTRACT— An  elderly  woman  with  a large 
right  lateral  sphenoid  wing  meningioma  and  pri- 
mary hyperparathyroidism  is  reported.  Despite  an 
exhaustive  preoperative  workup  the  benign  nature 
of  both  lesions  was  established  only  by  surgical  in- 
tervention. As  a child  sixty  years  earlier  she  had 
undergone  resection  of  a “sarcoma”  from  the  right 
temporal  scalp  followed  by  local  “radium  treat- 
ments.” 

The  most  common  cause  of  hypercalcemia  for  hos- 
pitalized patients  is  skeletal  metastases. 1 The  primary 
tumor  is  usually  readily  apparent  even  though  some 
neoplasms — notably  those  arising  from  lung,  kidney, 
ovary,  esophagus  and  urinary  bladder — may  present 
without  radiographic  evidence  of  skeletal  involve- 
ment.2 The  combination  of  soft  tissue  masses  and 
hypercalcemia  without  overt  skeletal  metastases  on 
plain  x-rays  thus  suggests  metastatic  disease  with  an 
unknown  primary.  The  following  case  report  describes 
such  a patient  for  whom  the  benign  nature  of  the  soft 
tissue  masses  became  apparent  only  at  surgery  despite 
a thorough  preoperative  investigation. 

Case  Report 

A 64-year-old  woman  was  admitted  to  Sharon  Hospital  August 
27,  1980,  because  of  progressive  obtundation,  generalized  weak- 
ness and  marked  thirst.  Serum  calcium  was  12.7  mg/dl.  Serum 
chloride  was  104  mEq/1.  Total  T4  was  6.9  /xg/dl,  and  T3  uptake 
was  34%.  Serum  parathyroid  hormone  (PTH)  was  2.4  ng/ml  (nor- 
mal: 0-1.5).  Nephrogenous  cyclic  adenosine  monophosphate 
(cAMP)  was  8730  nmol/24  hours  ( normal:  1000-1 1,500).  X-rays 
of  the  hands  showed  subperiosteal  reabsorption.  Radionucliide  brain 
scan  (Figure  1 ) showed  a large  bilobular  right  frontotemporal  uptake. 
She  was  transferred  to  Waterbury  Hospital. 

The  past  medical  history  was  complex  and  extremely  hard  to  re- 
construct because  of  the  patient’s  poor  memory  and  the  unavail- 
ability of  old  records  and  x-rays.  At  age  7 she  was  admitted  to 
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Memorial  Hospital  in  New  York  City  because  of  a mass  in  the  right 
temporal  scalp  of  two  years  duration.  The  skin,  mass  and  bone  to 
which  it  was  attached  or  from  which  it  arose  were  excised,  and  the 
defect  was  covered  with  a split  thickness  skin  graft.  A "sarcoma”  was 
diagnosed,  and  she  was  given  “radium  treatments.”  Aside  from  an 
"infection”  that  required  surgical  debridement  six  years  later,  the 
patient  never  had  any  further  problems  in  this  regard.  In  1952  she 
underwent  a subtotal  ( right)  thyroidectomy  for “ cystadenoma"  after 
which  she  was  placed  on  chronic  maintenance  therapy.  There  was  no 
family  history  of  single  or  multiple  endocrine  problems. 

On  examination  the  patient  was  massively  obese.  She  had  a 3 cm 
circular  bony  defect  in  the  right  temporal  scalp  that  was  covered  with 
a well  healed  skin  graft  (Figure  2).  An  "oval  rubbery  mass  measuring 
approximately  4 x 2Vi  cms”  was  palpable  in  the  right  anterior  neck.  It 
was  not  fixed  or  tender,  and  it  did  not  move  with  swallowing.  There 
was  impressive  psychomotor  retardation  with  bilateral  snout,  grasp 
and  palmomental  reflexes.  She  had  a left  lower  facial  weakness, 
hemiparesis,  hyperreflexia  and  Babinski  sign.  She  extinguished 
visual  stimuli  in  her  left  homonymous  fields. 

Serum  calcium  and  phosphorus  on  admission  were  14.0  and  2.3 
mg/dl  respectively.  ESR  was  34  mm/hr  ( Westergren).  Thyroid 
studies  were  again  within  normal  limits.  In  addition  to  forced  diure- 
sis and  corticosteroid  therapy  which  had  been  started  at  Sharon 
Hospital,  the  patient  required  intermittent  mithramycin  to  control 
hypercalcemia.  Cerebral  arteriography  revealed  a large,  diffusely 
staining,  right  frontotemporal  mass  with  marked  elevation  of  the 
middle  cerebral  artery  and  a midline  shift  of  the  anterior  cerebral 
artery  of  almost  20  mm.  Concomitant  right  subclavian  arteriography 
showed  "a  large  mass  in  the  right  lower  neck  displacing  the  trachea  to 
the  left.”  A nonspecific  tumor  stain  was  also  noted. 

On  September  10  a limited  right  frontal  craniotomy  was  performed 
for  tissue  diagnosis.  The  lesion  proved  to  be  a meningothelial  menin- 
gioma. An  unsuccessful  needle  biopsy  of  the  neck  mass  was  at- 
tempted the  following  day.  The  neck  was  explored  on  September  15, 
the  mass  turning  out  to  be  a "burned  out”  cystic  goiter.  Two  para- 
thyroid glands,  one  of  which  was  histologically  adenomatous,  were 
found  and  removed  on  the  right;  no  parathyroid  tissue  was  found  on 
the  left.  Two  days  later  she  was  found  to  have  a total  T4  of  17.2  jug/dl 
and  a T3  uptake  of  54.1%.  A diagnosis  of  iodine  induced  thyro- 
toxicosis (Jodbasedow  syndrome)  was  made,  the  source  of  iodine 
being  the  contrast  agent  used  for  arteriography.  Her  thyroid  re- 
placement (I -thyroxine)  was  discontinued,  and  she  was  placed  on 
propylthiouracil  from  September  1 8 to  October  4. 

The  patient  continued  to  have  episodes  of  hypercalcemia  re- 
quiring intermittent  mithramycin.  She  also  had  occasional  attacks  of 
hypertension  for  which  multiple  endocrine  adenopathy  was  sus- 
pected. Both  urine  metanephrines  and  vanillylmandelic  acid  levels 
were  normal.  Catheterization  of  the  veins  draining  the  neck  for  PTH 
assay  was  next  attempted,  but  the  study  was  inconclusive. 

On  October  1 3 a right  frontotemporal  craniotomy  and  gross  total 
removal  of  a lateral  sphenoid  wing  meningioma  were  performed. 
Aside  from  focal  motor  seizures  and  persistent  intermittent  hyper- 
calcemia, the  post-operative  course  was  uneventful.  A CT  scan  of 
the  neck  and  upper  chest  suggested  a retrosternal  mass,  and  re- 
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exploration  of  the  neck  with  sternal  splitting  was  seriously  considered. 
Her  serum  calcium  levels  then  unexpectedly  stabilized,  and  she  re- 
quired no  special  control  measures  until  her  discharge  December  1 1 , 
1980. 

Aside  from  focal  motor  seizures  associated  with  inadequate  anti- 
convulsant levels,  the  patient  has  done  well  from  a neurologic  and 
endocrine  standpoint  in  the  interim. 

Discussion 

The  differential  diagnosis  of  hypercalcemia  in  the 
adult  includes  a variety  of  diverse  conditions.  Major 
considerations  for  this  patient  included  primary  hyper- 
parathyroidism secondary  to  parathyroid  adenoma, 
hyperplasia  or  carcinoma  and  ectopic  hyperparathy- 
roidism (sometimes  referred  to  as  pseudohyperpara- 
thyroidism if  the  humoral  agent  causing  hypercalcemia 
is  not  true  PTH ) secondary  to  a primary  neoplasm  else- 
where. The  distinction  between  primary  and  ectopic 
hyperparathyroidism  is  often  difficult, 1 but  the  presence 
of  a palpable  neck  mass  and  an  intracranial  lesion  on 
radionucliide  scanning  suggested  the  latter,  both  masses 
probably  representing  metastases  from  an  unknown 
primary  concealed  in  part  by  the  patient's  obesity. 

The  diagnosis  was  further  obscured  by  the  history  of 
"sarcoma”  involving  the  right  temporal  scalp  in  child- 
hood. A comparison  of  Figures  1 and  2 reveals  some 
overlap  between  the  probable  radiation  portal  and  the 
lower  lobe  of  the  meningioma  discovered  six  decades 
later.  Unfortunately,  additional  details,  especially  dos- 
age, are  not  available.  Beller,  et  al.,3  described  16 
patients  who  received  small  dose  irradiation  for  tinea 
capitis  22-45  years  before  the  discovery  of  their  intra- 
cranial meningiomas.  Four  of  the  tumors  were  menin- 
gothelial.  In  contrast,  a few  patients  who  have  re- 
ceived higher  doses  of  x-ray  therapy,  usually  for  treat- 
ment of  primary  intraaxial  brain  tumors,  have  developed 
malignant  mesodermal  neoplasms  (sarcomas).4 

In  1970,  Lievre,  et  al.,3  described  a 39-year-old 
woman  who  took  a vitamin  D preparation  (dihydro- 
tachysterol)  2 mg/day  for  20  days  prior  to  hospitaliza- 


Figure  1 

Radionucliide  brain  scan  performed  at  Sharon  Hospital  showing 
large  bilobular  right  frontotemporal  uptake.  On  the  right  lateral  view 
the  temporal  component  overlaps  the  site  of  previous  surgery  and 
irradiation. 


tion  for  progressive  obtundation  secondary  to  hyper- 
calcemia. She  responded  partly  to  corticosteroids. 
Arteriography  showed  a left  frontal  tumor.  A convexity 
meningioma  5 cm  in  diameter  was  removed,  and  her 
hypercalcemia  disappeared  post-operatively.  Spon- 
taneous remission  of  an  occult  parathyroid  adenoma 
might  explain  such  a coincidence,  but  it  is  tempting  to 
speculate  that  the  meningioma  produced  a PTH-like 
substance  and  that  the  patient  had  a form  of  ectopic 
hyperparathyroidism.  In  an  attempt  to  define  the  re- 
lationship between  prior  dihydrotachysterol  adminis- 
tration and  her  hypercalcemia,  Lievre,  et  al.,  placed 
their  patient  on  dihydrotachysterol  3 mg/day  post- 
operatively  for  a full  month,  but  no  hypercalcemia 
resulted. 

The  combination  of  meningioma  and  uncomplicated 
primary  hyperparathyroidism  has  been  reported  only 
on  one  previous  occasion.  The  52-year-old  woman 
described  by  Grinblat,  et  a/.,6  was  hospitalized  be- 
cause of  an  attempted  suicide.  Electroencephalography, 
radionucliide  brain  scan  and  cerebral  arteriography  re- 
vealed a left  temporal  tumor,  and  at  craniotomy  a fibro-  1 
blastic  meningioma  5 cm  in  diameter  was  removed. 

One  month  later  a parathyroid  adenoma  was  excised 
from  the  inferior  pole  of  the  right  lobe  of  the  thyroid.  It 


Figure  2 

Post-operative  photography  of  site  of  previous  surgery  and  irradia- 
tion. The  lower  portion  of  the  incision,  not  readily  seen  on  this  view, 
was  curved  in  front  of  the  circular  grafted  area. 
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was  only  after  the  second  operation  that  her  serum  cal- 
cium returned  to  normal  limits.  The  patient  made  an 
uneventful  recovery  and  had  no  subsequent  endocrine 
problems. 

Spontaneous  remission  of  hypercalcemia  and  hypo- 
phosphatemia in  primary  hyperparathyroidism  is  not 
uncommon,7  and  surgical  excision  of  the  lesion  is  not 
required  as  long  as  the  patient  remains  asymptomatic 
or  minimally  symptomatic.  The  patient  described  in 
this  report  probably  still  has  a parathyroid  adenoma 
that  was  not  discovered  despite  a thorough  bilateral 
neck  exploration.  Although  her  serum  calcium  did  not 
completely  return  to  normal,  her  levels  have  since  re- 
mained sufficiently  low  that  she  has  not  required  any 
additional  medical  control  or  surgical  intervention  in 
over  two  years  of  follow-up. 
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Spontaneous  Hematoma  of  the  Liver 
Associated  with  Heparin  Therapy 

TOM  KARL,  M.D. 


Introduction 

Spontaneous  hemorrhage  has  frequently  been  asso- 
ciated with  anticoagulant  therapy.1 5 Of  the  numerous 
reported  bleeding  sites,  the  liver  is  rare.  Two  previous 
cases  of  anticoagulant  associated  spontaneous  liver 
hematoma  have  been  reported,  both  associated  with 
chronic  warfarin  therapy.6-7  Presented  here  is  a case  of 
hematoma  and  subsequent  hepatic  rupture  occurring 
during  heparin  therapy. 

Case  Report 

A sixty-five-year-old  female  was  admitted  with  clinical  signs  and 
symptoms  of  acute  pulmonary  embolism.  Abdominal  examination, 
hematocrit,  and  liver  function  tests  were  all  normal  as  were  pro- 
thrombin time,  partial  thromboplastin  time,  platelet  count  and 
bleeding  time.  She  was  anticoagulated  with  heparin  administered  by 
continuous  infusion  technique.  Doses  ranged  from  500  to  1 500  units 
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per  hour  to  maintain  the  partial  thromboplastin  time  approximately 
two  time  control.  On  the  third  day  of  therapy  a drop  in  hematocrit 
from  40  to  29  was  noted.  Stools  and  NG  aspirate  were  guaiac 
negative,  and  there  was  no  obvious  source  of  blood  loss.  The  peri- 
pheral smear  showed  no  evidence  of  hemolysis.  Abdominal  exam  re- 
mained normal.  The  patient  received  transfusions  and  the  heparin 
was  discontinued.  The  next  day  serum  alkaline  phosphatase,  SGOT 
and  bilirubin  were  moderately  elevated  in  a non-specific  pattern.  The 
hematocrit  continued  to  fall  requiring  a total  of  five  units  of  packed 
red  blood  cells.  She  now  developed  right  upper  quadrant  pain  which 
progressed  to  acute  abdomen  with  24  hours.  A liver  scan  was  ob- 
tained which  showed  a large  filling  defect  in  the  right  lobe. 

At  laparotomy  a large  hematoma  was  found  in  the  right  hepatic 
lobe.  Glisson’s  capsule  had  ruptured  on  the  right  lateral  aspect.  The 
hematoma  cavity  contained  approximately  400  cc.  of  old  blood  and 
necrotic  liver  tissue.  About  1.5  litres  of  blood  were  present  in  the 
right  subphrenic  and  subhepatic  spaces.  The  entire  liver  was  tense. 
The  right  lobe  was  resected  using  finger  fracture  technique  and  sump 
drains  were  inserted.  The  patient  had  a benign  postoperative  course 
with  resolution  of  abnormal  liver  chemistries.  She  was  discharged  on 
the  tenth  postoperative  day.  Histologic  examination  of  the  liver  re- 
vealed multiple  areas  of  subcapsular  and  parenchymal  hemorrhage 
in  addition  to  the  major  hematoma.  Areas  of  infarction  and  coagu- 
lation necrosis  with  mild  biliary  stasis  were  found  dispersed  in 
normal  appearing  tissue.  There  was  no  pathologic  finding  noted  that 
would  have  explained  the  hemorrhage. 
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Comment 

The  leading  cause  of  liver  hematoma  is  undoubtedly 
blunt  trauma.  Numerous  other  causes  have  been  docu- 
mented, including  liver  biopsy,  stab  and  gunshot  wounds, 
hemangioma,  hepatocellular  carcinoma,  malaria,  and 
amebiasis/  " Hepatic  adenoma,  usually  associated 
with  oral  contraceptive  therapy,  is  a well  known  cause 
of  liver  bleeding.  All  of  these  cases  involve  frank 
trauma  or  pre-existing  liver  pathology. 

Spontaneous  hemorrhage  in  an  apparently  normal 
liver  is  a rare  but  well  known  complication  of  toxemic 
pregnancy. 12  It  has  been  postulated,  however,  that 
unrecognized  trauma  from  contractions,  seizures, 
vomiting,  fundal  pressure  maneuvers,  and  cardiopul- 
monary resuscitation  may  play  an  etiologic  role  in 
some  of  these  patients. 

Neonates  may  develop  spontaneous  intrahepatic 
bleeding,  and  a fatal  case  was  described  by  Hodge  in 
1870. 1 - Birth  trauma  alone  seems  insufficient  to  cause 
this.  Vitamin  K deficiency  coagulopathy  probably  is 
contributory. 14 

Spontaneous  bleeding  during  anticoagulant  therapy 
has  been  observed  in  numerous  body  sites  and  occurs  in 
from  2 to  10%  of  anticoagulated  patient. 1 There  does 
not  seem  to  be  a close  correlation  of  bleeding  diathesis 
and  degree  of  prothrombin  time  elevation.16  Although 
relative  frequency  varies  from  author  to  author,  hemor- 
rhage from  or  into  the  spleen,  ovary,  adrenal  glands, 
retroperitoneum,  skin,  mucous  membranes,  brain,  epi- 
dural space,  and  pericardium  have  all  been  docu- 
mented. 2 4 15  16  Submucosal  small  bowel  hematoma  may 
cause  intestinal  obstruction  in  anticoagulated  patient. 16 

Intrahepatic  hematoma  during  anticoagulant  therapy 
with  warfarin  has  been  reported  twice. 6 7 Both  patients 
required  laparotomy  for  acute  abdomen  and  shock.  No 
liver  pathology  other  than  the  hemorrhage  was  evident. 
A third  case  of  spontaneous  liver  hematoma  occurred 
in  a patient  undergoing  chronic  hemodialysis.8  At 
laparotomy  the  liver  was  normal  except  for  the  hemor- 
rhage. This  patient  had  received  heparin  during  dialy- 
sis, but  platelet  dysfunction  secondary  to  chronic  renal 
failure  could  have  been  contributory. 

The  present  case  involves  a patient  with  no  under- 
lying liver  pathology  and  no  bleeding  diathesis  other 
than  a therapeutic  degree  of  anticoagulation  with  intra- 
venous heparin. 

Diagnosis  of  intrahepatic  hematoma  may  be  diffi- 
cult. Right  upper  quadrant  pain  and  tenderness  may  be 
accompanied  by  referred  shoulder  symptoms.  Shock 
may  supervene,  especially  with  intraperitoneal  rup- 
ture. Liver  dysfunction  may  be  progressive. 

Radionuclide  scan  is  a simple,  non-invasive  and  very 
useful  tool  in  diagnosis  of  intrahepatic  hematoma. 19  21 
The  extent  of  the  cavity  is  often  judged  more  accurately 
on  scan  than  at  laparotomy,  especially  in  the  case  of 
central  lesions.  Serial  scans  may  be  used  to  follow 


selected  patients  undergoing  conservative  therapy.  Al- 
though the  cold  area  seen  on  scan  is  not  specific  for 
hematoma,  the  supporting  clinical  data  will  usually  al- 
low for  relative  certainty  in  diagnosis. 

Radiographic  techniques  are  also  of  value.  Coeliac 
angiography  may  reveal  an  avascular  area  displacing 
normal  blood  vessels,  with  or  without  extravasation. 
A false  positive  study  may  occur  when  a hepatic  artery 
has  an  anomalous  course  (e.g.  branching  from  the 
superior  mesenteric). 17  In  this  case,  however,  one 
should  still  observe  a compression  effect  on  surrounding 
parenchyma  and  displacement  of  the  visualized  hepatic 
artery  branches. 

CT  scanning  may  not  reveal  a recent  hematoma 
whose  density  is  close  to  that  of  surrounding  liver 
parenchyma.  Contrast  studies,  however,  will  reveal  a 
radiolucent  area  at  the  bleeding  site. 1 8 After  three  to  six 
weeks  the  density  of  a resolving  hematoma  decreases 
toward  that  of  water,  and  the  residual  seroma  may  be 
more  readily  detected. 19 

B-mode  ultrasound  may  detect  internal  echoes  from 
clots  in  a hematoma  cavity,  although  the  majority  are 
echo  free. 18  19  A subcapsular  hematoma  may  simulate 
a subphrenic  abscess. 

Treatment  of  liver  hematoma  may  be  medical  or 
surgical,  depending  on  presentation.  It  is  likely  that 
many  small  lesions  go  undiagnosed.  The  cases  of  spon- 
taneous hematoma  discussed  above  all  presented  acute- 
ly and  required  laparotomy,  resection,  and/or  drain- 
age. Percutaneous  transcatheter  occlusion  or  embo- 
lization of  hepatic  arteries  has  been  successful  in 
management  of  traumatic  hematoma  and  metastatic 
choriocarcinoma  with  intrahepatic  bleeding. 22  Patients 
with  acute  peritoneal  signs,  shock,  uncertain  diagnosis 
or  sepsis  may  require  surgery.  Pre-operative  treatment 
should  include  sufficient  Vitamin  K and  fresh  frozen 
plasma  to  normalize  the  coagulation  profile  if  possible. 
Whole  blood  should  be  available  at  the  time  of  lapar- 
otomy, as  release  of  tamponade  at  the  time  of  incision 
may  result  in  rapid  exsanguination.  Hematomas  which 
have  ruptured  should  be  treated  by  evacuation  and 
debridement  followed  by  sump  drainage.  Intraopera- 
tive bleeding  may  be  controlled  initially  with  bimanual 
compression  or  Pringle’s  maneuver.  Pringle’s  maneuver 
consists  of  compressing  the  porta  hepatis  with  fingers 
placed  anteriorly  and  posteriorly  through  the  foramen 
of  winslow.  Alternatively,  the  porta  can  be  compressed 
against  the  vertebral  bodies  or  controlled  with  a large 
atraumatic  vascular  clamp.  Segmental  or  lobar  resec- 
tion should  be  reserved  for  cases  with  significant  tissue 
destruction.  Collagen  hemostats,  oxycel,  omentum, 
rectus  muscle  and  cyanoacrylate  have  all  been  used  to 
control  oozing,  but  direct  ligature  of  vessels  (when 
possible)  is  optimum.12 

Small  hematomas  totally  contained  by  Glisson's 
capsule  may  require  no  treatment,  but  most  of  the 
larger  ones  should  be  opened  and  drained. 23  Failure  to 
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do  so  may  result  in  late  abscess  formation  due  to  reten- 
tion of  devitalized  sequestra.24  Late  hemobilia  second- 
ary to  erosion  into  bile  ducts  has  also  been  reported. 
The  decision  to  explore  a closed  hematoma  may  be  in- 
fluenced by  preoperative  liver  scan  as  noted  above.  As 
in  hepatic  rupture,  massive  hematoma  may  require  seg- 
mental or  anatomic  lobar  resection.  T-tube  drainage  of 
the  common  duct  has  not  been  essential  in  treatment  of 
traumatic  bleeding  and  probably  would  offer  no  advan- 
tage in  spontaneous  situations. 

Prognosis  in  spontaneously  occurring  liver  hema- 
tomas occurring  during  anticoagulant  therapy  is  un- 
known but  probably  correlates  with  the  severity  of  the 
underlying  medical  problems  for  which  therapy  was 
initially  given. 

Summary 

Spontaneous  liver  hematoma  may  occur  in  patients 
with  normal  livers  who  receive  therapeutic  doses  of 
anticoagulants.  Diagnostic  modalities  include  radio- 
nuclide imaging,  angiography,  ultrasound  and  compu- 
terized tomagraphy.  Surgical  treatment  may  be  neces- 
sary and  should  consist  of  adequate  debridement  and 
drainage,  reserving  liver  resection  for  cases  with  mas- 
sive tissue  loss. 
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Computerized  Tomographic  (CT)  Scanning 
in  Orbital  Disease 

MARK  C.  RUCHMAN,  M.D. 


ABSTRACT — Computerized  tomographic  (CT) 
scanning  is  a major  diagnostic  advance  in  the  evalu- 
ation and  treatment  of  patients  with  orbital  disease. 
The  role  of  CT  scanning  will  be  discussed  in  relation 

Introduction 

Computerized  tomographic  (CT)  scanning  has  revo- 
lutionized medical  diagnosis.  Initially  utilized  as  a 
means  of  evaluating  intracranial  contents  in  tertiary 
academic  centers,  CT  scanning  has  evolved  to  encom- 
pass total  body  scanning  and  is  now  commonplace  at 
many  community  hospitals.  As  a non-invasive  means 
of  imaging  fine  anatomic  detail,  it  is  particularly  well 
suited  to  the  study  of  orbital  disease.  The  ease  and  ac- 
curacy of  CT  scanning  have  reduced  significantly  the 
need  for  diagnostic  orbital  exploration  with  its  associ- 
ated morbidity  and  risk  of  visual  loss.  This  paper  will 
review  the  role  of  CT  scanning  in  the  evaluation  and 
treatment  of  common  orbital  disorders. 

Thyroid  Eye  Disease 

Thyroid  eye  disease  (Graves'  ophthalmopathy. 
Graves’  disease)  is  the  most  common  cause  of  propto- 
sis, whether  unilateral  or  bilateral.  When  seen  in  the 
context  of  clinical  hyperthyroidism,  the  diagnosis  is 
rarely  difficult.  However,  many  patients  with  this  dis- 
order have  normal  thyroid  indices,  so  called  euthyroid 
Graves'  disease.  In  these  patients,  autonomy  of  the 
thyroid  gland  from  pituitary  and  hypothalmic  control 
may  be  demonstrated  with  either  a Werner  suppres- 
sion test,  or  more  recently,  a TRH  infusion.  TRH 
(Thyrotropin  Releasing  Hormone)  is  released  by  the 
hypothalamus  and  stimulates  pituitary  secretion  of  TSH 
(Thyroid  Stimulating  Hormone)  which  in  turn  acts 
directly  on  the  thyroid  gland.  Under  normal  circum- 
stances, infusion  of  exogenous  TRH  will  produce  in- 
creased circulating  levels  of  TSH.  However,  when  the 
thyroid  gland  is  functioning  independent  of  hypothal- 
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to  patients  with  thyroid  eye  disease,  cavernous  he- 
mangiomas of  the  orbit,  primary  optic  nerve  sheath 
meningiomas,  metastatic  disease,  lacrimal  gland 
tumors,  and  trauma. 

mic-pituitary  control,  the  response  of  TSH  to  TRH  is 
“blunted”  or  flat. 1 2 

The  etiology  of  Graves’  Disease  is  unknown  and  the 
relationship  between  the  thyroid  gland  and  the  orbit  has 
yet  to  be  clarified.  Despite  the  presence  of  an  autono- 
mous thyroid  gland  in  many  patients  with  euthyroid 
Graves'  Disease,  fully  Vi  of  patients  with  the  clinical 
syndrome  of  Graves'  ophthalmopathy  will  have  a nor- 
mal hypothalmic-pituitary  thyroid  axis.  3 CT  scanning 
has  proved  to  be  the  single  most  useful  test  in  sorting 
out  this  clinical  conundrum. 

The  pathologic  process  in  Graves’  ophthalmopathy 
is  mucopolysaccaharide  infiltration  of  the  recti  mus- 
cles and  periorbita.  CT  scanning  demonstrates  this  as  a 
characteristic  “fattening"  or  swelling  of  the  recti  mus- 
cles that  can  be  seen  in  either  the  axial  or  coronal  view. 

The  test  is  particularly  important  in  the  patient  with 
unilateral  proptosis  where  CT  scanning  may  document 
recti  muscle  hypertrophy  in  the  clinically  uninvolved 
orbit. 

| 

The  inferior  rectus  muscle  is  the  most  common  site  of 
involvement  in  thyroid  eye  disease.  Since  the  muscle  is 
in  close  proximity  to  the  orbital  floor,  the  standard  axi- 
al scan,  even  with  sub-millimeter  resolution,  will  often 
not  delineate  the  muscle  well.  However,  with  the  ad- 
vent of  coronal  reconstruction,  hypertrophy  of  this 
muscle  can  be  easily  demonstrated  (Figure  1).  The 
medial  and  lateral  recti  muscle  may  also  be  enlarged 
and  this  may  be  seen  in  the  routine  axial  views(Figure  2). 

Cavernous  Hemangioma 

Cavernous  hemangiomas  of  the  orbit  are  a common 
cause  of  proptosis  in  adults.  These  benign  tumors  are 
typically  slow  growing  and  characteristically  present 
as  an  insidiously  progressive  unilateral  proptosis  or 
periorbital  mass.  They  are  often  located  inside  the  mus- 
cle cone  and  may  diminish  vision  by  indenting  the  back 
of  the  globe  with  resultant  chorioretinal  striae.  The  for- 
ward pressure  on  the  posterior  wall  of  the  globe  fre- 
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Figure  1 

Coronal  Reconstruction  Thyroid  Eye  Disease 
Note  diffuse  enlargement  of  the  inferior  rectus  muscle. 


Figure  2 

Axial  View  Thyroid  Eye  Disease 
Note  bilateral  symmetrical  enlargement  of  both  medial  recti  muscles. 


Figure  3 

Intra-conal  Cavernous  Flemangioma 
Note  its  well  circumscribed  border  and  the  absence  of  associated 
bony  erosion.  The  white  square  over-lying  the  tumor  is  used  by  the 
computer  in  measuring  tissue  density. 


quently  induces  progressive  unilateral  hyperopia  as  the 
axial  length  of  the  eye  becomes  shorter. 

CT  scan  of  the  orbit  (Figure  3)  reveals  a wellcircum- 
stribed  mass  lesion.  Its  sharply  delineated  border 
without  evidence  of  surrounding  inflammation  or  bony 
erosion  is  a characteristic  appearance  for  this  tumor. 


At  orbitotomy,  cavernous  hemangiomas  are  separate 
from  and  independent  of  the  general  circulation.  They 
are  typically  encapsulated  tumors  and  by  careful  dis- 
section may  be  removed  from  deep  orbital  locations 
without  significant  bleeding.4 

Primary  Intraorbital  Meningioma 

Primary  meningiomas  of  the  optic  nerve  sheath  may 
also  cause  proptosis  in  adults.  The  typical  presenta- 
tion for  nerve  sheath  meningiomas  is  one  of  proptosis 
and  slowly  progressive  visual  loss  in  a middle-aged  fe- 
male. Though  the  proptosis  may  often  be  mild,  the  pre- 
sence of  slowly  progressive  optic  nerve  dysfunction 
(diminished  central  acuity,  peripheral  field  loss,  Mar- 
cus Gunn  pupils  and  diminished  color  vision)  in  the 
population  at  risk  usually  suggests  the  diagnosis.  On 
fundus  examination  optocilliary  shunt  vessels  on  the 
opt’c  nerve  head  may  be  seen. 

Sclerotic  changes  in  bone  adjacent  to  a meningioma 
constitute  the  common  radiographic  finding  in  this  dis- 
ease. At  best,  however,  this  finding  indirectly  suggests 
a meningioma  and  may  be  totally  absent  if  the  tumor  is 
not  in  contact  with  the  bony  walls  of  the  orbit.  Primary 
optic  nerve  meningiomas  may  arise  either  at  the  optic 
foramen,  within  the  bony  optic  canal,  or  along  the  ex- 
tent of  the  nerve  within  the  muscle  cone.  This  latter  lo- 
cation is  statistically  the  most  common  site  of  origin5 
yet  is  also  the  site  least  likely  to  show  bony  sclerosis  on 
skull  radiographs.  CT  scanning  has  greatly  facilitated 
the  evaluation  of  these  patients  and  has  now  made  obvi- 
ous what  was  once  a subtle  radiologic  diagnosis. 

On  CT  scanning,  primary  optic  nerve  sheath  menin- 
giomas appear  as  a contrast  enhancing  mass  lesion 
anatomically  contiguous  with  the  optic  nerve.  The 
large  meningioma  depicted  in  Figure  4 caused  signifi- 
cant proptosis  and  visual  loss.  Arising  within  the 
muscle  cone,  it  would  not  produce  bony  sclerosis  de- 
tectable on  skull  radiographs  until  it  reached  the  lateral 
orbital  wall,  much  later  in  the  course  of  the  disease. 

Metastatic  Disease  to  the  Orbit 

Metastatic  disease  to  the  orbit  is  less  common  than 
thyroid  eye  disease,  hemangioma  or  meningioma.6 
However,  since  the  mean  survival  of  patients  presenting 
with  orbital  metastasis  is  only  16  months,  its  grave 
prognosis  for  life  makes  it  worthy  of  special  comment. 7 
Clinically,  orbital  metastasis  presents  as  a rapidly  pro- 
gressive syndrome  of  proptosis,  pain  and  ophthalmol- 
plegia.  Diminished  visual  acuity  is  an  ominous  finding 
suggesting  metastatic  involvement  of  the  optic  nerve. 

Breast  and  lung  are  the  most  common  sites  of  pri- 
mary carcinoma  metastatic  to  the  orbit.  Breast  carci- 
noma usually  metastasizes  to  the  orbit  late  in  its  clini- 
cal course  and  the  presence  of  the  primary  carcinoma  is 
usually  known  by  the  time  orbital  signs  appear.  If  CT 
scanning  documents  a mass  lesion,  a biopsy  should  be 
performed  to  determine  whether  the  tissue  contains  es- 
trogen receptors.  The  presence  of  estrogen  receptors 
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Figure  4 

Axial  View  Primary  Optic  Nerve  Sheath  Meningioma 
Note  large  contrast  enhancing  mass  lesion  arising  from  the  optic  nerve. 


Figure  5 

Coronal  Reconstruction  Renal  Cell  Carcinoma  Metastatic 
To  The  Orbital  Roof 


Note  the  poorly  defined  borders  which  suggest  the  infiltrative  nature 
of  this  lesion. 

indicates  that  the  underlying  tumor  may  respond  to 
hormonal  therapy.  The  absence  of  these  receptors 
indicates  that  hormonal  therapy  would  not  be  success- 
ful.8 If  the  estrogen  receptor  status  of  the  primary 
tumor  is  known  prior  to  the  development  of  orbital 
signs,  consecutive  CT  scanning  may  be  used  to  evalu- 
ate the  effectiveness  of  palliative  radiation. 

Lung  carcinoma,  along  with  renal,  pancreas,  and 
prostate,  tend  to  metastasize  to  the  orbit  early  in  their 
clinical  course.  The  orbital  findings  may  often  be  the 
initial  presentation  of  the  primary  tumor.  In  these 
cases,  biopsy  of  the  orbital  lesion  documented  on  CT 
scanning  is  usually  diagnostic. 

On  CT  scanning,  metastatic  lesions  tend  to  have 
poorly  defined  borders  and  may  show  erosion  of  adja- 


cent bone.  Figure  5 demonstrates  the  “fluffy”  borders 
of  a metastatic  lesion,  suggesting  the  infiltrative  nature 
of  the  process.  This  patient  with  known  renal  cell  car- 
cinoma, presented  with  the  sudden  onset  of  double 
vision  and  proptosis.  A mass  was  palpable  below  the 
superior  orbital  rim. 

Tumors  of  the  Lacrimal  Gland 

Pain,  swelling,  or  a palpable  mass  in  the  superior 
lateral  orbit  are  presenting  signs  of  disease  in  the  lacri- 
mal fossa.  CT  scanning  has  facilitated  the  evaluation  of 
these  lesions  by  allowing  direct  visualization  of  the  lac- 
rimal gland  and  adjacent  structures.  The  tissue  density 
of  lacrimal  gland  is  greater  than  the  adjacent  soft  tissue 
structures  of  the  orbit  (fat.  Tenon’s  capsule  and  the 
levator  muscle-superior  rectus  muscle  complex)  and 
less  than  that  of  overlying  bones.  On  CT  scanning,  it 
appears  as  a small  contrast  enhancing  structure  lying 
just  medial  to  the  zygomatic  process  of  the  frontal  bone 
at  the  most  anterior  extent  of  the  bony  orbit.  Though 
anatomically  the  lacrimal  gland  has  both  a palpebral 
and  an  orbital  lobe,  the  smaller  palpebral  lobe  is  below 
the  resolution  of  current  scanners  and  cannot  at  present 
be  visualized. 

The  differential  diagnosis  of  lacrimal  fossa  lesions 
includes  four  broad  categories.9  The  first  is  infectious 
dacryoadenitis,  which  is  most  commonly  bacterial  or 
viral  but  which  may  be  caused  by  tuberculosis.  How- 
ever, dacryoadenitis  may  be  seen  in  which  there  is  no 
currently  recognized  infectious  agent.  These  patients 
often  have  a systemic  inflammatory  disease  such  as 
sarcoidosis  or  Wegener’s  Granulomatosis.  Lympho- 
cytic infiltrations  of  the  lacrimal  gland  constitute  the 
third  broad  category  of  lacrimal  fossa  lesions.  These 
range  from  overt  well-differentiated  lymphocytic  lym- 
phoma to  the  non- neoplastic  lymphocytic  infiltrations 
currently  referred  to  as  orbital  pseudotumor  and  reac- 
tive lymphoid  hyperplasia.  Finally,  epithelial  tumors 
must  be  considered  in  any  mass  lesion  presenting  in  the 
superior  lateral  orbit.  These  may  be  histologically  be- 
nign entities  such  as  deep  orbital  dermoids  and  benign 
mixed  tumor  of  the  lacrimal  gland  or  malignant  disor- 
ders such  as  malignant  mixed  tumor,  mucoepidermoid 
and  adenocystic  carcinoma. 

The  correct  diagnosis  in  lacrimal  fossa  lesions  re- 
quires strict  attention  to  history,  skull  radiographs  and 
computed  tomography. 10  The  acute  onset  of  pain  and 
swelling  in  the  lacrimal  fossa  is  usually  infectious  and 
should  respond  promptly  to  systemic  antibiotics.  The 
natural  history  of  bacterial  or  viral  dacryoadenitis  is 
circumscribed.  Failure  to  respond  to  therapy  requires 
skull  radiographs.  Bony  erosion  would  indicate  an 
epithelial  malignancy.  A radiographically  normal  lacri- 
mal fossa  would  suggest  Sarcoidosis,  Wegeners  Gran- 
ulomatosis, reactive  lymphoid  hyperplasia  or  pseudo- 
tumor of  the  orbit.  CT  scanning  would  delineate  the 
lacrimal  gland  prior  to  transeptal  incisional  biopsy.  The 
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sub- acute  onset  of  swelling  in  the  lacrimal  fossa  may  be 
caused  by  either  a benign  mixed  tumor  of  the  lacrimal 
gland  or  a dermoid.  Characteristically,  these  patients 
do  not  have  pain.  However,  pain  may  be  prominent  if  a 
benign  mixed  tumor  converts  to  a malignant  mixed  tu- 
mor or  if  a dermoid  ruptures  causing  a secondary 
inflammatory  response. 

Dermoids  are  more  common  in  children  and  charac- 
teristically have  a superficial  lateral  brow  location.  In 
adults,  however,  dermoids  are  often  located  deep  in  the 
orbit  and  so  may  be  confused  with  benign  mixed  tumor 
of  the  lacrimal  gland.  The  two  entities  may  be  distin- 
guished by  skull  radiograph.  Dermoids  cause  radiolu- 
cent  changes  in  bone  with  surrounding  sclerotic  bor- 
ders. 1 1 Benign  mixed  tumors  of  the  lacrimal  gland  pro- 
duce a diffuse  enlargement  of  the  lacrimal  fossa  without 
destruction  of  bone.  Both  of  these  tumors  require  total 
en-bloc  resection  by  a lateral  orbitotomy.  A needle  bi- 
opsy of  a benign  mixed  tumor  may  spread  tumor 
beyond  the  limits  of  surgically  resectable  margins  and 
thus  is  contraindicated.  Prior  to  orbitotomy,  CT  scan- 
ning is  necessary  to  define  the  limits  of  the  tumor. 
Figure  6 is  the  CT  scan  of  a histologically  confirmed 
lacrimal  dermoid.  Skull  radiographs  documented  a 
radiolucent  area  in  the  lacrimal  fossa.  The  scan  demon- 
strates the  precise  relationship  of  the  dermoid  to  the  ad- 
jacent orbital  fat  and  bone.  Its  well  demarcated  smooth 
borders  without  infiltration  into  adjacent  soft  tissue 
structures  suggested  the  correct  diagnosis. 


Figure  6 

Axial  View  Deep  Orbital  Dermoid  Of  The  Lacrimal  Fossa 
Note  smooth  sharply  delineated  border. 

Trauma 

The  most  frequently  seen  orbital  injury  is  the  so- 
called  “blow-out”  fracture  of  the  orbital  floor.  As  an 
isolated  finding,  it  may  be  produced  by  a fist  or  sports- 
related  trauma.  In  addition  to  tomographic  evidence  of 
a fractured  orbital  floor,  surgical  intervention  requires 
the  demonstration  of  diplopia  or  cosmetically  signifi- 
cant enopthalamos.  The  mechanism  of  diplopia  is  en- 
trapment of  the  inferior  rectus  muscle  in  the  fracture 
site.  However,  transient  diplopia  may  be  caused  by 
contusion  of  the  muscle  and  nerve  without  mechanical 
entrapment.  Forced  ductions  will  determine  whether 
the  diplopia  results  from  entrapment  of  the  muscle,  for 


which  surgery  is  indicated  or  contusion,  for  which  sur- 
gery is  not  indicated. 

Since  computerized  tomography  can  visualize  soft 
tissues  as  well  as  bony  detail,  it  may  offer  distinct 
advantages  over  standard  tomography  in  which  soft  tis- 
sue structures  are  not  visualized.  Figure  7 is  aCT  scan 
from  a patient  with  an  orbital  floor  fracture.  The  frac- 
ture line  is  clearly  demonstrated  as  is  the  secondary 
hemorrhage  into  the  maxillary  antrum.  More  impor- 
tantly, this  coronal  section  demonstrates  the  inferior 
rectus  muscle  end-on  and  medial  to  the  fracture  site. 
This  patient  would  not  be  expected  to  have  diplopia  on 
the  basis  of  mechanical  restriction  and  the  forced  duc- 
tion  test  was  normal.  The  use  of  the  CT  scanning  in  this 
clinical  entity  may  soon  make  traditional  tomography 
obsolete. 


Figure  7 

Coronal  Reconstruction  Orbital  Floor  Fracture 

Note  the  sharply  defined  fracture  sits  in  the  orbital  floor. 

The  univolved  inferior  rectus  muscle  lies  just  medial  to  this. 
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Important  Advances  In  Clinical  Medicine 

Epitomes  of  Progress— General  Surgery 


Primary  Hyperparathyroidism 

Primary  Hyperparathyroidism  occurs  in  1 of  every 
700  persons.  There  are  three  questions  concerning  pa- 
tients with  primary  hyperparathyroidism:  Should  para- 
thyroidectomy be  recommended  for  patients  with 
asymptomatic  hyperparathyroidism?  Is  there  such  a 
condition  as  normocalcemic  hyperparathyroidism  and 
how  is  it  best  diagnosed?  How  many  parathyroid  glands 
should  be  removed  at  operation? 

In  about  25  percent  of  patients  with  minimal  or 
asymptomatic  hyperparathyroidism,  complications  from 
this  disease  will  develop  in  ten  years;  moreover,  it  is  im- 
possible to  predict  in  which  of  the  patients  these  prob- 
lems will  develop.  Metabolic  studies  show  that  asymp- 
tomatic patients  receive  the  same  metabolic  benefits 
from  successful  parathyroidectomy  as  symptomatic 
patients,  such  as  decreased  urinary  calcium  excretion, 
increased  bone  density  and  improved  creatinine  clear- 
ance. Also,  once  some  of  the  conditions  associated  with 
chronic  hyperparathyroidism,  such  as  renal  dysfunction 
and  hypertension,  are  established,  they  may  worsen 
despite  successful  parathyroidectomy.  Thus,  if  the  diag- 
nosis is  certain  and  there  is  no  contraindication  to  opera- 
tion, parathyroidectomy  is  recommended. 

Another  important  question  is  whether  a normocal- 
cemic patient  with  renal  stones  has  normocalcemic 
hyperparathyroidism  or  idiopathic  hypercalciuria.  At 
least  three  serum  calcium  levels  and  a serum  parathy- 
roid hormone  level  should  be  determined  in  these  pa- 
tients. If  there  is  a simultaneous  increase  in  both  cal- 
cium and  parathyroid  hormone,  then  the  patient  has 
hyperparathyroidism  (primary  or  ectopic).  If  the  para- 
thyroid hormone  level  is  low  and  serum  calcium  level 
normal,  then  the  patient  has  hypercalciuria.  The  in- 
creased urinary  calcium  concentration  in  these  patients 
with  idiopathic  hypercalciuria  is  due  to  increased  cal- 
cium absorption  from  the  gastrointestinal  tract,  probably 
due  to  defective  vitamin  D metabolism.  If  the  serum 
parathyroid  hormone  level  is  raised  and  the  serum  cal- 
cium level  is  normal  then  the  patient  has  either  idiopathic 
hypercalciuria  due  to  an  increased  loss  of  calcium  in  the 
urine  or  normocalcemic  hyperparathyroidism.  The  latter 
two  disorders  can  be  differentiated  by  treating  a patient 
with  thiazide  diuretics.  These  diuretics  decrease  urinary 
calcium  excretion  and  thus  the  parathyroid  hormone 
330 


level  will  decrease  in  patients  with  idiopathic  hypercal- 
ciuria because  renal  calcium  loss  is  corrected.  In  patients 
with  normocalcemic  hyperparathyroidism  the  serum 
calcium  level  will  usually  increase  and  the  parathyroid 
hormone  level  will  not  decrease.  Because  thiazide  di- 
uretics are  recommended  for  patients  who  have  nephro- 
lithiasis, this  treatment  is  both  diagnostically  and  thera- 
peutically effective. 

During  the  past  ten  years  there  has  been  some  con- 
troversy concerning  how  much  parathyroid  tissue  should 
be  removed  in  patients  with  primary  hyperparathyroid- 
ism. Virtually  all  surgeons  today  recommend  identifica- 
tion of  four  parathyroid  glands  and  removal  of  only  the 
enlarged  gland  when  only  one  is  abnormal.  Biopsy  of 
other  glands  is  optional.  Subtotal  parathyroidectomy  is 
advised  for  patients  with  primary  and  secondary  para- 
thyroid hyperplasia.  Prophylactic  subtotal  parathyroid- 
ectomy for  patients  with  adenomatous  parathyroids  is  to 
be  discouraged  except  perhaps  in  patients  with  familial 
hyperparathyroidism  or  multiple  endocrine  adenoma- 
tosis. 

Orlo  H.  Clark,  M.D. 
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Cutaneous  Melanoma 

Melanoma  originating  in  the  skin  is  the  most  serious 
of  cutaneous  malignant  diseases.  The  incidence  is  in- 
creasing in  the  white  race,  but  fortunately  so  is  the  cure 
rate  due  to  treatment  at  an  earlier  stage  of  disease. 
Genetic  factors,  possibly  actinic  radiation  and  some 
chemicals  are  among  the  possible  causes.  Melanoma  de- 
velops from  melanocytes  at  the  site  of  a preexisting  mole 
in  50  percent  to  75  percent  of  cases.  Trauma  with  infec- 
tion tends  to  bring  the  lesion  to  the  attention  of  the 
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patient.  Prevention  focuses  on  screening  out  ultraviolet 
irradiation  and  removing  suspicious  moles. 

Histopathologists  have  differentiated  three  main  types 
of  cutaneous  melanoma:  lentigo  maligna,  superficial 
spreading  melanoma  and  nodular  melanoma.  The  third 
type  carries  the  worst  prognosis,  especially  when  ulcer- 
ated. Other  more  rare  subtypes  include  melanoma 
arising  in  a giant  hairy  nevus  or  a blue  nevus  and  in  the 
volar-subungual  region  (acral  lentiginous  melanoma). 

Two  methods  of  microstaging  have  become  widely 
used  and  valuable  in  estimating  prognosis.  With  the 
availability  of  the  methods  of  staging,  treatment  modifi- 
cations have  been  developed  that  allow  for  less  radical 
treatment  in  early  stages  and  a more  rational  use  of  radi- 
cal surgical  treatment  in  more  advanced  stages. 

Clark  (1969)  proposed  a microstaging  system  that 
depends  on  the  level  of  invasion.  Level  I invasion  in- 
volves epidermis  alone,  progressing  to  level  V,  in  which 
tumor  penetrates  all  layers  of  dermis  to  involve  under- 
lying subcutaneous  tissue.  Breslow  (1970  and  1975) 
microstaged  melanoma  by  measuring  the  maximal 
tumor  thickness. 

The  most  accurate  prognostic  information  is  obtained 
by  first  measuring  tumor  thickness,  then  the  level  of  inva- 
sion. This  technique  is  widely  used  to  guide  the  extent  of 
treatment  to  the  primary  tumor  and  regional  nodes. 

In  clinical  stage  I (tumor  confined  to  primary  site), 
these  two  measurements  plus  location  have  allowed  divi- 
sion of  cases  of  melanoma  into  three  risk  categories  for 
the  primary  tumor  (that  is,  low,  intermediate  and  high 
risk).  Using  these  same  categories  one  can  estimate  the 
chances  of  occult  regional  metastasis  and  select  those 
patients  whose  prognosis  might  be  improved  by  regional 
node  dissection. 

All  patients  with  enlarged  suspicious  regional  nodes  in 
the  absence  of  distant  metastasis  should  have  radical  re- 
gional node  dissection.  The  development  of  local  recur- 
rence and  satellitosis  on  an  extremity  is  best  managed  by 
hyperthermic  regional  perfusion  with  chemotherapeutic 
agents  to  control  local  disease  and  avoid  amputation. 
Major  amputation  is  occasionally  still  indicated  and  may 
prolong  survival.  When  distant  metastasis  occurs  such 
as  to  the  lung,  surgical  removal  of  the  metastatic  lesion 
for  diagnosis  may  result  in  cure. 

Administration  of  presently  available  chemothera- 
peutic agents,  singly  or  in  combination,  leads  to  a partial 
response  in  only  a small  percentage  of  patients  (about 
20  percent). 

Immunotherapy  alone  or  combined  with  chemo- 
therapy may  be  useful  as  an  adjuvant  therapy  in  treating 
high-risk  melanoma  patients.  More  effective  chemo- 
therapeutic drugs  and  further  advances  in  immunology 
and  immunotherapy  will  be  needed  before  results  can  be 
improved  in  disseminated  melanoma. 

Ralph  J.  Thompson,  Jr.,  M.D. 

Bruce  W.  Branson,  M.D. 


REFERENCES 

Balch  CM,  Soong  SJ,  Murad  TM,  et  al:  A multifactorial  analysis  of 
melanoma — II.  Prognostic  factors  in  patients  with  stage  I (localized) 
melanoma.  Surgery,  86:343-351,  Aug,  1979. 

Day  CL  Jr,  Mihm  MC  Jr,  Sober  AJ,  et  al:  Narrower  margins  for 
clinical  stage  I malignant  melanoma.  N Engl  J Med,  306(8):479-48 1 , 
Feb  25,  1982. 

Goodnight  JE  Jr,  Morton  DL:  The  role  of  immunotherapy  in  the 
management  of  patients  with  malignant  melanoma.  World  J Surg, 
3(3):309-320,  Jul  30,  1979. 

Stehlin  JS  Jr,  Giovanella  BC,  de  Ipolyi  PD,  et  al:  Eleven  years’  ex- 
perience with  hyperthermic  perfusion  for  melanoma  of  the  extremi- 
ties. World  J Surg,  3(3):305-307,  Jul  30,  1979. 

Turnbull  A,  Shah  J,  Fortner  J:  Recurrent  melanoma  of  an  extremity 
treated  by  major  amputation.  Arch  Surg,  106:496-498,  Apr,  1973. 

Stapling  Instruments  in  General  Surgery 

Almost  75  years  have  passed  since  the  first  stapling 
instrument  to  be  used  in  general  surgery  was  introduced 
in  1908  in  Budapest  by  the  combined  efforts  of  Victor 
Fischer,  a surgical  instrument  designer,  and  Humer 
Hultl,  a prominent  surgeon  of  that  Hungarian  city. 
Aladar  von  Petz,  another  surgeon  working  in  Budapest, 
made  modifications  and  improvements  on  the  original 
and  his  instrument  of  1 920  was  still  in  use  through  the 
fifth  and  sixth  decades  of  this  century.  The  Russians  are 
generally  acknowledged  as  improving  these  instruments 
in  the  1950s  and,  with  the  additional  modifications  of 
M.M.  Ravitch,  their  use  has  spread  and  they  have 
become  widely  utilized  in  the  United  States. 

The  stapling  procedure,  both  in  closing  bowel  and  in 
anastomoses,  involves  placement  of  double,  overlapping 
rows  of  B-shaped  fine  wire  staples.  The  particular  shape 
of  the  staple  insures  an  adequate  blood  supply  to  the 
bowel  edge.  The  initial  acceptance  and  success  of  the 
gastrointestinal  anastomosis  (GLA)  and  the  thoracico- 
abdominal  30-mm,  55-mm  and  90- mm  (TA  30,  55  and 
90)  instruments  in  facilitating  division,  closure  and 
anastomosis  of  various  portions  of  the  gastrointestinal 
tract  were  followed  by  the  development  of  the  end-to-end 
anastomosis  (EEA)  and  intraluminal  stapler  (ILS)  cir- 
cular anastomotic  instruments  and  finally  the  produc- 
tion of  all  of  these  in  a disposable  form.  The  EEA  and 
ILS  instruments,  in  particular,  have  been  beneficial  in 
that  very  low  colorectal  anastomoses  can  now  be  done 
in  patients  who  previously  had  to  have  abdominoperi- 
neal resections.  Additional  applications  have  been  found 
for  these  circular  staplers  in  upper  colon,  gastric  and 
esophageal  procedures. 

Other  stapling  devices  have  received  somewhat  less 
widespread  acceptance,  for  example,  ligating  and  divid- 
ing staplers,  fascial  staplers  and  skin  staplers. 

It  has  been  claimed  that  stapled  anastomoses  can 
be  done  more  rapidly  and  with  less  effort  on  the  part  of 
the  surgeon  than  the  hand- sewn  ones,  and  thus  they  are  a 
financial  saving  because  of  decreased  operating  and 
anesthesia  time.  Reportedly  they  lead  to  better  and  more 
rapid  healing  because  of  the  more  adequate  blood  supply 
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to  the  edge  of  the  bowel  and  less  trauma  from  the  multi- 
ple manipulations  of  hand  sewing.  It  is  also  claimed  that 
stapled  anastomoses  lead  to  a shorter,  less  complicated 
postoperative  course  from  ileus,  anastomotic  leaks  and 
so  forth.  Several  studies  report,  however,  that  operative 
times  and  complication  rates  between  the  two  techniques 
are  not  proving  to  be  significantly  different.  Perhaps 
these  will  change  as  surgeons  and  surgical  teams  gain 
more  facility  and  experience  in  the  use  of  these  instru- 
ments. 

Douglas  H.  McColl,  M.D. 
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Digital  Video  Subtraction  Angiography  and 
Peripheral  Vascular  Surgical  Procedures 

Peripheral  vascular  surgery  and  contrast  radiography 
have  shared  an  important  and  essential  relationship. 
Whether  it  be  aortic,  femoral  or  carotid  arterial  occlu- 
sion, an  endarterectomy  or  bypass  procedure  is  seldom 
done  without  prior  angiographic  delineation.  Despite  its 
widespread  usage,  arteriography  continues  to  involve  a 
small  but  potentially  serious  incidence  of  adverse  com- 
plications through  embolism  or  thrombosis,  which  can 
lead  to  limb  loss  or  stroke.  For  this  reason,  the  diagnos- 
tic study  of  arterial  diseases  has  been  supplemented  by  a 
vast  and  rapidly  growing  noninvasive  vascular  diagnosis 
industry.  As  yet,  noninvasive  techniques  lack  precise 
definition  and  have  not  replaced  angiography. 

Recent  developments  in  computerized  digital  video 
subtraction  angiography  have  virtually  eliminated  the 
more  serious  risks  of  arteriography  by  avoiding  intra- 
arterial catheterization.  The  method  originally  described 
by  Robb  and  Steinberg  in  1939  has  been  supplanted  by 
more  recent  advancements  in  computer  technology.  This 
new  technique  essentially  separates  and  amplifies  the 
signal  from  iodine  contrast  medium  injection  to  the 
artery,  resulting  in  improvement  of  image  resolution  and 
obviating  the  need  for  intraarterial  catheterization.  The 
basic  process  involves  storage  of  the  image  of  the  arterial 
field  in  digital  memory  before  the  injection  of  the  con- 
trast medium.  Subsequent  images  following  iodine  dye 
injection  are  sequentially  subtracted  by  computerized 
digital  video  image  processing.  The  subtracted  images  of 
the  arteries  thus  obtained  are  enhanced  by  the  contrast 
medium  and  the  final  displayed  image  is  available  on 
video  tape  or  on  a standard  photograph.  The  radiation 
exposure  is  comparable  to  standard  angiography.  Al- 
though relatively  minor  defects  such  as  patient  motion, 
dye  extravasation  or  inadequate  venous  access  may  re- 
quire refinement,  this  technique,  by  providing  precise 


arterial  definition,  is  now  practical,  acceptable  clinically 
and  shows  promise  in  areas  of  vascular  diagnosis  cur- 
rently primarily  screened  by  noninvasive  studies. 

Jack  H.M.  Kwaan,  M.D. 
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Home  Parenteral  Nutrition 

Home  parenteral  nutrition  has  become  a readily 
available  and  effective  therapy  for  a select  group  of  pa- 
tients who  might  otherwise  die  or  be  disabled  for  lack  of 
a functional  small  intestine.  Originally  introduced  by 
Scribner  and  Cole  in  1970  as  an  "artificial  gut,”  the  tech- 
nique has  since  been  reported  in  more  than  500  patients 
— neonatal  through  geriatric — and  is  no  longer  con- 
sidered experimental. 

Candidates  for  home  parenteral  nutrition  include  well- 
motivated  patients  who  have  massive  small  bowel  re- 
section, radiation  enteritis,  intractable  small  bowel  fis- 
tulas, severe  small  bowel  mucosal  disease,  pseudo- 
obstruction and  some  adults  and  many  children  with  in- 
tractable Crohn’s  disease.  Before  home  parenteral  nutri- 
tion is  begun,  patients  should  be  evaluated  for  surgically 
correctable  disease  and  considered  for  home  enteral 
nutrition. 

The  standard  treatment  has  three  stages.  First,  total 
parenteral  nutrition  is  initiated  in  hospital  until  meta- 
bolic parameters  are  stable.  Second,  thorough  instruc- 
tion is  given  to  the  patient  or  parents  in  aseptic  tech- 
nique, details  of  the  infusion  and  potential  compli- 
cations. The  third  phase  is  outpatient  management. 
Though  initial  stabilization  and  teaching  are  still  prob- 
ably best  done  at  a medical  center  with  a multispecialty 
team  committed  to  maintaining  a home  parenteral  nutri- 
tion program,  patients  usually  return  home  for  long-term 
management. 

Though  catheter- related  sepsis  remains  a problem, 
advances  in  vascular  access  techniques  and  solution 
preparation  have  decreased  risks.  The  best  results  have 
been  reported  using  central  venous  placement  of  a silas- 
tic catheter  (Hickman  or  Broviac)  with  a subcutaneous 
tunnel  and  a Dacron  cuff  to  prevent  ascending  infection. 
The  catheter  may  be  placed  using  local  anesthesia  via 
cutdown  or  simply  percutaneous  subclavian  placement 
through  a breakaway  introducer.  Preformulated  home 
total  parenteral  nutrition  solutions  are  available,  though 
many  long-term  patients  may  be  taught  to  safely  prepare 
solutions  at  home  with  a greatly  decreased  cost  and  a 
heightened  feeling  of  independence. 

Benefits  are  significant.  In  adults  normal  body  compo- 
sition and  weight  develop  and  in  children  with  Crohn’s 
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disease  and  in  neonates,  normal  growth  patterns  de- 
velop. Most  patients  are  able  to  obtain  adequate  nutri- 
tion by  continuous  infusion  while  sleeping  and  may  re- 
sume normal  activities  during  the  day;  in  one  report,  70 
percent  of  patients  returned  to  usual  employment.  Costs 
of  approximately  $20,000  a year  are  significantly  less 
than  in-hospital  therapy  and  complications  have  been 
much  less  frequent  than  that  generally  reported  for  in- 
hospital  parenteral  nutrition. 

John  P.  Sherck,  M.D. 
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Carotid  Endarterectomy 

Endarterectomy  of  the  common  carotid  bifurcation 
has  become  established  as  a popular  operation,  with 
40,000  done  annually.  It  has  a low  risk,  averaging  2 per- 
cent to  3 percent  combined  morbidity  and  mortality  in 
most  experienced  centers. 

Its  role  in  the  treatment  of  transient  ischemic  attacks  is 
well  accepted.  The  role  in  the  treatment  of  asymptomatic 
lesions  is  less  clear.  Tight  stenoses,  bilateral  stenoses 
and  large  or  compound  ulcers  (which  are  better  des- 
cribed as  compound  deformities  rather  than  ulcers)  are 
being  accepted  as  anatomic  indications  for  operation. 
The  large  compound  ulcer  is  associated  with  a stroke  rate 
of7*/2  percent  peryear;  even  intermediate  (type  B)  ulcers 
have  a rate  of  4 Vi  percent  per  year.  Combined,  their 
average  is  that  of  the  risk  rate  of  stroke  in  the  presence  of 
transient  ischemic  attacks,  though  the  risk  of  an  ulcera- 
tive lesion  increases  with  time  instead  of  being  maximal 
in  early  follow-up  years. 

Noninvasive  evaluation  of  the  carotid  artery  has  be- 
come increasingly  sophisticated  and  shows  promise  of 
increasing  accuracy  in  identifying  ulcerated,  nonstenotic 
lesions.  The  usefulness  of  noninvasive  evaluation  of  a 
symptomatic  carotid  lesion  is  limited,  however,  and 
negative  findings  from  noninvasive  studies  should  never 
preclude  arteriography  in  a symptomatic  patient.  The 
real  clinical  role  lies  in  the  evaluation  of  asymptomatic 
lesions  and  in  following  patients  after  operation. 

Digitalized  subtraction  angiography  has  not  yet  fully 
supplanted  noninvasive  or  physiologic  studies  or  classi- 
cal arteriography. 

In  the  conduct  of  the  operation  itself,  the  use  of  the 
shunt  remains  debatable.  Its  use  is  generally  accepted  in 
the  presence  of  stump  pressures  below  25  torr,  when  seri- 
ous stenosis  exists  contralaterally,  and  in  poststroke  pa- 
tients. Some  surgeons,  however,  never  use  the  shunt. 
Few  surgeons  use  patches  except  in  very  small  arteries 
and,  as  a rule,  use  only  autologous  tissue. 


Open  operative  dilatation  of  difficult-to-reach  fibro- 
muscular  lesions  is  now  standard,  but  percutaneous 
transluminal  angiography  is  not  acceptable  because  of  its 
inherent  risk  of  distal  embolic  formation. 

Wiley  F.  Barker,  M.D. 
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Vascular  Access  for  Treatment  of  Acute 
Renal  Failure 

Although  the  Quinton-Scribner  arteriovenous  shunt 
remains  the  most  widely  used  form  of  vascular  access  for 
acute  hemodialysis,  there  exists  a significant  number  of 
patients  for  whom  this  procedure  is  not  well  suited.  This 
group  is  often  better  served  by  some  form  of  venovenous 
access.  Such  access  usually  requires  placing  two  cathe- 
ters into  the  iliofemoral  venous  system  using  the  Seldin- 
ger  technique.  It  is  even  possible  to  use  single-needle 
dialysis  equipment  that  alternately  removes  and  returns 
blood  through  one  cannula. 

The  venovenous  method  has  become  the  preferred 
method  when  there  are  contraindications  to  the  use  of  an 
arteriovenous  shunt.  Hemodynamically  unstable  pa- 
tients present  several  problems.  Hemodialysis  tends  to 
cause  episodes  of  hypotension  with  poor  blood  flow  from 
the  arterial  cannula.  Also  in  such  patients  thrombosis 
frequently  develops  in  their  aiteriovenous  shunts  be- 
tween dialyses.  With  venovenous  access  flow  can  be 
maintained  during  hypotensive  periods  and  catheters  are 
usually  removed  between  treatments.  Patients  in  whom 
renal  recovery  is  unlikely  to  occur  should  have  veno- 
venous access,  because  the  use  of  an  external  arterio- 
venous shunt  limits  the  sites  available  for  the  more 
durable  subcutaneous  access  necessary  for  ongoing 
hemodialysis.  Some  patients  lack  the  vasculature  neces- 
sary for  Quinton-Scribner  shunts  because  of  arterio- 
sclerosis, drug  abuse,  major  burns  or  use  for  intravenous 
or  intraarterial  cannulas.  Finally,  because  of  the  simpli- 
city and  greater  ease  of  placement  in  the  setting  of  an 
intensive  care  unit,  patients  who  are  likely  to  require  only 
one  or  two  dialysis  treatments  (for  example,  drug  over- 
dose patients)  are  best  served  by  venovenous  dialysis. 

There  has  been  some  concern  regarding  thromboem- 
bolic complications  with  repeated  femoral  vein  cathe- 
terization, particularly  when  catheters  are  left  in  place. 
Additional  utility  was  introduced  by  Flynn  and  Mc- 
Gowan when  the  single-needle  technique  was  applied  to 
the  subclavian  vein  approach,  allowing  the  cannula  to  be 
left  in  place  for  several  weeks.  Yet  there  has  been  con- 
cern with  the  tendency  for  single-needle  dialysis  to 
recirculate  the  same  blood  and  such  equipment  is  not 
always  available  or  functional.  These  limitations  have 
led  to  the  development  of  a double-lumen  coaxial  cathe- 
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ter  suitable  for  subclavian  cannulation,  allowing  hemo- 
dialysis through  a single  #8  French  catheter ( Vas-Cath, 
Shiley).  This  steadily  increasing  variety  of  vascular  ac- 
cess for  patients  requiring  exigent  dialytic  therapy  pro- 
vides valuable  flexibility. 

Thomas  V.  Berne,  M.D. 
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Gastric  Mucosal  Erosion 

Gastric  mucosal  erosion  in  seriously  ill  patients  is  de- 
fined as  multiple,  superficial  mucosal  defects  that  occur 
with  serious  illness  from  sepsis,  trauma,  respiratory 
failure,  uremia  or  shock.  The  underlying  patho-physi- 
ology  is  obscure  and  varied  and  includes  such  different 
entities  as  Curling’s  ulcer  in  bum  patients,  Cushing's 
ulcers,  ulcer  occurring  from  administration  of  various 
drugs  such  as  aspirin  and  alcohol,  reflux  of  bile  and  the 
“ICU  syndrome”  or  that  which  occurs  in  seriously  ill  pa- 
tients in  surgical  intensive  care  units.  The  incidence  of 
ulceration  or  bleeding  from  such  ulcers  (or  both)  is  vari- 
able and  has  been  estimated  to  occur  in  anywhere  from  3 
percent  to  6 percent  of  patients  who  are  seriously  ill  to 
upwards  of  54  percent  of  patients  with  intracranial  dis- 
ease, the  diagnosis  being  made  by  endoscopy. 

Over  the  years  the  incidence  of  upper  gastrointestinal 
bleeding  from  acute  gastritis  and  acute  stress  ulceration 
appears  to  be  decreasing.  Many  of  the  factors  attributed 
to  this  decreased  incidence  are  greater  attention  to 
appropriate  nasogastric  drainage,  intensive  replacement 
of  fluids  in  bum  trauma  and  seriously  ill  patients  and  im- 
proved respiratory  management.  Particularly  important 
has  been  the  attention  to  better  nutritional  support,  the 
advent  of  intravenous  administration  of  hyperalimenta- 
tion and  the  widespread  occurrence  of  routine  intragas- 
tric  alkalinization.  Despite  the  presence  of  gastritis  in 
acute  mucosal  lesions,  few  of  these  patients  ( less  than  20 
percent)  ever  bleed  to  the  point  where  they  require  opera- 
tive intervention. 

Maintaining  the  gastric  luminal  pH  at  7.0  with  ant- 
acids has  resulted  in  a decreased  incidence  of  ulceration 
in  seriously  ill  patients.  In  a prospective  study  by  Priebe 
and  Skillman  in  1980,  findings  in  a group  of  patients 
treated  with  antacids  were  compared  with  those  in  a 
group  treated  with  cimetidine.  In  37  patients  receiving 
antacids,  no  bleeding  was  noted  as  opposed  to  an  8 per- 
cent bleeding  rate  in  those  given  cimetidine.  Other 
studies  have  indicated  no  differences  in  prophylaxis 
between  cimetidine  and  antacids  and  that  using  one  or 
the  other  was  significantly  better  than  no  treatment. 
Zinner  and  associates  noted  that  the  benefit  of  antacids 


over  cimetidine  was  greatest  among  those  patients  with 
the  greatest  number  of  risk  factors.  It  was  apparent  that 
antacids  more  satisfactorily  achieved  adequate  pH  con- 
trol (pH>3.5). 

Once  bleeding  occurs,  a wide  range  of  nonoperative 
approaches  has  been  used,  such  as  continued  antacid 
installation  and  administration  of  cimetidine,  along  with 
iced  gastric  lavage  and  localized  gastric  cooling.  Others 
have  advocated  the  use  of  endoscopic  electrocoagula- 
tion or  endoscopic  coagulation  with  a laser  or  both. 
Prostaglandin  has  been  shown  in  studies  using  animals  to 
have  some  promising  usefulness  but  is  not  yet  available 
for  human  use.  Evidence  exists  that  vasopressin  given 
intravenously  has  a similar  effect  to  intraarterially 
administered  vasopressin.  The  effectiveness  of  vaso- 
pressin on  the  rate  of  bleeding  from  acute  gastritis  is  vari- 
able. Recurrent  bleeding  is  the  rule  and  using  vasopressin 
rarely  alters  the  decision  to  operate. 

When  surgical  intervention  becomes  necessary,  a 
variety  of  procedures  have  been  advocated,  with  a more 
extensive  operation  such  as  gastric  resection  or  total  gas- 
trectomy having  the  greatest  mortality  and  morbidity. 
Vagotomy  and  pyloroplasty  with  suture  ligation  of  the 
bleeding  site  has  the  best  overall  clinical  effect  with  the 
lowest  mortality.  Satisfactory  cessation  of  bleeding, 
however,  is  usually  achieved  only  when  actual  suture  of  a 
bleeding  site  is  possible.  Recurrent  bleeding  is  generally 
best  managed  by  a total  or  near-total  gastrectomy.  The 
percentage  of  patients  requiring  operation  has  continued 
to  drop  as  advances  are  made  in  adequate  prophylaxis. 

Richard  P.  Saik,  M.D. 
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Infection  in  Burn  Patients 

Barriers  against  infection  of  a bum  wound  include 
asepsis,  antisepsis,  prompt  bum  excision  and  wound  clo- 
sure, effective  nutrition,  either  prophylactic  or  thera- 
peutic ( or  both)  use  of  systemic  antimicrobial  agents  and 
immune  factors. 

Whereas  sterile  laminar  airflow  plus  barrier  isolation 
has  been  reported  in  one  or  two  centers  to  prevent  cross- 
infection, no  definitively  controlled  study  has  yet  con- 
firmed this  or  shown  the  cost-effectiveness  of  this  asep- 
tic technique.  In  experimental  studies  using  animals, 
Aloe  Vera  applied  topically  appears  promising  for  its 
antimicrobial  properties  and  in  preventing  progressive 
bum  ischemia,  but  it  remains  inadequately  tested  for  use 
in  humans.  Silver  sulfadiazine  cream  remains  the  most 
popular  topical  agent  in  use,  0.5  percent  silver  nitrate 
solution  and  mafenide  acetate  cream  being  appropriate 
in  special  circumstances.  Prompt  excision  and  auto- 
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grafting  of  third-degree  bums  has  been  associated  with 
reduction  in  hospital  stay  and  mortality  in  several  cate- 
gories of  patients,  but  requires  considerable  experience 
to  be  consistently  safe  and  effective  in  very  large  bums. 
Fresh  split-thickness  allograft  skin  remains  the  best 
tested  autograft  substitute,  but  several  artificial  skin  sub- 
stitutes have  proved  useful  in  special  circumstances,  and 
some  may  prove  to  have  advantages  (like  the  absence  of 
immunologic  rejection  in  scar  formation)  not  present  in 
allograft  skin. 

Maintenance  of  body  weight  and  nitrogen  balance 
using  enteral  nutrition  with  an  unusually  high  kcal-to- 
gram  nitrogen  ratio  ( about  1 00: 1 ) is  associated  with  im- 
proved survival,  at  least  in  children  and  probably  also  in 
adults.  Prophylactic  intraoperative  administration  of 
antibiotics  is  standard  therapy  during  excision  of  large 
bums.  Routine  use  of  prophylactic  antistreptococcal 
antibiotics  on  admission  has  been  questioned,  however, 
though  no  harm  or  development  of  antibiotic-resistant 
bacteria  has  been  noted. 

Finally,  while  a very  promising  area  of  sustained  and 
intensive  research,  mortality  and  morbidity  due  to  mono- 
cyte, lymphocyte,  polymorphonuclear  leukocyte  or 
humeral  immune  abnormalities  (or  all  of  these)  remain 
unaltered  in  large  human  bums  except  for  nonspecific 
and  indirect  measures  such  as  those  noted  above. 

Bruce  E.  Zawacki,  M.D. 
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Ascites  and  the  Peritoneovenoos  Shunt 

Ascites  is  an  often  difficult-to-manage,  potentially 
lethal  complication  of  advanced  liver  disease.  Its  precise 
pathophysiology  remains  undefined.  Increased  portal 
pressure  and  decreased  oncotic  pressure  allow  transuda- 
tion of  lymphatic  fluid  into  the  peritoneal  cavity,  causing 
ascites.  This  fluid  shift  reduces  effective  plasma  volume, 
which  then  stimulates  the  renal  renin- angiotensin-aldo- 
sterone mechanism  to  preserve  sodium  and  water.  Strict 
sodium  and  water  restriction,  judicious  use  of  loop  diure- 
tics and  giving  aldosterone  inhibitors  will  control  ascites 
in  most  patients.  However,  some  become  totally  refrac- 
tory to  such  therapy  or  oliguria,  azotemia,  encephalo- 
pathy or  hepatorenal  syndrome  develops.  Previously, 
treatment  of  such  refractory  ascites  by  paracentesis  and 
ascitic  fluid  infusion  or  the  use  of  Holter-type  peri- 
toneoatrial  shunts  resulted  in  temporary  improvement 
only.  Portacaval  shunt  remained  the  only  effective  sur- 
gical treatment,  presumably  acting  by  reducing  portal 
pressure. 

In  1972  LeVeen  introduced  a one-way,  pressure-acti- 
vated valve  or  peritoneovenous  shunt,  which  permits 
continuous  infusion  of  ascitic  fluid  into  the  superior  vena 
cava.  This  valve  opens  with  a pressure  gradient  of  2 to  4 


cm  of  water.  The  apparatus  can  be  inserted  under,  local 
anesthesia.  The  collection  tubing  is  placed  in  the  peri- 
toneal cavity;  the  valve  is  seated  under  the  abdominal 
wall  muscles,  and  the  venous  outflow  tubing  is  led  sub- 
cutaneously and  passed  through  the  internal  jugular  vein 
into  the  superior  vena  cava.  Respiration  activates  the 
valve.  Diaphragmatic  descent  during  inspiration  causes 
a rise  in  intraperitoneal  pressure  and  a reduction  in  intra- 
thoracic  pressure,  resulting  in  a greater  than  4 cm 
gradient  across  the  valve.  The  valve  then  opens,  fluid 
passes  from  the  abdomen  to  the  superior  vena  cava, 
blood  volume  increases  and  diuresis  occurs.  If  blood 
volume  increase  exceeds  diuresis,  the  central  venous 
pressure  rises,  the  gradient  drops  and  flow  ceases. 

Rapid  diuresis  with  increase  in  renal  blood  flow, 
glomerular  filtration  and  sodium  excretion  follow  suc- 
cessful peritoneovenous  shunt  insertion.  However,  com- 
plications may  occur.  Meticulous  surgical  technique  is 
necessary  to  avoid  ascitic  fluid  leak,  sepsis  or  immediate 
mechanical  shunt  failure.  Progressive  fibrin  deposition 
may  cause  delayed  shunt  failure.  About  a third  of  peri- 
toneovenous shunts  require  revision.  Complications 
from  this  shunt  include  pulmonary  edema,  diffuse  intra- 
vascular coagulation,  superior  vena  cava  thrombosis  and 
bacterial  peritonitis.  Such  complications  may  require 
shunt  ligation  or  removal. 

Despite  these  problems,  continued  experience  with 
this  shunt  has  confirmed  its  efficacy  in  selected  patients 
who  have  cirrhotic  ascites,  endophlebitis  hepatica  oblit- 
erans (Budd-Chiari  syndrome),  chylous  ascites,  pancre- 
atic ascites  and  malignant,  cardiogenic  and  nutritional 
ascites.  It  may  be  of  benefit  in  some  patients  with  hepa- 
torenal syndrome.  Relative  contraindications  to  a peri- 
toneovenous shunt  include  patients  with  severe  alcoholic 
hepatitis  and  jaundice,  severe  encephalopathy,  variceal 
hemorrhage,  acute  tubular  necrosis,  peritoneal  sepsis, 
coagulation  disorders  and  heart  failure.  Recent  techni- 
cal innovations  include  the  Denver  peritoneovenous 
shunt,  which  permits  various  flow  rates,  and  the  tempo- 
rary external  Silberman  shunt,  used  in  patients  with 
acute  ascites. 

Albert  E.  Yellin,  M.D. 
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Preoperative  Nutrition  Therapy 

Many  observations  support  the  concept  that  poor 
nutrition  has  an  adverse  effect  on  the  postoperative 
course  of  surgical  patients.  In  1936  Studley  reported  a 
tenfold  increase  in  postoperative  mortality  among  pa- 
tients treated  for  intractable  peptic  ulcer  disease  who  had 
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sustained  a preoperative  weight  loss  of  20  percent  or 
more. 

More  recently  other  parameters  that  are  influenced  by 
nutritional  status  also  have  been  correlated  with  post- 
operative morbidity  and  mortality.  Thus,  serum  albumin 
levels  less  than  3 grams  per  dl  and  transferrin  levels  less 
than  220  mg  per  dl  are  associated  with  a significant  in- 
crease in  the  incidence  of  postoperative  complications, 
and  similar  adverse  effects  are  observed  when  patients 
exhibit  impaired  reactivity  to  a panel  of  standard  skin  test 
antigens  such  as  purified-protein  derivative  (PPD), 
mumps,  streptokinase-streptodornase,  Candida  and 
Trichophyton.  A nearly  eightfold  increase  in  postopera- 
tive mortality  and  a fourfold  increase  in  postoperative 
sepsis  were  reported  by  Pietsch  and  associates  among 
surgical  patients  who  failed  to  react  to  any  of  these  five 
antigens  before  undergoing  operation.  Furthermore, 
when  sequential  skin  testing  indicates  an  improvement  in 
immune  reactivity,  a reduced  incidence  of  complications 
is  observed. 

These  putative  nutritional  measurements  are  rela- 
tively insensitive  indicators,  however,  and  are  subject  to 
a variety  of  nonnutritional  influences  that  may  confound 
interpretation.  In  addition,  prolonged  starvation  is  not  a 
prerequisite  for  the  development  of  adverse  clinical  con- 
sequences; significant  functional  abnormalities  have 
been  observed  after  only  ten  days  of  nutritional  depriva- 
tion. 

Available  data  lead  logically  to  the  hypothesis  that  im- 
proving the  nutritional  state  before  a surgical  procedure 
should  have  a salutary  effect  on  the  postoperative  course. 
Only  recently,  however,  has  the  effect  of  preoperative 
nutritional  therapy  been  subjected  to  careful  investiga- 
tion. Many  studies  indicate  that  nutritional  indices  can 
be  maintained  or  improved  by  intensive  nutrition 
therapy,  but  the  effect  on  postoperative  morbidity  and 
mortality  has  been  variable.  Total  parenteral  nutrition 
given  for  less  than  five  days  preoperatively  is  of  little 
benefit.  However,  malnourished  patients  with  inflam- 
matory bowel  disease  who  receive  at  least  five  days  of 
total  parenteral  nutrition  are  found  to  have  significantly 
fewer  postoperative  complications  than  those  patients 
who  do  not  receive  this  treatment. 

Mullen  and  co-workers  evaluated  the  effect  of  at  least 
seven  days  of  preoperative  administration  of  total  paren- 
teral nutrition  on  the  postoperative  course  of  a group  of 
patients  deemed  to  be  at  high  risk  for  the  development  of 
complications  because  of  malnutrition.  This  high-risk 
group  was  identified  by  calculating  the  patients'  prog- 
nostic nutritional  index,  a computer- generated  regres- 
sion equation  taking  into  account  serum  albumin  and 
transferrin  concentrations,  triceps  skinfold  thickness  and 
delayed-hypersensitivity  skin  test  reactivity.  Preopera- 
tive administration  of  total  parenteral  nutrition  was  asso- 
ciated with  a 2.4-fold  reduction  in  all  complications,  a 
nearly  sevenfold  reduction  in  the  incidence  of  major  sep- 
sis and  a fivefold  reduction  in  mortality.  No  benefit  was 


observed  however,  in  the  less  severely  malnourished 
patients. 

In  a recent  randomized  trial,  Muller  and  colleagues 
observed  a significant  reduction  in  the  rate  of  postopera- 
tive mortality  and  major  complications  (defined  as  intra- 
abdominal abscess,  peritonitis,  anastomotic  leakage  and 
ileus)  among  patients  with  carcinoma  of  the  esophagus, 
stomach,  colon,  rectum  or  pancreas  who  received  total 
parenteral  nutrition  providing  37  kcal  per  kg  of  body 
weight  a day  for  ten  days  before  operation.  The  control 
group  was  offered  a regular  2,400-kcal  hospital  diet.  The 
investigators  attributed  the  salutary  clinical  results  to  the 
improvement  in  humoral  and  cellular  immunocompe- 
tence  and  protein  status  that  was  observed  in  the  total 
parenteral  nutrition- treated  group.  It  is  important  to  note 
that  a deterioration  in  these  nutritional  indices  occurred 
in  patients  in  the  control  group,  evidently  due  to  medical 
conditions  or  diagnostic  procedure  that  precluded  con- 
sumption of  the  oral  diet  offered. 

Thus,  current  information  suggests  the  value  of  ad- 
ministering total  parenteral  nutrition  for  at  least  five  to 
ten  days  before  an  elective  operation  for  patients  who  are 
malnourished  or  for  normally  nourished  patients  in 
whom  a lengthy  preoperative  evaluation  may  interfere 
with  adequate  oral  intake. 

Howard  Silberman,  M.D. 

REFERENCES 

Mullen  JL,  Buzby  GP,  Matthews  DC,  et  al:  Reduction  of  operative 
morbidity  and  mortality  by  combined  preoperative  and  postoperative 
nutritional  support.  Ann  Surg,  192:604-613,  Nov,  1980. 

Muller  JM,  DienstC.  Brenner  U,  et  al:  Preoperative  parenteral  feed- 
ing in  patients  with  gastrointestinal  carcinoma.  Lancet,  1(8263):68- 
71.  Jan  9.  1982. 

Pietsch  JB,  Meakins  JL,  Maclean  LD:  The  delayed  hypersensitivity 
response:  Application  in  clinical  surgery.  Surgery,  82(3):349-355, 
Sep,  1977. 

Silberman  H,  EisenbergD:  Parenteral  and  Enteral  Nutrition  for  the 
Hospitalized  Patient.  Norwalk,  Conn,  Appleton-Century-Crofts, 
1982. 

Carcinoma  of  the  Pancreas 

Carcinoma  of  the  pancreas  is  the  eighth  most  fre- 
quently occurring  cancer  and  the  fifth  most  common 
cause  of  death  from  cancer  in  the  United  States.  Since 
1937  the  incidence  of  the  disease  has  increased  in  the 
United  States  and  Europe.  Tobacco,  diabetes  and  diet 
have  been  incriminated  as  factors  associated  with  in- 
creased risk  of  pancreatic  carcinoma.  While  coffee  was 
incriminated  as  a factor  in  one  report,  its  causal  role  in 
the  development  of  pancreatic  cancer  has  been  vigorous- 
ly challenged  from  other  sources.  That  coffee  has  any 
role  in  the  development  of  pancreatic  cancer  remains  an 
unproved  assertion  at  this  time. 

There  is  still  no  feasible  screening  test  for  cancer  of  the 
pancreas  which  would  permit  early  detection  of  this 
highly  aggressive  tumor  that  has  a median  survival  of  3. 3 
months  after  histologic  confirmation  and  a one-year 
survival  of  1 1.9  percent.  However,  once  carcinoma  of 
the  pancreas  is  suspected  on  the  basis  of  clinical  findings. 
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powerful  diagnostic  tools  are  now  available  to  confirm  its 
presence.  These  are  transhepatic  cholangiography,  en- 
doscopic retrograde  cholangiopancreatography  and,  to  a 
lesser  extent,  ultrasonography,  angiography  and  compu- 
terized tomographic  scan.  A preoperative  histologic 
diagnosis  can  be  established  by  thin-needle  biopsy,  but  in 
smaller  lesions  that  have  the  best  opportunity  for  resec- 
tion the  tumor  may  be  missed.  Therefore  a percutaneous 
needle  biopsy  of  the  pancreas  in  which  the  findings  are 
negative  for  tumor  does  not  rule  out  carcinoma  of  the 
pancreas. 

Five-year  cures  of  pancreatic  carcinoma  are  still  rare 
and  are  usually  associated  with  lesions  in  the  head  of  the 
pancreas  where  common  bile  duct  obstruction  occurs 
early.  Lesions  of  the  body  and  tail  seldom  come  to  atten- 
tion until  they  have  spread  beyond  the  confines  of  the 
pancreas.  Pancreatoduodenectomy  remains  the  best  pal- 
liation for  the  1 5 percent  to  20  percent  of  patients  found 
to  have  resectable  lesions  in  the  absence  of  metastases. 
The  hope  that  more  extensive  resections  such  as  total 
pancreatectomy  would  provide  improved  cure  rates  has 
proved  to  be  unfounded.  The  addition  of  vagotomy  at  the 
time  of  pancreatoduodenectomy  does  not  seem  to  reduce 
the  incidence  of  peptic  ulceration  and  gastrointestinal 
hemorrhage  in  patients  undergoing  pancreatoduodenec- 
tomy for  cancer. 

The  40  percent  to  50  percent  of  patients  with  metas- 
tasis or  locally  unresectable  cancer  of  the  pancreas,  most 
of  whom  are  jaundiced  but  well  enough  to  undergo  celi- 
otomy, are  best  managed  by  the  simplest  biliary  bypass 
possible,  that  is,  cholecystojejunostomy  and  chemical 
splanchnicectomy  with  administration  of  a solution  of  1 5 
ml  of  6 percent  phenol  or  1 00  percent  alcohol  to  provide 
pain  relief.  There  is  no  evidence  that  the  incidence  of 
cholangitis  is  less  with  either  Rouxen-Y  cholecystoje- 
junostomy or  choledochojejunostomy.  Most  authors 
advocate  gastrojejunostomy  at  the  time  of  biliary  by- 
pass, otherwise  20  percent  of  patients  will  require  a 
second  operation  for  gastric  outlet  obstruction.  There  is  a 
high  incidence,  about  20  percent,  of  gastrointestinal 
bleeding  after  biliary  bypass  in  patients  with  pancreatic 
cancer.  In  many  of  these  patients,  the  gastrointestinal 
bleeding  is  a major  contributor  to  the  death  of  the  pa- 
tient. The  cause  of  peptic  ulceration  and  bleeding  in  these 
patients  is  believed  to  result  from  the  diversion  of  bile 
from  the  duodenum  in  patients  whose  gastrointestinal 
tract  has  already  been  deprived  of  pancreatic  secretion 
as  a result  of  tumor  obstructing  the  proximal  pancreatic 
duct. 

The  use  of  percutaneous  transhepatic  tube  decom- 
pression of  the  obstructed  common  duct  can  be  helpful  in 
improving  liver  function  in  patients  being  prepared  for 
resection  who  have  been  jaundiced  for  more  than  a 
month. 

Percutaneous  transhepatic  decompression  is  not  a 
substitute  for  operative  biliary  and  gastric  bypass  and 
chemical  splanchnicectomy  except  in  a patient  too  ill  to 


undergo  celiotomy.  A further  disadvantage  of  percu- 
taneous transhepatic  decompression  is  that  some  pa- 
tients with  curable  ampullary  or  distal  common  bile  duct 
lesions  who  have  a much  more  favorable  prognosis  than 
patients  with  pancreatic  cancer  may  not  be  identified  and 
resected.  An  additional  disadvantage  of  percutaneous 
transhepatic  decompression  in  patients  with  carcinoma 
of  the  pancreas  is  that  the  incidence  of  cholangitis  is 
higher  than  after  operative  cholecystojejunostomy. 

Chemotherapy  with  present  regimens  has  not  pro- 
vided appreciable  prolongation  of  life  in  patients  with 
pancreatic  cancer,  though  with  some  of  the  more  recent 
combination  chemotherapy  the  incidence  of  response 
has  reached  the  40  percent  level. 

Irradiation  with  heavy  ions  that  can  be  better  focused 
and  have  greater  penetration  has  shown  some  promise 
with  or  without  adjunctive  chemotherapy  in  patients  with 
locally  unresectable  lesions.  However,  the  number  of 
patients  treated  with  these  modalities  has  been  small  and 
a somewhat  selected  group.  Radiation  therapy  with 
interstitial  implants  into  the  primary  tumor  is  also  being 
used  but  is  a very  cumbersome  and  logistically  difficult 
technique  to  carry  out  in  the  operating  room.  The  com- 
bination of  irradiation  and  chemotherapy  seems  to  have 
shown  the  greatest  number  of  patients  surviving  as  long 
as  40  months. 

Local  heating  of  tumors  by  ultrasonic  or  diathermic 
means  has  not  yet  proved  applicable  to  the  pancreas. 

In  summary,  there  is  a need  for  a tumor  marker  to 
assist  in  screening  the  at-risk  population.  All  attempts  at 
cure  of  pancreatic  cancer  to  date  have  to  be  considered, 
at  best,  palliative  measures.  Pancreatoduodenectomy 
offers  the  best  palliation  in  patients  who  have  small  lo- 
calized lesions  without  metastases.  The  procedure  can 
only  be  justified  if  the  mortality  is  low  and  should  there- 
fore not  be  done  by  an  occasional  operator. 

Charles  F.  Frey,  M.D. 
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Trauma  Care — Recent  Advances 

Trauma,  defined  as  accidental  or  intentional  injury,  is 
the  most  common  cause  of  death  in  persons  aged  1 to  38 
years.  The  death  rate  for  trauma  in  the  age  group  1 5 to 
24  has  risen  from  106  per  1,000  in  1968  to  120  per 
1,000  in  1978.  During  that  same  period,  the  overall 
mortality  for  persons  aged  25  to  64  declined  1 6 percent. 
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Trauma  mortality  in  the  United  States  is  50  percent 
higher  among  American  teenagers  than  for  teenagers  in 
Sweden,  England  and  Japan  combined.  The  estimated 
cost  of  death  and  disability  due  to  trauma  is  in  excess  of 
$228  million  annually.  Only  recently  has  information 
become  available  that  allows  rational  evaluation  of  the 
potential  efficacy  of  different  aspects  of  the  emergency 
health  care  system. 

Concerning  prehospital  care,  improvement  in  trans- 
portation and  training  of  ambulance  personnel  has  re- 
sulted in  identifiable  benefits  in  some  areas  of  emergency 
illness,  particularly  cardiac  arrest  from  coronary  artery 
disease.  Of  the  650,000  people  who  die  of  arteriosclero- 
tic heart  disease  annually  ( primarily  from  coronaries), 
upgrading  the  training  of  ambulance  personnel  from 
emergency  medical  technician  to  paramedic  service  has 
resulted  in  a 10  percent  increase  in  survival  (that  is,  of 
100  cardiac  arrests,  an  additional  10  lives  have  been 
saved,  an  improvement  from  7 percent  to  1 7 percent).  In 
cardiac  arrest  from  coronary  artery  disease,  an  ambu- 
lance response  time  of  less  than  two  minutes  will  allow 
55  percent  of  patients  to  be  admitted  to  hospital,  where- 
as if  the  response  time  is  eight  minutes,  only  1 9 percent 
will  survive  long  enough  to  be  admitted  to  hospital.  The 
comparable  discharge  survival  data  are  33  percent  and 
1 2 percent,  respectively.  The  improvement  in  survival  of 
a cardiac  arrest  victim  from  coronary  artery  disease  has 
been  in  the  range  of  10  percent.  Because  about  25  per- 
cent of  these  patients  sustain  cardiac  arrest  acutely,  the 
net  potential  benefit  of  prehospital  care  is  an  improve- 
ment in  survival  of  2.5  percent  (25  X 10)  of  all  cardiac 
arrest  victims. 

Extrapolation  of  data  on  cases  of  cardiac  arrest  from 
coronary  artery  disease  to  trauma  cases  is  inappropriate. 
Although  it  is  attractive  to  assume  that  more  training  and 
utilization  of  on-site  equipment  such  as  pneumatic  anti- 
shock  garments  (military  antishock  trouser,  or  MAST 
suits)  should  produce  improvement  in  the  care  of  pa- 
tients with  severe  injury,  no  data  exist  to  prove  this 
thesis.  Information  is  beginning  to  emerge  that  estab- 
lishes that  transport  delays  for  purposes  of  on-site  resus- 
citation are  associated  with  excessive  mortality  if  the  in- 
jury is  life  threatening.  For  example,  in  one  study  evalu- 
ating traumatic  injury  to  the  heart,  there  were  no  survi- 
vors among  patients  in  whom  field  resuscitation  with 
concomitant  prolonged  prehospital  delay  occurred.  If 
prompt  transport  of  victims  with  heart  wounds  occurs,  a 
20  percent  to  30  percent  survival  is  possible.  Similar 
findings  for  other  types  of  severe  injuries  associated  with 
hemorrhagic  shock  are  applicable  when  the  availability 
of  prompt  and  appropriate  care  is  within  a 15-  to  20- 
minute  transport  time.  In  patients  with  less  acute  but 
equally  life-threatening  injuries,  a “golden  interval” — 
usually  less  than  an  hour — is  best  spent  in  transportation 
to  a trauma  center  after  stabilization  of  fractures  and  ini- 
ation  of  intravenously  given  fluid  therapy. 


Maximal  use  of  the  first  hour  after  injury  depends  on 
geographic  considerations.  In  areas  of  dense  population 
with  short  distances  to  a trauma  care  center,  such  as  in 
San  Francisco,  ground  transportation  is  the  optimal 
transport  means.  In  rural  areas,  such  as  the  Imperial  Val- 
ley ( south  central  C alifomia),  rotary  or  fixed-wing  trans- 
port to  a trauma  care  center  has  resulted  in  a substantial 
improvement  in  mortality  for  injuries  of  comparable 
magnitude,  when  victims  are  rapidly  moved  to  definitive 
care,  rather  than  receiving  initial  extensive  prehospital 
and  “nearest  hospital”  care. 

Studies  done  in  California  and  elsewhere  speak  to  the 
need  for  continued  definition  of  a regional  system  of 
trauma  care,  as  defined  by  the  report  “Categorization  of 
Emergency  Facilities  and  Trauma  Centers”  by  the 
Committee  on  Trauma  of  the  American  College  of  Sur- 
geons. Several  studies  have  shown  that  30  percent  to  35 
percent  of  trauma  deaths  are  potentially  salvageable,  if 
treated  in  a trauma  center.  The  absence  of  a system  for 
transportation  and  care  of  trauma  victims  and  the  persis- 
tence of  the  “nearest  hospital”  concept  continue  to  re- 
sult in  unnecessary  death  after  injury.  The  increasing 
tendency  for  transport  delay  for  purposes  of  extensive 
field  resuscitation  is  contributing  to  this  problem. 

Because  about  5 percent  of  motor  vehicle  injuries  are 
critical,  a system  to  minimize  the  death  rate  from  such  in- 
juries is  necessary.  Because  as  high  as  50  percent  of 
deaths  from  injury  occur  after  the  patients  reach  the 
hospital,  continual  evolution  of  trauma  care  centers,  ap- 
propriate prehospital  care,  proper  transportation  sys- 
tems and  development  of  new  trauma  care  centers  are 
mandatory. 

It  is  now  apparent  that  trauma  care  centers  can  im- 
prove mortality  from  injury.  Because  transportation  sys- 
tems are  available  to  bring  patients  to  a trauma  care 
center,  emphasis  should  be  placed  on  rapid  transport  and 
not  on  field  resuscitation. 

George  F.  Sheldon,  M.D. 
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Parathyroid  Autotransplantation 

The  success  and  simplicity  of  parathyroid  autotrans- 
plantation favors  the  use  of  this  technique  in  standard 
surgical  practice  for  those  patients  who  stand  to  lose  all 
parathyroid  function  as  a consequence  of  a neck  explora- 
tion or  in  whom  residual  or  in  situ  parathyroid  tissue  has 
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a good  likelihood  of  becoming  hyperactive.  The  prin- 
ciples of  parathyroid  transfer  are  the  same  as  those  for 
other  grafts  without  a vascular  pedicle  such  as  a split- 
thickness  skin  graft  in  that  the  graft  will  be  profoundly 
ischemic  until  capillary  perfusion  begins  in  three  to  five 
days.  During  this  time  the  tissue  is  nourished  by  diffu- 
sion only.  The  graft  will  succumb  to  ischemia  if  vascular 
ingrowth  is  delayed  by  such  factors  as  low  perfusion 
pressure,  regional  scar,  hematoma  or  infection.  How- 
ever, a split-thickness  skin  graft  is  prepared  to  function  as 
an  epithelium  within  10  to  14  days  of  grafting  while  the 
endocrine  epithelium  of  parathyroid  tissue  temporarily 
loses  function  during  the  three  to  five  days  when  only 
diffusion  is  providing  metabolic  exchange.  This  diffusion 
support  is  only  adequate  for  subsequent  survival  if  the 
parathyroid  graft  is  reduced  to  fragments  no  larger  than  1 
to  2 mm  in  diameter.  The  subsequent  function  of  the  graft 
will  not  be  evident  until  the  endocrine  epithelium  has 
been  regenerated  on  the  interstitial  matrix.  This  may  take 
as  long  as  three  months.  If  the  patient  is  dependent  on  the 
graft,  calcium  and  vitamin  D supplementation  are  re- 
quired during  the  accommodation  phase  of  engrafting. 

Dr.  Sam  Wells  of  Washington  University  (St.  Louis) 
has  accumulated  the  largest  number  of  cases  of  para- 
thyroid grafting  and  a review  of  his  series  clarifies  the 
indications  for  the  procedure.  Patients  who  have  mul- 
tiple endocrine  adenopathy  or  secondary  hyperparathy- 
roidism have  a high  rate  of  recurrence  and  therefore  re- 
exploration procedures  of  the  neck.  The  hazards  of 
repeat  neck  operations  are  well  recognized  and  can  be 
avoided  by  removing  all  parathyroid  tissue  from  the  neck 
at  the  time  of  the  first  exploration.  Patients  who  must 
have  a repeat  neck  exploration  can  present  even  greater 
difficulty  in  identifying  normal  parathyroid  tissue  than  in 
locating  the  abnormal  tissue  causing  the  recurrent  or  per- 
sistent disease.  The  risk  of  permanent  hypoparathyroid- 
ism is  best  managed  by  transplanting  30  mg  of  parathy- 
roid tissue  to  a site  more  accessible  than  the  paratracheal 
region.  Patients  who  require  a total  thyroidectomy  for 
carcinoma  have  always  been  at  risk  for  hypoparathy- 
roidism because  the  blood  supply  to  the  thyroid  gland  is 
shared  by  the  parathyroids  and  wide  excision  for  thyroid 
carcinoma  can  destroy  the  parathyroids  by  infarction. 
This  potential  parathyroid  loss  is  well  managed  by  auto- 
transplantation. The  following  are  clear  indications  for 
parathyroid  autotransplantation:  ( 1)  multiple  endocrine 
adenopathy  and  (2)  secondary  hyperparathyroidism  be- 
cause of  high  likelihood  of  recurrence;  (3)  reexploration 
of  the  neck,  and  (4)  total  thyroidectomy  because  of  the 
risk  of  hypoparathyroidism. 

The  grafting  technique  is  not  difficult.  The  parathy- 
roid tissue  is  finely  minced  to  1-mm  fragments  for  graft- 
ing. About  30  of  these  fragments  are  transferred  to  the 
brachioradialis  muscle.  Pockets  are  created  among  the 
muscle  fascicles  and  after  careful  hemostasis  four  to  five 
tissue  fragments  are  placed  in  each.  The  muscle  is 
closed,  with  each  site  marked  with  a non-absorbable 


suture.  An  interesting  feature  is  that  the  transplanted  tis- 
sue need  not  be  normal  parathyroid.  Hyperplastic  tissue 
has  shown  little  tendency  to  excessive  function  if  no 
more  than  30  mg  is  transplanted.  The  function  of  the 
graft  is  monitored  by  comparing  the  parathormone  levels 
in  the  antecubital  vein  of  the  grafted  and  the  ungrafted 
arms.  After  two  months  the  parathormone  level  usually 
suggests  function  and  the  vitamin  D and  calcium  sup- 
port can  be  sequentially  withdrawn.  Autotransplantation 
was  successful  in  92  percent  of  the  patients  of  Wells  and 
colleagues  who  had  primary  hyperparathyroidism  and  in 
all  patients  managed  for  total  thyroidectomy.  Cryopre- 
servation  of  parathyroid  tissue  has  been  extremely  use- 
ful, such  that  an  inadequate  graft  can  be  supplemented 
with  preserved  autologous  tissue.  Rarely,  the  graft  will 
release  excessive  parathormone  and  this  can  be  cor- 
rected by  removing  two  to  three  of  the  pockets  of  trans- 
planted tissue.  The  excision  can  be  conducted  under 
local  anesthesia  in  an  outpatient  setting. 

Ronald  C.  Merrell,  M.D. 
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Adrenalectomy  for  Metastatic  Breast 
Cancer:  Surgical  Versus  Medical  Treatment 

One  of  the  most  important  factors  associated  with  an 
improved  prognosis  in  metastatic  breast  cancer  is  the 
presence  of  estrogen-receptor  protein  in  the  tumor  cell 
cytoplasm.  Some  50  percent  to  60  percent  of  patients 
with  estrogen-receptor-positive  tumors  respond  to  oo- 
phorectomy or  to  antiestrogen  therapy  such  as  the  ad- 
ministration of  tamoxifen  citrate.  In  addition  to  the  pre- 
sence of  estrogen  receptors,  additional  factors  that  affect 
a favorable  prognosis  include  a long  disease-free  inter- 
val, a good  response  to  previous  endocrine  therapy  and 
metastatic  tumor  involvement  limited  to  soft  tissue  and 
bone.  Of  women  who  have  responded  to  oophorectomy 
or  antiestrogen  treatment,  30  percent  to  40  percent  will 
respond  to  a subsequent  surgical  adrenalectomy. 

Aminoglutethimide  is  a compound  that  was  initially 
developed  as  an  anticonvulsant  and  later  found  to  be  an 
inhibitor  of  adrenal  steroid  production.  Aminoglutethi- 
mide blocks  the  conversion  of  cholesterol  to  A ^pregne- 
nolone at  the  beginning  of  the  biosynthetic  pathway, 
blocking  the  production  of  cortisol,  androgens,  estrogens 
and  aldosterone.  There  is  an  additional  blocking  of  es- 
trogen in  the  peripheral  tissues  by  the  inhibition  of  andro- 
stenedione  conversion  to  estrone  and  estradiol.  With 
suppression  of  the  adrenal  gland,  there  is  a fall  in  cortisol 
levels  and  a rise  in  adrenocorticotropic  hormone  level 
that  can  overcome  the  aminoglutethimide  blockade 
unless  a glucocorticoid  is  also  given.  Most  patients  will 
have  maximal  estrogen  suppression  with  administration 
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of  aminoglutethimide,  250  mg  given  by  mouth  four  times 
a day,  together  with  40  mg  of  hydrocortisone  in  divided 
doses  ( 10  mg  in  the  morning,  10  mg  in  the  afternoon  and 
20  mg  at  bedtime).  Due  to  occasional  salt-loss  problems, 
supplementation  with  a mineralocorticoid  (fludrocorti- 
sone acetate,  0.1  mg  given  twice  weekly)  may  be  re- 
quired, particularly  during  hot  weather.  Early  side  ef- 
fects with  the  drug  are  common  but  usually  subside  in 
two  to  three  weeks.  The  side  effects  are  ataxia,  lethargy, 
dizziness,  visual  blurring  and  a pruritic  maculopapular 
rash.  These  side  effects  usually  do  not  warrant  an  altera- 
tion in  medication  because  they  tend  to  be  self-limited. 
Occasional  cases  of  hypothyroidism  have  been  des- 
cribed, as  have  rare  blood  dyscrasias. 

The  medical  adrenalectomy  regimen  of  aminoglute- 
thimide plus  glucocorticoids  in  a study  of  50  postmeno- 
pausal patients  with  metastatic  breast  cancer  showed  a 
38  percent  complete  or  partial  remission  and  stabiliza- 
tion of  disease  in  20  percent,  with  1 2 percent  of  the  latter 
group  having  symptomatic  relief  of  bone  pain.  This 
group  compared  favorably  with  historical  controls 
treated  by  adrenalectomy.  A randomized  prospective 
trial  comparing  surgical  adrenalectomy  with  aminoglute- 
thimide and  hydrocortisone  therapy  also  revealed  medi- 
cal adrenalectomy  to  be  as  effective  as  surgical  adrena- 
lectomy. In  this  group,  53  percent  of  40  women  treated 


with  medical  adrenalectomy  had  objective  responses 
compared  with  45  percent  of  29  women  undergoing  sur- 
gical adrenalectomy  (no  significant  difference).  Treat- 
ment response  was  1 7.2  months  in  the  medically  treated 
group  and  17.1  months  in  the  surgical  group. 

Medical  adrenalectomy  appears  equal  to  surgical  ad- 
renalectomy in  terms  of  response  rate  and  duration  of 
response.  A major  advantage  of  medical  adrenalectomy 
is  its  reversibility  and  a lack  of  major  side  effects.  Sur- 
gical adrenalectomy  is  not  reversible  and  has  a signifi- 
cant morbidity  and  mortality.  Surgical  adrenalectomy  in 
patients  with  metastatic  breast  cancer  should  be  reserved 
for  those  who  are  unable  to  take  aminoglutethimide  and 
hydrocortisone  because  of  untoward  side  effects  or  drug 
reaction. 

Walter  D.  Holder,  Jr.,  M.D. 

REFERENCES 

Santen  RJ,  Worgul  TJ,  Samojlik  E,  et  al:  A randomized  trial  com- 
paring surgical  adrenalectomy  with  aminoglutethimide  plus  hydrocor- 
tisone in  women  with  advanced  breast  cancer.  N Engl  J Med,  305(  1 0): 
545-551,  Sep  3,  1981. 

Wells  SA  Jr,  Santen  RJ,  Lipton  A,  et  al:  Medical  adrenalectomy 
with  aminoglutethimide:  Clinical  studies  in  postmenopausal  patients 
with  metastatic  breast  carcinoma.  Ann  Surg,  187:475-484,  May, 
1978. 


Reprinted  with  permission  from  The  Western  Journal  of  Medicine, 
February,  1983. 


The  Oregon  State  Health  Plan  (SHP),  H.B.  2025,  has  been  introduced  in  the  1983 
legislative  session.  It  would  reorganize  medical  services  into  certified  health  plans, 
OREGON  STATE  with  each  plan  offering  a minimum  benefit  level.  The  plans  would  compete  with 

HEALTH  PLAN  each  ot*ier  Statewide  for  the  provision  of  health  care  to  all  Oregon  residents,  who 

would  be  mandated  to  participate  in  the  system. 

Enrollees  would  be  obliged  to  register  annually  at  a state-staffed  community  enroll- 
ment center.  The  health  plan  selected  by  each  enrollee  would  be  prepaid  a fixed 
amount  by  the  state  for  benefits  guaranteed  under  the  SHP. 

The  SHP  would  be  financed  from  a combination  of  three  sources: 

1 . each  employer  in  the  state  would  pay  a flat  rate  payroll  tax  in  lieu  of  current 
contributions  to  third  party  carriers; 

2.  public  sector  moneys  would  be  channelled  from  Medicaid,  Medicare,  and 
Champus  programs;  and 

3.  all  consumers  would  contribute  mandatory  enrollment  fees,  indexed  accord- 
ing to  family  size  and  ability  to  pay. 

These  revenues  would  be  paid  to  a State  Health  Financing  Fund  administered  by 
a fiscal  intermediary  chosen  through  a competitive  bidding  process. 

The  plan  calls  for  a three  year  phase-in  period  beginning  with  government 
employees,  Medicaid  and  Medicare  beneficiaries,  and,  ultimately,  all  other  employed 
persons. 

While  most  legislative  analysts  expect  the  bill’s  defeat  this  session,  it  has  been 
widely  discussed.  The  Oregon  Medical  Association  opposes  this  bill. 

-AMA  Legislative  Roundup,  April,  1983 
CONNECTICUT  MEDICINE,  JUNE  1983 


340 


Connecticut’s  First  IPA/HMO:  Four  Years  Later 


MICHAEL  E.  HERBERT 


ABSTRACT— In  the  past  four  years.  Physicians 
Health  Services  (PHS),  Connecticut’s  first  indivi- 
dual practice  association  health  maintenance  or- 
ganization (IPA/HMO),  has  grown  to  where  it  now 
provides  health  care  services  to  26,000  Connecticut 
citizens,  one  of  every  eight  working  people  in  the 
greater  Bridgeport  area.  PH  S has  recently  expanded 
north  into  the  lower  Naugatuck  Valley  and  also  west 
to  the  Greenwich-New  York  line.  This  article  des- 
cribes how  PH  S grew  over  this  four-year  period  with 

In  the  April,  1979,  issue  of  Connecticut  Medicine, 
Robert  W.  Doering,  M.D.,  reported  on  the  status  of 
Connecticut’s  first  individual  practice  association  health 
maintenance  organization  (IPA/HMO),  which  became 
operational  in  September,  1977.  The  IPA/HMO, 
Physicians  Health  Services,  or  PHS,  was  featured  in 
an  article  entitled,  “The  Individual  Practice  Asso- 
ciation Comes  to  Connecticut:  Connecticut's  First 
IPA/HMO.” 

Who  would  have  thought  that  PHS,  only  four  years 
later  in  April,  1 983,  would  have  grown  to  be  one  of  the 
major  providers  of  health  care  in  southwestern  Con- 
necticut? Consider:  In  April,  1 979,  PHS  had  an  enroll- 
ment of  less  than  2,000  members  and  monthly  premium 
income  of  about  $50,000;  today, PH S’s  enrollment  is 
26,000  or  about  one  of  every  eight  working  people  in 
the  greater  Bridgeport  area.  Moreover,  monthly  pre- 
mium income  has  soared  to  over  $1.2  million.  There 
were  280  participating  physicians  in  PHS  in  1979. 
Today,  the  panel  has  been  closed  in  greater  Bridgeport 
except  for  new  physicians,  and  there  are  over  500  par- 
ticipating physicians,  including  those  in  recent  expan- 
sion areas  (the  lower  Naugatuck  Valley  in  January, 
1982,  and  the  Norwalk-Stamford-Greenwich  area  in 
January,  1983).  Four  years  ago,  PHS  had  about  $4,000 
in  cash  and  marketable  securities.  Today,  it  has  nearly 
$3,000,000  in  liquid  investments.  The  total  assets  of 
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an  emphasis  on  the  problems  encountered  along  the 
way,  including  the  loss  of  nearly  $1  million  the  plan 
sustained  in  1981. 

The  basic  changes  PHS  made  which  led  to  finan- 
cial recovery  are  also  described,  including  the  addi- 
tional controls  and  incentives  and  premium  increases 
which  were  implemented.  PH  S’s  current  strong 
position  in  the  marketplace  is  described. 

There  is  also  a synopsis  provided  of  current  I PA/ 
HMO  activity  throughout  the  state  of  Connecticut. 

PHS  in  April,  1979,  were  about  $25,000.  The  com- 
bined surplus  which  PHS’s  HMO  and  IPA  corpora- 
tions generated  in  December,  1982,  exceeded  $167,000, 
with  total  assets  over  120  times  as  great  as  four  years 
ago. 

This  article  describes  what  transpired  with  PHS 
between  April,  1 979,  and  April,  1983.  The  fascinating 
story  has  relevance  today  to  every  practicing  physi- 
cian in  Connecticut.  Through  a combination  of  genuine 
physician  commitment,  a healthy  infusion  of  capital 
from  the  federal  government,  excellent  employer  sup- 
port, some  astute  board  and  management  decisions, 
and  just  plain  good  luck,  PHS  has  survived  and  pros- 
pered where  many  others  around  the  country  have 
failed.  Today,  PHS  is  strong  and  capable  of  represen- 
ting the  local  physicians’  interests  in  a health  care 
delivery  system  which  is  changing  more  rapidly  than 
ever  before. 

Stage  One:  Infusion  of  Capital 

On  April  1,  1979,  the  very  month  that  Dr.  Doering's 
article  appeared  in  this  magazine,  PHS  received  an 
HMO  Planning  grant  award  from  the  federal  Office  of 
Health  Maintenance  Organizations(OHMO)  in  Rock- 
ville, Md.  This  award  of  $1 25,000  for  six  months  came 
literally  at  a time  when  PHS  was  running  out  of  re- 
sources. In  twenty  months  of  operation,  PHS’s  enroll- 
ment was  still  under  2,000  members  and  cash  reserves 
were  nearly  exhausted.  PHS  staff  consisted  of  one 
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chief  executive  officer,  an  M.B.A.  student  doing  an  ad- 
ministrative residency,  a part-time  administrative  assis- 
tant and  a part-time  data  entry  operator. 

With  the  infusion  of  federal  funds,  however,  PHS 
was  able  to  hire  key  senior  staff.  Until  April,  1979, 
PHS  marketing  had  been  done  through  a contractual 
arrangement  with  Blue  Cross  and  Blue  Shield.  Both 
parties  (PHS  and  BC/BS)  agreed  that  this  arrange- 
ment had  been  unsatisfactory.  From  PHS's  perspective, 
the  commitment  of  marketing  resources  by  Blue  Cross 
was  insufficient  to  accomplish  the  task  at  hand.  Blue 
Cross  had  dedicated  one  person  who  had  come  from 
their  planning  department  to  do  all  of  the  marketing  for 
PHS.  By  mid- April,  1979,  this  person  stopped  working 
for  PHS  and  was  replaced  by  a full-time  marketing 
vice-president  and  two  full-time  marketing  representa- 
tives. 

At  the  same  time,  PHS  hired  a public  and  community 
relations  consultant  to  assist  in  positioning  PHS  in  the 
marketplace.  Although  Blue  Cross  had  provided  PHS 
with  some  advertising  and  public  relations  assistance, 
it  was  simply  not  enough  to  make  an  impact. 

By  the  summer  of  1 979,  PHS  also  added  vice-presi- 
dents for  operations  and  for  health  services,  freeing  up 
PHS's  president  from  much  of  the  day-to-day  opera- 
tions and  enabling  him  to  concentrate  on  increasing 
employer  and  community  awareness  of  the  product. 

The  grant  funds  also  permitted  PHS  to  move  from  a 
small  office  in  Fairfield  to  more  spacious  quarters  in  an 
industrial  park  in  Trumbull  in  the  center  of  PHS's  ser- 
vice area. 

By  the  fall  of  1 979,  enrollment  had  not  grown  materi- 
ally, but  it  was  obvious  that  the  marketing  and  adver- 
tising efforts  were  generating  a lot  of  employer  interest. 
Federal  OHMO  officials  were  impressed  with  PHS's 
progress  and  responded  by  awarding  PHS  an  HMO 
Initial  Development  grant  award  which  was  to  total 
$504,000  over  a fifteen-month  period  from  October, 
1 979,  through  December.  1 980.  PHS  had  thus  avoided 
the  bane  of  most  new  businesses  which  fail:  undercapi- 
talization. Neither  the  staff  nor  the  PHS  physician 
community  was  especially  enamoured  with  having 
Uncle  Sam  as  PHS’s  benefactor,  but  because  it  meant 
survival  at  the  time,  the  grant  funds  were  graciously 
accepted. 

Stage  Two:  Employer  Acceptance 

Much  of  the  marketing  strategy  during  the  latter  part 
of  1 979  had  concentrated  on  several  key  industrial  ac- 
counts. Most  of  PHS's  enrollment  since  it  became 
operational  in  September,  1977,  had  been  in  hospi- 
tals, nursing  homes,  municipalities,  and  school  systems. 
By  the  fall  of  1979.  though,  PHS  had  successfully 
penetrated  a few  mid-size  Bridgeport  industrial  corpor- 
ations such  as  Lacey  Manufacturing  Company  and 
Cornwall-Patterson,  Inc. 

The  big  break  came  in  January,  1980,  with  the 


enrollment  of  employees  at  two  large  industrial  com- 
panies: Harvey  Hubbell,  Inc.,  and  the  salaried  employees 
of  the  Sikorsky  Aircraft  Division  of  United  Technolo- 
gies Corp.  Thirty  percent  of  Harvey  Hubbell's  em- 
ployees signed  up  as  did  ten  percent  of  the  Sikorsky 
salaried  employees.  PHS’s  enrollment  jumped  over 
fifty  percent  from  December,  1979,  to  January,  1980, 
to  a total  of  4,800  members. 

More  importantly,  with  two  bellwether  industrial 
employers  now  offering  PHS,  it  became  much  easier  to 
convince  other  industrial  employers  to  go  along.  The 
marketing  department  certainly  had  a response  now 
when  asked  by  employers  “who  else  has  offered  PHS 
to  their  employees.”  Bridgeport  Metal  Goods  followed 
in  February  and  Bodine  Corporation  came  on  board  in 
March.  By  May,  enrollment  topped  6,300. 

Nothing  comes  easy,  however,  and  certainly  a set- 
back to  PHS  in  the  winter  of  1980  was  an  event  which 
made  the  headlines  in  the  Bridgeport  papers  for  several 
weeks.  PHS’s  staff-model  HMO  competition  in  Bridge- 
port, the  Connecticut  Health  Plan,  on  January  31, 
1 980,  filed  a bankruptcy  petition  in  U.S.  District  Court 
in  Bridgeport  under  Chapter  1 1 of  the  federal  bank- 
ruptcy laws.  Although  CHP  continued  to  operate  and 
was  eventually  reorganized  and  “rescued”  by  Blue 
Cross  and  Blue  Shield,  here  is  a sampling  of  the 
headlines  in  Bridgeport's  Post  and  Telegram: 
“Health  Plan  To  Continue  But  Files  For  Bankruptcy” 
“How  CHP  Went  Into  The  Red” 

“U.S.  Is  Top  Creditor  In  CHP  Bankruptcy” 
"Debt-Plagued  CHP  Seeks  Outside  Funding” 
“Directors  Search  To  Find  The  Cure  For  CHP 
Ailments” 

Now,  the  marketing  positioning  problem  became 
acute.  Since  both  CHP  and  PHS  had  been  marketed  as 
HMOs,  and  since  CHP’s  advertising  expenditures 
had  been  much  greater  than  PHS,  a great  many  people 
in  the  greater  Bridgeport  area  equated  an  HMO  with 
the  perceived  failure  of  CHP.  It  was  difficult  to  con- 
vince many  people  that  PHS  was  still  in  business,  even 
though  neither  HMO  ceased  to  operate,  even  for  a day. 

The  positioning  objective  PHS  set  about  to  achieve 
was  a three-fold  one.  It  was  necessary  to  establish  PHS 
as  an  HMO.  but  certainly  to  separate  it  from  the  nega- 
tive image  of  the  staff-model  HMO.  Secondly,  PHS 
had  to  educate  people  as  to  what  an  individual  practice 
association  (I.P.A.)  of  privately-practicing  physicians 
was.  And  thirdly,  PHS,  as  an  IPA/HMO,  had  to  be 
positioned  as  an  alternative  to.  but  different  from,  tradi- 
tional health  insurance. 

A major  portion  of  PHS's  advertising  and  marketing 
resources  throughout  1 980  and  into  1 98 1 was  devoted 
to  achieving  this  three-fold  objective.  The  positioning 
campaign  was  deliberate,  coordinated  and  repetitive. 
And  it  was  successful.  By  the  summer  of  1981,  PHS 
had  overcome  the  negative  consequences  of  CHP's 
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financial  difficulties  and  had  emerged  as  the  predomi- 
nant HMO  in  the  greater  Bridgeport  area.  PHS’s  July, 
1981,  enrollment  exceeded  16,000  members  while 
CHP’s  enrollment  at  that  time  was  about  half  of  PHS’s. 
When  CHP  filed  for  court  protection  it  had  had  over 
10,000  members  to  PHS’s  4,800. 

During  this  “employer  acceptance”  period,  PHS 
also  strengthened  its  administrative  staff  with  the  addi- 
tion of  a financial  vice-president.  All  of  the  current 
senior  staff  were  now  on  board  and  formed  a nucleus  as 
strong  as  any  IPA/HMO  management  team  in  the 
country. 

Stage  III:  Awash  in  Red  Ink 

With  the  surge  of  growth  in  the  latter  part  of  1980 
and  all  of  1 98 1 came  an  unanticipated  problem:  exces- 
sive losses  generated  by  heavy  hospital  utilization  and 
costs.  HMOs  generally  measure  their  inpatient  utiliza- 
tion by  a term  called  “bed-days  per  1 ,000  enrollees  per 
year."  In  PHS's  first  three  years  of  operation,  inpatient 
utilization  had  been  remarkably  constant  at  470  bed- 
days/ 1,000  members/year.  In  fiscal  year  1981  (Octo- 
ber, 1980-September,  1981),  however,  PHS’s  inpatient 
utilization  inexplicably  jumped  to  541  bed-days/ 
1,000/year.  Also,  PHS  was  incurring  hospital  costs 
which  were  well  above  budget  at  nearly  $400/day 
(PHS  is  now  averaging  $500/day).  These  two  factors, 
excessive  inpatient  utilization  and  excessive  costs  per 
day,  led  to  a near  disastrous  loss  in  fiscal  year  ’81  of 
nearly  a million  dollars  ( $963,000).  Virtually  all  of  this 
loss  was  concentrated  in  hospitalization.  In  fact,  if  PHS 
had  operated  within  its  budget  for  hospitalization,  the  loss 
for  the  year  would  have  been  $2,500  instead  of  $963, 000. 

In  retrospect,  the  heavy  losses  were  probably  a bles- 
sing in  disguise  because  they  galvanized  both  the  HMO 
and  I PA  Boards  of  Directors  to  take  corrective  actions 
which  have  led  to  a complete  financial  turnaround.  At 
the  time,  though,  the  excessive  losses  threatened  the 
very  existence  of  PHS. 

In  the  summer  of  1 98 1 , at  the  height  of  the  monthly 
losses,  several  decisions  were  made  by  PHS’s  physician 
leadership  to  improve  the  financial  situation.  First  and 
foremost  was  the  decision  to  institute  a pre-certified  ad- 
missions program  requiring  every  physician  in  PHS  to 
call  PHS  in  advance  of  elective  admissions  to  receive 
authorization  for  admission.  For  emergency  admis- 
sions, PHS  physicians  had  to  call  PHS  at  the  beginning 
of  the  next  working  day.  The  program  was  entitled  Pre- 
Admission  Notification(PAN)  and  a special  dedicated 
phone  line  (371-PANN)  was  established  for  taking 
these  calls. 

A decision  was  also  made  at  the  same  time  to  take 
one  of  PHS’s  claims  analysts  and  actually  put  her  in 
each  of  Bridgeport’s  hospitals  to  monitor  PHS’s  admis- 
sions and  to  assist  the  PHS  physicians  in  discharge 
planning.  PHS  was  fortunate  in  having  a nurse  in  its 
claims  department  who  had  performed  this  identical 

VOLUME  47,  NO.  6 


function  while  working  for  an  IPA/HMO  in  Cincinnati, 
Ohio. 

Certain  financial  sanctions  for  non-compliance  with 
the  pre-certified  admissions  or  length-of-stay  programs 
were  reaffirmed  and  actually  administered  to  offending 
physicians.  Auditing  of  large  hospital  bills  was  initiated 
by  a nurse  specially  trained  for  the  purpose. 

A special  educational  program  was  also  undertaken 
for  the  physicians.  A dozen  physicians’  office  staff 
seminars  were  held  and  a monthly  “10  Financial 
Indicators”  statement  was  mailed  to  each  physician. 

Also,  PHS’s  physician  leadership  developed  an 
initial  list  of  surgical  procedures  {e.g.,  abortion,  D&C, 
carpel  tunnel  release,  laparoscopy,  etc.)  which  had  to 
be  done  on  an  outpatient  (same-day  surgery)  basis. 
And,  another  list  of  office  procedures  was  developed 
{e.g.,  colonoscopy,  cystoscopy,  partial  mastectomy, 
retinal  cryopexy,  etc.)  for  which  the  physicians  were 
paid  an  additional  20%  if  the  procedure  was  done  in  the 
office  in  lieu  of  the  hospital. 

To  set  an  example,  PHS  permanently  terminated  a 
physician  from  PHS  because  of  inappropriate  billing 
practices.  This  action  was  taken  after  an  extensive 
medical  audit  of  the  physician's  practice  and  a detailed 
comparison  with  his  peers  of  his  billing  practices. 

All  of  these  actions  were  taken  by  the  IPA  Board  of 
nine  physicians  after  careful  consideration.  Each  step 
was  explained  in  detail  to  the  physician  community  and 
was  accepted. 

While  the  IPA  Board  was  involved  with  these  diffi- 
cult decisions  involving  excessive  expenses,  the  HMO 
Board  was  also  active  in  making  decisions  to  increase 
PHS's  revenue.  From  a program  which  had  been 
clearly  underpriced  in  1980  with  a family  premium  of 
$94.57,  the  PHS  Board  sought  and  obtained  State  In- 
surance Department  approval  to  raise  PHS  rates  to  a 
level  in  1983  almost  exactly  twice  the  1980  rates: 
$188.69  per  family  per  month.  The  table  below  illus- 
trates this  rapid  increase  in  premiums: 

Table  1 

PHS  PREMIUM  HISTORY 
(Family  Premium  - Three  Tier) 

1980 1981 'J?£l 1983 

$94.57  $113.54  $152.95  $188.69 

+ 19%  +35%  +23% 

$2,264  per  year  in  1983 
vs. 

$1,135  per  year  in  1 980 

The  federal  government  had  certified  PHS  as  the 
first  federally-qualified  IPA/HMO  in  New  England  on 
December  29,  1980,  when  PHS  had  9,300  members. 
But,  because  of  PHS’s  financial  difficulties,  OHMO 
judged  PHS  to  be  out  of  compliance  with  the  federal 
HMO  Act  in  October,  1981  (when  enrollment  was  at 
1 7,300  and  just  after  the  fiscal  year  loss  of  $963,000). 
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Stage  IV:  Recovery  and  Expansion 

The  corrective  actions  have  led  to  a genuine  turn- 
around in  PHS's  financial  circumstances.  Cash  reserves 
have  built  up  to  the  $3,000,000  level  and  PHS  has  been 
operating  in  the  black  for  the  past  year.  Most  impor- 
tantly, physicians  have  come  to  accept  PHS  as  their 
health  plan,  and  not  just  another  third-party  payor. 

With  the  financial  recovery  has  come  an  ability  to 
pay  physicians  a maximum  fee  schedule  which  ap- 
proaches usual  charges  for  most  procedures  and  for 
most  physicians.  For  example,  four  years  ago,  PHS 
had  a maximum  basic  office  visit  ( 15-25  minutes,  es- 
tablished patient)  fee  maximum  of  $1 3.75.  Today,  that 
fee  maximum  in  the  Bridgeport  area  is  $24.00,  a 75 
percent  increase.  Total  obstetrical  care  had  a fee  maxi- 
mum in  1979  of  $450.  Today  in  Bridgeport,  total  OB 
care  has  a fee  maximum  of  $840,  an  87  percent  increase. 

What  about  the  “holdback,”  the  20  percent  of  the 
physician's  fee  which  is  withheld  from  each  payment 
and  placed  in  a risk  pool?  In  the  past  four  years,  PHS 
has  always  been  able  to  return  a portion  of  the  risk  pool 
to  the  physicians.  For  fiscal  year  1979,  physicians  re- 
ceived a total  of  90  percent  of  the  lesser  of  their  charges 
or  the  PHS  maximum  fee  schedule.  In  fiscal  year  1 980, 
this  return  dropped  to  83  percent,  but  rose  to  92%  in 
FY  '81.  In  FY  '82,  ended  last  September  30,  physi- 
cians received  88  percent,  or  approximately  $400,000 
in  actual  dollars.  Through  four  months  of  FY  '83,  the 
entire  risk  pool  of  approximately  $370,000  is  intact 
and  returnable  to  the  physicians,  primarily  because 
they  have  been  successful  this  year  in  reducing  hospi- 
tal utilization  and  costs  below  budget.  Contractually, 
they  share  in  half  of  all  these  hospital  expense  savings, 
with  the  other  half  used  to  stabilize  PHS  premiums. 

Physician  participation  over  the  four  years  has  in- 
creased dramatically  to  the  point  where  the  panel  in  the 
greater  Bridgeport  area  was  closed  in  July,  1982,  and 
only  re-opened  in  December,  1 982,  for  new  physicians 
in  the  community.  In  closing  the  panel  in  Bridgeport, 
the  IPA  Board  of  Directors  was  reacting  to  research 
which  indicates  that  an  excess  of  physicians  in  an  area 
leads  to  a generation  of  excessive  medical  expenses. 

Because  of  the  popularity  of  PHS  and  because  of  in- 
creasing commuter  patterns  between  Bridgeport  and 
the  lower  Naugatuck  Valley,  the  PHS  Board  of  Trustees 
elected  in  January,  1982,  to  expand  into  the  towns  of 
Ansonia,  Derby,  Seymour,  Oxford  and  Beacon  Falls. 
Today,  PHS  has  over  half  of  the  physicians  from  these 
towns  in  PHS,  and  approximately  2,000  valley  en- 
rollees. 

Right  after  the  valley  expansion,  PHS  was  approached 
by  the  Board  of  Trustees  of  the  Fairfield  Health  Plan 
( FHP),  a developing  IPA/HMO  in  the  Stamford  area. 
FHP  had  become  a victim  of  federal  funding  for  HMOs, 
and  was  about  to  go  out  of  business  because  it  could  not 


obtain  financing  to  cover  the  losses  the  plan  expected  to 
incur  prior  to  reaching  a break-even  level  of  enrollment. 
The  FHP  Board  of  Trustees  proposed  a merger  between 
PHS  and  FHP  with  PHS  becoming  the  successor 
corporation.  From  FHP’s  perspective,  it  would  be  able 
to  become  part  of  a successful  IPA/HMO  with  a proven 
track  record. 

After  great  deliberation,  the  PHS  Board  of  Trustees 
also  approved  of  the  merger  and  of  PHS’s  expansion 
into  the  Norwalk-Stamford-Greenwich  area.  The  Board 
was  influenced  by  three  factors.  First,  because  PHS 
would  only  incur  incremental  expenses  by  expanding,  it 
would  be  able  to  generate  a surplus  in  the  expanded 
area  in  the  first  year  of  operation.  Secondly,  a huge  new 
marketplace  of  over  500,000  people  from  Westport  to 
the  New  York  line  would  be  available  to  PHS.  As  in  the 
lower  Naugatuck  Valley,  present  commuter  patterns 
and  the  housing  market  made  it  only  natural  for  PHS  to 
be  available  in  both  the  eastern  and  western  portions  of 
the  county.  Moreover,  PHS  would  have  a greatly  en- 
hanced ability  to  increase  its  penetration  in  such  major 
corporations  as  Norden,  Pitney-Bowes,  Perkin-Elmer 
and  G.T.E. 

The  third  factor  the  Board  considered  was  the  de- 
livery of  health  services.  In  this  area,  it  was  decided 
that  the  most  acceptable  way  to  structure  an  expan- 
sion was  with  completely  separate  and  independent 
physician  corporations  ( IPA).  In  this  way,  the  financial 
success  or  failure  of  one  IPA  corporation  would  not 
impact  on  the  other  IPA.  Also,  peer  review  could 
remain  entirely  local  within  each  IPA.  The  amount  of 
funds  which  PHS  would  provide  to  each  IPA  corpora- 
tion would  be  identical  on  a per-capita  basis.  The  risk- 
sharing arrangements  would  also  be  identical.  Each 
IPA  could  establish  its  own  fee  schedule  but  would 
have  to  live  within  its  capitation  from  PHS.  Although 
the  careful  delineation  of  health  care  delivery  into  two 
IPA  corporations,  separately  contracting  with  PHS, 
may  seem  needlessly  complex,  the  PHS  Board  felt  that 
this  organizational  structure  protected  the  best  interests 
of  the  greater  Bridgeport/valley  physicians  and  the 
Norwalk-Stamford-Greenwich  physicians,  and  also  of 
the  current  and  future  members  of  PHS. 

So  today  Physicians  Health  Services  is  a strong  and 
viable  force  in  health  care  delivery  in  southwestern 
Connecticut.  With  a major  presence  in  the  greater 
Bridgeport  area  and  a growing  presence  in  both  the 
lower  Naugatuck  valley  and  the  Norwalk-Stamford- 
Greenwich  area,  PHS  has  already  proven  the  viability 
of  the  IPA/HMO  concept.  Similar  IPA/HMOs  are  now 
following  in  PHS’s  footsteps  in  both  New  Haven  and 
Hartford.  It  is  not  inconceivable  that  within  the  next 
decade  this  exciting  form  of  health  care  delivery  could 
be  the  standard  for  privately-practicing  physicians  and 
their  patients  throughout  Connecticut. 
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ADDENDA 

What  Is  an  IPA/HMO? 

Physicians  Health  Services  is  a typical  individual 
practice  association  health  maintenance  organization 
(IPA/HMO).  But  what  exactly  is  an  IPA/HMO?  The 
HMO  part  of  the  equation  is  most  easily  answered. 
Health  Maintenance  Organizations  (HMOs)  are  formal- 
ly organized  businesses  which  arrange  for  and  provide 
comprehensive  health  care  services  through  a closed 
panel  of  “at  risk”  providers  to  a voluntarily-enrolled  pop- 
ulation on  a prepaid  basis.  Although  the  term  “HMO” 
was  not  coined  until  1970  by  Paul  M.  Ellwood,  Jr., 
M.D.,  HMOs  have  actually  been  operating  in  the  U.S. 
under  various  labels  for  the  last  fifty-four  years. 

As  an  HMO,  PHS  provides  both  delivery  and  finan- 
cing of  care  in  one  system;  health  services  and  insurance 
coverage  are  provided  by  the  same  organization.  The 
HMO  member  actually  receives  care — not  just  pay- 
ment for  such  care — from  the  organization  that  is  also 
providing  his  health  insurance.  Premiums  are  paid  in 
advance  on  a monthly  basis,  thus  defining  an  HMO's 
income  by  the  number  of  members  it  enrolls,  not  by  the 
number  of  services  it  provides.  PHS  thus  has  a fixed 
amount  of  funds  from  which  to  reimburse  its  physi- 
cians, its  affiliated  hospitals,  and  other  providers  of 
care.  Like  HMOs  which  employ  physicians  on  a 
salaried  basis,  PHS  is  prepaid  to  the  public,  offering 
capitation  prepayments,  comprehensive  benefits  and 
guaranteed  availability  of  care. 

But  PHS  is  also  fee-for-service  on  the  inside,  and 
that’s  where  the  IPA  side  of  the  equation  comes  in.  The 
individual  practice  association  HMO  differs  from  a 
prepaid  group  practice  or  salaried-physician  HMO  in 
that  it  permits  the  physician  to  practice  medicine  from 
his  office  on  a fee-for-service  basis  while  offering  pro- 
fessional services  on  a prepaid  basis  to  his  patients  who 
enroll  in  the  HMO.  The  IPA  is  actually  almost  always  a 
separate,  legal  physicians’  corporation  (although  it 
need  not  be)  which  contracts  with  the  HMO  to  provide 
the  HMO's  comprehensive  services  to  its  members 
who  voluntarily  enroll  and  pay  the  HMO's  predeter- 
mined monthly  premium.  The  IPA,  in  turn,  contracts 
with  individual  physicians  for  provision  of  service  to 
HMO  members. 

This  individual  physician's  contract  is  with  an  organ- 
ization of  his  peers,  the  IPA,  and  he  actually  elects  the 
board  of  directors  (all  participating  physicians)  of  the 
IPA.  At  PHS,  these  physicians  are  reimbursed  on  a 
fee-for-service  basis  by  the  IPA,  with  the  physicians 
agreeing,  contractually,  to  share  the  responsibility  for 
the  total  cost  of  medical-surgical  care  delivered  by  the 
IPA.  This  is  done  by  withholding  a portion  (20%  at 
PHS)  of  the  physician's  fee  and  putting  it  into  a com- 
mon risk  pool  to  be  re-distributed  among  all  the  partici- 
pating physicians  if  the  IPA  operates  within  its  budget 
for  the  year. 


It  may  sound  quite  complex  but  actually  it’s  not.  It’s 
local  community  physicians  uniting  together  to  provide 
superior  health  care  coverage,  on  a prepaid  basis,  to 
those  Connecticut  residents  who  prefer  this  system  to 
the  other  type  of  HMO,  and  to  the  spotty  coverage  and 
unpredictable  disallowances  of  traditional  health  in- 
surance. 

Connecticut  IPA/HMO  Activity 

Physicians  Health  Services  was  the  first  IPA/HMO 
in  Connecticut  but  is  by  no  means  the  only  one  today. 
There  are  two  other  federally-qualified  IPA/HMOs, 
Healthcare,  Inc.,  in  Woodbridge,  and  ConnectiCare, 
Inc.,  in  Hartford.  There  is  also  another  developing 
IPA/HMO  in  Hartford  whose  IPA  is  named  Constitu- 
tion Medical  Plan. 

In  the  New  London  area,  an  IPA/HMO  ceased  its  de- 
velopmental activities  at  the  end  of  1 98 1 . but  could  be 
revived  if  it  can  obtain  the  necessary  financing.  Here's 
a synopsis  of  other  Connecticut  IPA/HMO  activity; 

Healthcare,  Inc. — Operational  since  March,  1978, 
Healthcare,  Inc.,  with  administrative  offices  in  Wood- 
bridge,  serves  New  Haven  County  with  over  525  parti- 
cipating physicians.  Healthcare,  Inc.,  became  the 
state's  second  federally-qualified  IPA/HMO  in  Janu- 
ary, 1982.  It  was  the  recipient  of  $974,000  in  federal 
grant  funds  and  recently  received  a $1 .426  million  loan 
from  the  federal  government.  As  with  PHS,  it  also  re- 
ceived development  funds  from  its  participating  physi- 
cians. Healthcare,  Inc.,  currently  has  an  enrollment  of 
4,350. 

ConnectiCare,  Inc. — Operational  since  April,  1982, 
ConnectiCare,  Inc.,  with  administrative  offices  in 
Hartford,  serves  41  towns  in  the  greater  Hartford  area 
with  1 70  physicians  from  among  the  attending  staff  at 
Hartford  Hospital.  ConnectiCare,  Inc.,  became  the 
state's  third  federally-qualifed  IPA/HMO  in  Novem- 
ber, 1982.  It  has  received  no  federal  monies  but  in- 
stead has  obtained  its  funding  from  Hartford  Hospital 
and  from  its  participating  physicians.  ConnectiCare, 
Inc.,  currently  has  an  enrollment  of  819  members. 

Constitution  Medical  Plan — This  plan  is  a joint  ven- 
ture between  Blue  Cross  and  Blue  Shield  of  Connecti- 
cut, Inc.,  and  307  physicians  throughout  Hartford  and 
Tolland  Counties  who  have  signed  letters  of  intent  to 
participate.  Constitution  Medical  Plan  is  the  corporate 
name  of  the  IPA,  with  an  HMO  name  yet  to  be  selected. 
Originally,  the  recipient  of  a $75,000  federal  HMO 
Feasibility  grant,  CMP's  current  funding  comes  from 
BC/BS  and  from  its  physicians. 

Physicians  Health  Care,  Inc. — This  plan  intended  to 
serve  New  London  County,  but  in  October,  1981,  was 
denied  a federal  HMO  Initial  Development  grant 
request  of  $544,300.  Prior  to  that.  PHC  had  received 
about  $270,000  in  federal  grant  funds  and  also  contri- 
butions from  the  140  physicians  who  had  signed  up  to 
participate  in  the  plan. 
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Screening  Panels:  Do  We  Need  a Second  Opinion? 

PETER  E.  CARLIN 


The  debate  over  screening  panels  is  raging  anew  on 
the  pages  of  medical  and  legal  journals.  Mirroring  the 
battlelines  that  were  drawn  in  the  mid-1970s,  doctors 
and  lawyers  are  now  waging  a war  of  words  over  the 
performance  of  these  heretofore  heralded  “reform” 
mechanisms. 1 What  emerges  from  this  welter  of  charges 
and  countercharges,  however,  is  the  salient  fact  that  the 
current  controversy  surrounding  screening  panels  fails 
to  adequately  examine  the  experience  of  state  panel 
systems.  While  most  of  the  legislative  reforms  enacted 
to  combat  the  malpractice  “crisis”  of  1974-1975  have 
been  the  subject  of  innumerable  articles  and  studies, 
the  pre-trial  screening  panels  remains  an  enigma  to 
both  policymakers  and  members  of  the  medical  and 
legal  professions. 

Indeed,  the  need  to  understand  the  experience  of 
these  mechanisms  has  taken  on  added  importance  in 
light  of  new  data  that  predicts  another  “crisis”  in  the 
near  future.  According  to  the  latest  figures  released  by 
insurance  companies  and  medical  societies,  there  has 
been  a dramatic  increase  in  claim  incidence,  a steady 
upsurge  in  the  size  of  malpractice  awards,  and  an 
astronomical  rise  in  the  cost  of  professional  liability 
insurance. 

Payments  for  malpractice  claims,  for  example,  total 
$876  million  in  the  period  from  July  1 975  to  December 
1 978,  according  to  the  National  Association  of  Insur- 
ance Commissioners. 2 The  NAIC  study  has  found  that 
the  average  award  increased  by  70  percent — $26,565 
to  $45 ,187— during  these  years.  Even  more  startling  is 
the  present  rise  in  malpractice  insurance.  Liability 
premiums  have  increased  across  the  country,  with 
some  states  experiencing  phenomenal  increases.  In 
1975,  for  instance,  a general  practitioner  in  Minnesota 
who  performed  no  surgery  paid  $1,014  for  liability 
coverage.  As  of  April,  1 980,  that  same  physician  paid 
$2,708  for  malpractice  insurance.1  Nationally,  rates 
for  specialists  like  orthopedic  surgeons  are  increasing 
two-and-one-third  times  as  fast  as  those  for  general 
practitioners. 

PETER  E.  CARLIN.  State  Government  Relations,  Pharmaceu- 
tical Manufacturers  Association,  Washington,  D C. 


The  possibility  of  another  malpractice  “crisis”  makes 
it  imperative  to  begin  examining  one  of  the  major 
malpractice  reforms  of  the  mid-1970s.  The  “success” 
or  "failure"  of  these  mechanisms  may  have  significant 
implications  for  future  legislative  responses  to  the 
problems  of  medical  malpractice. 

Background 

A majority  of  states  adopted  screening  panels  as  an 
alternative  to  the  time-consuming,  expensive,  and 
emotionally-charged  courtroom  clashes  that  character- 
ized traditional  litigation  procedures.  The  malpractice 
“crisis”  demonstrated  the  inability  of  conventional 
litigation  to  effectively  handle  the  rising  volume  of 
malpractice  claims.  In  fact,  the  overflow  of  malpractice 
cases  created  enormous  backlogs  in  many  state  court 
systems.  Equally  as  important,  policymakers  recog- 
nized that  the  increased  cost  of  defending  a malpractice 
claim  forced  insurers  to  raise  their  rates  for  professional 
liability  coverage  and  further  compelled  providers  to 
pass  along  these  new  costs  to  their  patients. 

As  a means  of  controlling  the  cost  of  malpractice 
actions,  screening  panels  were  designed  to  weed  our 
frivolous  litigation  and  encourage  pre-trial  disposition 
of  meritorious  claims.  By  screening  claims  at  the  pre- 
litigation stage,  proponents  expected  screening  panels 
to  reduce  the  cost  of  medical  care,  improve  the  delivery 
of  health  services,  and  relieve  the  congestion  of  mal- 
practice cases  that  ordinarily  proceed  to  suit. 

More  recently,  a burgeoning  number  of  critics  have 
assailed  panel  mechanisms  as  grossly  unfair  to  clai- 
mants and  as  a system  whose  lofty  goals  have  proved 
chimerical  in  practice.  Moreover,  critics  have  charged 
that  screening  panels  violate  a whole  host  of  constitu- 
tional principles.  In  fact,  since  their  widespread  adop- 
tion in  the  mid- 1 970s,  five  states  have  overturned  their 
panel  systems.  In  1976,  the  Illinois  Supreme  Court 
became  the  first  judicial  body  to  invalidate  its  panels  on 
the  grounds  that  it  illegally  usurped  judicial  functions. 4 
Three  years  later,  Missouri's  Supreme  Court  ruled  that 
its  state  system  denied  claimants  the  right  to  full  and 
free  access  to  the  courts. 5 In  1980,  the  Florida 
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Supreme  Court  ruled  that  its  state  mediation  panels 
violated  the  due  process  clauses  of  both  the  United 
States  and  Florida  constitutions/ 

As  yet,  it  remains  unclear  whether  screening  panels 
will  survive  this  constitutional  onslaught.  The  first  two 
court  tests  since  the  Florida  decision  have  provided 
comfort  to  both  supporters  and  critics  of  screening 
panels.  Indiana’s  Supreme  Court  upheld  the  constitu- 
tionality of  its  panels,  while  a decision  handed  down 
by  Pennsylvania's  Supreme  Court  in  September,  1 980, 
has  overturned  the  compulsory  nature  of  that  system. s 
In  addition,  in  1981,  state  legislatures  in  Nevada  and 
North  Dakota  eliminated  their  panel  systems,  while 
Ohio  and  California  considered  adopting  these  mecha- 
nisms. 

How  Screening  Panels  Operate 

Currently,  24  states  provide  for  a type  of  screening 
procedure,  although  the  precise  nature  of  that  structure 
varies  from  state  to  state.  For  instance,  Maryland, 
Pennsylvania,  and  North  Dakota  refer  to  their  panel 
systems  as  arbitration  mechanisms,  even  though  they 
permit  a trial  "de  novo”  after  a panel  has  rendered  a 
decision. 

Sixteen  states  now  mandate  use  of  a screening  panel 
for  all  malpractice  claims,  while  eight  provide  for  a 
voluntary  system.  Typically,  most  screening  panels  are 
administered  either  by  the  courts,  or  through  a division 
within  the  insurance  department.  Three  states — 
Maryland,  Pennsylvania,  and  Tennessee — administer 
their  panel  systems  through  a separate  office. 

Sharp  differences  exist  among  the  states  with  respect 
to  the  size  and  compostion  of  a screening  panel.  While 
three-member  panels  are  the  most  common  ( 1 4 states), 
10  states  provide  panels  that  range  in  size  from  four  to 
seven  members. 

Variations  in  composition  also  occur.  For  example, 
Alaska’s  three-member  panel  is  composed  of  phy- 
sicians; Massachusetts  provides  for  a judge,  attorney, 
and  a physician;  North  Dakota's  panels  employ  two 
attorneys,  a doctor,  and  a lay  person;  while  Wisconsin’s 
two-tier  system  uses  an  attorney,  physician,  and  lay 
person  on  its  formal  panel.  Despite  these  differences, 
virtually  every  state  requires  at  least  one  health  care 
provider  to  be  of  the  same  class  of  specialty  as  the 
defendant  and  the  attorney  member  is  to  be  exper- 
ienced in  malpractice  litigation. 

Panelists  generally  are  selected  by  the  panel  admin- 
istrator from  lists  submitted  by  the  appropriate  medical 
society  and  bar  association.  Some  states  allow  both 
parties  the  right  to  challenge  the  selection  of  any 
panelist.  In  terms  of  compensation,  nearly  half  the 
states  do  not  pay  their  panel  members,  except  for  per 
diem  expenses. 

In  most  states,  the  panelist  with  the  greatest  impact  is 
the  chairman,  particularly  if  that  state  authorized  a 
judge  to  serve  as  chairman.  A chairman  usually  fixes 


the  date,  time,  and  place  for  a hearing,  rules  on  all 
evidentiary  and  procedural  matters,  and  authors  the 
panel’s  final  report.  In  seven  states,  a sitting  judge 
serves  as  the  chairman;  in  16  states,  an  attorney;  and 
the  remaining  states  permit  their  members  to  choose 
any  panelists  as  chairman.  In  no  state  can  a judge/ 
chairman  preside  over  a subsequent  trial. 

Since  screening  panels  were  touted  as  quick  mecha- 
nisms, every  state  has  set  a time  limit  for  convening  a 
hearing  and  rendering  a decision.  To  speed  up  the 
hearing  process,  21  states  also  authorize  informal 
procedures,  i.e.,  the  panel  is  not  required  to  adhere  to 
normal  rules  of  procedure.  Ten  states  permit  public 
hearings,  while  16  states  require  confidential  delibera- 
tions. Nearly  every  state  allows  its  panel  to  appoint  an 
expert  witness  to  assist  in  assessing  the  validity  of  a 
claimant’s  charges. 

Findings  are  usually  limited  to  determining  the 
liability  of  the  defendant  provider,  and  only  ten  states 
also  allow  their  panels  to  set  damages.  A majority  of  the 
panel  is  required  to  render  a decision,  although  dissent- 
ing opinions  are  usually  incorporated  into  the  final 
report.  While  the  conditions  vary,  16  states  have 
statutory  provisions  for  admitting  some  part  of  the 
panel’s  decision  at  a future  court  trial;  however,  three  of 
these  states — Connecticut,  New  Jersey,  and  New 
York — require  a unanimous  opinion  as  a prerequisite 
to  admissibility. 

Since  the  decision  of  a screening  panel  is  not  binding, 
several  states  have  implemented  disincentives  to  en- 
courage use  of  a system  designed  to  weed  out  un- 
justified litigation  and  encourage  early  disposition  of 
meritorious  claims.  Most  state  statutes  simply  require 
losing  parties  to  file  a notice  of  rejection  with  the  panel 
administrator  within  a specified  time  period.  In  three 
states — Arizona.  Maine,  and  New  Mexico — the  state 
medical  society  must  supply  an  expert  medical  witness 
to  advise  and  testify  on  behalf  of  a victorious  claimant. 
Arizona  and  Massachusetts  also  mandate  that  a losing 
party  who  proceeds  to  litigation  must  post  a $2,000 
bond  prior  to  instituting  a suit. 

In  Rhode  Island,  any  party  who  pursues  a case  in 
court  is  liable  for  any  expenses  incurred  by  the  court  if 
it  should  determine  that  the  claim  was  frivolous.  Laws 
in  Louisiana  and  New  Mexico  contain  provisions 
requiring  losing  parties  and  their  attorneys  to  refrain 
from  pursuing  a case  in  court  unless  “overriding 
reasons”  compel  them  to  do  otherwise. 

State  Panel  Experience 

In  an  effort  to  assess  the  performance  of  screening 
panels,  the  Intergovernmental  Health  Policy  Project 
surveyed  panel  administrators,  members  of  state  bar 
associations  and  medical  societies,  and  panel  partici- 
pants. In  addition,  copies  of  enabling  legislation,  rules 
of  procedure,  and  existing  state  data  were  collected  and 
reviewed.  Some  of  the  major  findings  of  this  study  are; 
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® Wide  variations  in  experience  exist  among  state 
panel  systems.  The  performance  of  each  screening 
panel  hinges  not  only  on  its  statutory  provisions, 
but  also  on  such  factors  as:  the  unique  procedures  of 
each  system;  the  willingness  of  both  parties  to 
adhere  to  a panel  decision;  the  degree  of  cooperation 
obtained  from  both  parties  and  panelists;  the  ad- 
ministrative expertise  and  inclination  toward  settle- 
ment of  a panel  chairman;  and  the  influence  of  local 
customs  and  political  traditions. 

For  instance,  the  key  to  New  Mexico’s  "success- 
ful” panel  system  apparently  depends  on  the  close 
cooperation  between  the  state  medical  society  and  bar 
association.  Both  groups  sponsored  the  enabling  legis- 
lation in  1976.  and  more  significant,  both  groups  have 
worked  together  closely  to  maintain  its  effectiveness. 
New  Mexico  attorneys,  moreover,  place  enormous 
pressure  on  fellow  lawyers  to  prepare  their  cases 
properly  prior  to  a panel  hearing.  Some  influence  also 
is  exerted  on  losing  parties  and  their  counsel  to  refrain 
from  appealing  decisions  unless  strong  reasons  dictate 
otherwise.  Similar  claims  of  close  cooperation  are 
made  by  panel  officials  in  Idaho,  Hawaii,  Nebraska, 
and  New  Jersey. 

In  several  other  states,  however,  very  little  coopera- 
tion takes  place.  Underscoring  this  problem  is  the 
strong  feeling  on  the  part  of  both  lawyers  and  doctors 
that  the  panels  are  heavily  biased  in  a way  that  is 
adverse  to  their  interests.  Despite  these  widespread 
beliefs,  the  two  states  that  reported  how  its  panels  voted 
may  indicate  that  such  claims  of  bias  are  unwarranted. 
In  Montana,  panelists  voted  unanimously  in  80  percent 
of  that  state's  panel  decisions.  Similarly,  in  New 
Jersey,  panelists  voted  unanimously  in  8 1 percent  of  all 
decisions.  More  important,  in  the  relatively  few  number 
of  split  decisions,  data  from  New  Jersey  suggests  that 
doctors  do  not  always  vote  for  defendants  and  attorneys 
do  not  solely  vote  for  claimants. 

® Health  care  providers  are  winning  from  70  to  80 
percent  of  all  panel  decisions. 

One  of  the  fundamental  criticisms  leveled  at  screen- 
ing panels  is  their  presumed  bias  toward  physician 
defendants.  Recent  figures  released  by  12  states4 
reveal  that  providers  are  winning  an  overwhelming 
number  of  panel  decisions.  Physicians,  for  instance, 
have  been  victorious  in  64  percent  of  all  panel  decisions 
in  Indiana;  75  percent  in  Tennessee;  78  percent  in 
Virginia;  83  percent  in  Delaware;  and  84  percent  in 
New  Jersey. 

• The  experience  of  several  states  suggests  that 
parties  appear  willing  to  accept  a panel's  determi- 
nation and  settle  or  abandon  their  claim. 

Despite  the  high  percentage  of  decisions  won  by 
providers,  few  states  are  finding  that  a large  number  of 
individuals  subsequently  appeal  a losing  decision.  In 
Massachusetts,  for  example,  only  12.5  percent  of  the 


claimants  heard  by  that  state’s  tribunal  system  have 
furnished  the  necessary  bond  for  an  appeal.  Similar 
results  are  cited  by  panel  administrators  in  Delaware 
and  Maricopa  County,  Arizona. 

In  Hawaii,  even  though  providers  have  won  nearly 
70  percent  of  all  panel  decisions,  close  to  75  percent  of 
these  cases  were  disposed  of  prior  to  litigation.  A recent 
New  York  Supreme  Court  investigation  concluded  that 
its  mediation  panels  were  disposing  of  cases  at  a rate  of 
66  percent.  New  Jersey  has  revealed  an  even  more 
remarkable  disposition  rate  of  88  percent. 

® Virtually  every  state  has  failed  to  convene  a panel 
hearing  within  the  statutory  time  limit. 

In  several  states,  the  volume  of  malpractice  claims 
awaiting  a panel  hearing  is  staggering.  Maryland,  for 
example,  had  disposed  of  only  40  claims  out  of  the 
hundreds  that  are  currently  on  file  with  their  panel 
administrator  by  mid- 1980.  Similarly,  through  1979, 
Pennsylvania  had  convened  only  18  panels  out  of  a 
total  of  2.422  cases  pending. 

In  Massachusetts,  the  length  of  time  between  the 
date  of  filing  of  answers  to  a malpractice  claim  and  the 
actual  date  on  which  a hearing  was  held  also  was  far 
longer  than  originally  anticipated  by  legislators  in 
drafting  the  statute.  Under  the  law,  tribunals  were 
required  to  convene  in  1 5 days  after  a defendant  had 
responded  to  a claim.  Yet  from  1976  through  1978,  the 
average  time  taken  for  three  Massachusetts  counties 
was  54.8  days,  104  days,  and  44.5  days,  respectively. 
® One  of  the  principal  causes  of  delay  in  convening  a 
hearing  occurs  in  the  process  of  selecting  panelists. 
Pennsylvania's  poor  performance,  for  instance, 
was  directly  attributable  to  its  failure  to  attract 
enough  willing  panelists.  Prior  to  1980,  Pennsyl- 
vania's statute  mandated  a seven-member  panel — a 
numberthat  was  practically  unobtainable,  given  the 
varying  schedules  of  doctors  and  lawyers.  Recently, 
however,  the  state  legislature  has  passed  a new  law 
reducing  its  panel  size  from  seven  to  three  members. 

Several  states  also  are  encountering  difficulties  in 
chosing  panelists  because  they  do  not  compensate  their 
members  sufficiently  for  their  service.  Currently,  a 
number  of  states  use  “public  service”  as  an  incentive  to 
coax  unwilling  individuals  to  serve;  however,  several 
state  officials  question  how  long  physicians  or  attorneys 
will  heed  this  rationale. 

Another  problem  frequently  appearing  in  the  selec- 
tion process  is  the  small  number  of  rare  specialists 
practicing  in  a particular  state.  In  smaller,  less  populous 
states — e.g.,  Idaho,  Nebraska,  and  North  Dakota — the 
short  supply  of  specialists  has  caused  considerable 
delays  in  activitating  panels.  The  problem  in  these  and 
other  states  is  that  the  statute  requires  the  provider 
panelist  to  be  of  the  same  specialty  as  the  defendant. 
This  has  led  to  many  specialists  complaining  of  over- 
work because  of  the  frequency  with  which  they  must 
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serve  on  panels. 

In  addition,  panel  selection  is  affected  by  a provision 
in  some  state  statutes  that  allows  either  party  to  call  a 
panel  member  to  testify  at  a future  trial.  Some  state 
officials  contend  that  such  a possibility  deters  many 
doctors  from  participating  as  panelists.  As  a result, 
states  have  adopted  three  different  approaches.  Some 
prohibit  their  panelists  from  appearing  at  a subsequent 
trial.  Other  states,  which  permit  such  appearances, 
grant  panelists  complete  immunity  from  civil  damages 
for  their  panel  work.  The  final  approach,  adopted  by  a 
growing  number  of  states,  is  to  require  all  providers  to 
serve  unless  excused  or  disqualified  by  the  administra- 
tor for  “good  cause.’* 

• The  problems  encountered  by  states  in  convening  a 
panel  contrasts  sharply  with  the  speed  at  which 
most  states  actually  render  a decision. 

In  most  states,  the  pace  of  a hearing  is  determined  by 
the  chairman.  For  instance,  in  Massachusetts,  panel 
chairmen  attempt  to  limit  or  avoid  altogether  the 
introduction  of  written  testimony,  even  though  the 
enabling  legislation  permits  the  tribunal  to  summon 
witnesses.  As  a result,  a number  of  panel  participants 
claim  that  most  decisions  are  rendered  within  a few 
hours. 

Similarly,  the  average  length  of  a panel  hearing  in 
New  Jersey  is  usually  3.5  hours.  Moreover,  when  only 
written  testimony  is  permitted,  the  average  hearing 
time  is  even  less.  Equally  as  important,  decisions 
generally  are  rendered  within  one  day. 

A number  of  other  states  also  render  prompt  deci- 
sions. Officials  in  Delaware,  Hawaii,  Idaho,  Nevada. 
New  Mexico,  and  Tennessee  all  cite  the  informal 
nature  of  the  hearing  process  as  the  key  to  a prompt 
determination.  Not  only  are  procedural  matters  and 
rules  of  evidence  treated  informally,  but  such  an 
informal  atmosphere  fosters  a wide  open  discussion  of 
the  issues  involved  and  enhances  the  chance  for 
disposition  at  the  pre- litigation  stage. 

Conclusion 

The  results  of  this  study  also  suggest  a number  of 
statutory  and  administrative  changes  that  may  be 
implemented  to  ensure  an  effective  panel  system. 
Some  of  these  recommendations  include: 

• Panel  systems  should  be  mandatory.  Those  states 
with  voluntary  systems  have  been  clearly  under- 
utilized. For  instance,  since  the  Supreme  Court  of 
Pennsylvania  overturned  the  compulsory  nature  of 
its  state  system,  almost  90  percent  of  the  claims 
originally  submitted  to  the  panel  administrator  have 
been  withdrawn. 

• Panel  decisions  should  include  a determination  of 
damages.  Virtually  all  panel  officials  and  partici- 
pants agree  that  an  award  determination  not  only 
fosters  settlements,  but  also  might  reduce  costs  by 
making  it  unnecessary  for  a winning  complainant  to 


proceed  to  court  to  obtain  damages. 

• The  authority  of  panel  findings  should  be  streng- 
thened by  legislation.  As  indicated  earlier,  those 
states  that  contain  disincentives  have  demonstrated 
remarkable  rates  of  disposition  at  the  pre- litigation 
stage.  In  addition,  as  a means  of  ensuring  profes- 
sional competence,  copies  of  all  panel  decisions 
should  be  forwarded  to  the  appropriate  licensure  or 
professional  agency. 

• Panel  proceedings  should  be  informal  and  hearings 
should  be  public.  Since  screening  panels  were 
adopted  because  of  their  prompt  and  nonadversarial 
nature,  informality  is  instrumental  for  an  effective 
system.  Furthermore,  although  confidentiality  sat- 
isfies the  needs  of  a defendant  who  wants  his  name 
withheld  from  publicity,  the  need  for  admitting  a 
panel's  decision  at  a subsequent  trial  should  take 
precedence. 

• Panelists  should  be  granted  complete  immunity 
from  civil  damages.  If  panel  hearings  and  decisions 
are  to  be  part  of  the  public  record,  then  panelists 
should  be  protected  for  their  actions.  In  this  way, 
panelists  will  feel  free  to  discuss  cases  and  appear  at 
future  trials  without  fear  of  retaliatory  actions  by 
either  party. 

• Both  parties  should  be  permitted  the  right  to 
challenge  the  selection  of  any  panelist.  The  need  to 
provide  parties  with  a feeling  of  participation  is 
crucial  to  the  panel  process. 

® Administrators  should  maintain  accurate  lists  of 
potential  panelists.  One  of  the  most  frequently  cited 
complaints  by  administrators  is  the  failure  of  medi- 
cal societies  and  bar  associations  to  provide  current 
lists  of  available  members. 

® Panel  chairmen  should  be  dispositionally-oriented. 
The  experience  of  those  states  which  contain  active 
panel  chairmen  shows  that  the  effectiveness  of  a 
screening  panel  depends  greatly  on  the  individual 
practices  and  temperament  of  a chairman.  Panel 
chairmen  should  be  provided  with  broad  powers  to 
control  proceedings  so  that  hearings  can  be  com- 
pleted promptly. 

• Panelists'  performances  should  be  evaluated  peri- 
odically. The  expertise  of  panel  members  is  vital  to 
the  panel  process.  Those  members  who  are  biased, 
unprepared,  or  uncooperative  should  not  be  asked 
to  serve  again. 

• Complete  data  on  panel  activities  should  be  col- 
lected. In  order  to  assess  the  performance  of  panel 
systems,  administrators  should  compile  data  on  a 
wide  variety  of  areas.  These  areas  include  not  only 
outcomes,  but  also  those  aspects  that  relate  to  how 
each  panelist  voted — e.g.,  the  amount  of  time  taken 
for  the  whole  panel  process;  whether  an  appeal  by  a 
losing  party  was  upheld  by  a court;  and  a host  of 
other  factors  that  impact  on  the  panel  process. 
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AMA  Reverses  Stand  on  JCAH  “Organized  Staff” 

The  May,  1983,  issue  of  Connecticut  Medicine  carried  on  page  283  an  article  from 
the  American  Medical  Association  explaining  the  reasons  for  the  AMA’s  earlier  sup- 
port of  language  and  other  changes  in  the  proposed  revisions  to  the  JCAH  Accredita- 
tion Manual  for  Hospitals.  The  language  in  question  would  have  substituted  the  term 
“organized  staff”  for  the  term  “medical  staff”  in  the  Accreditation  Manual  for 
Hospitals. 

On  May  10,  1983,  the  AMA  Board  finalized  a set  of  five  principles  which  will 
be  forwarded  to  all  AMA  delegates  prior  to  the  AMA  Annual  Meeting  in  June,  where 
the  issues  will  be  fully  discussed  and  acted  upon  by  the  House  of  Delegates.  These 
principles  represent  a reversal  of  the  AMA’s  earlier  position,  and  are  summarized 
as  follows: 

1 . Replace  the  term  “organized  staff”  with  the  term  “medical  staff”  throughout 
the  Accreditation  Manual  for  Hospitals; 

2.  Continue  the  deletion  of  references  to  dentists,  podiatrists,  oral  surgeons, 
and  other  limited  licensed  practitioners  in  the  medical  staff  chapter; 

3.  Provide  coordination  of  qualified  limited-license  practitioners  when  authorized 
by  state  law,  and  approved  by  the  executive  committee  of  the  medical  staff 
and  the  governing  body; 

4.  Require  that  fully  licensed  physicians  constitute  a majority  membership  on 
the  medical  staff  executive  committees  of  acute-care  general  hospitals; 

5.  Through  appropriate  language  relating  to  the  care  of  patients,  ensure  that 
all  hospitalized  patients  receive  the  same  standard  of  care. 
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State  Health  Legislation 

Selected  Highlights  of  Recently  Enacted  State  Legislation 
AMERICAN  MEDICAL  ASSOCIATION 


Medical  Education 

Maryland  has  repealed  its  law  which  provided 
state  financial  support  for  residents  training  in  ac- 
credited family  practice  residency  programs.  Prior 
to  repeal,  the  law  provided  for  the  awarding  of  20 
family  practice  residencies  each  year.  Each  family 
practice  residency  was  for  3 years  in  the  amount  of 
$15,000  a year. 


Podiatry 

Hospital  Staff  Membership  and  Privileges 
A recent  Louisiana  law  makes  it  “unlawful  for  the 
governing  body  of  a nonprofit  hospital  which  receives 
local,  state  or  federal  funds  to  discriminate  in  granting 
staff  memberships  to  physicians  or  podiatric  physi- 
cians.” The  law  further  provides,  however,  that  it  shall 
not  be  construed  to  require  the  granting  of  staff  mem- 
bership to  any  applicant,  “provided  that  each  such 
applicant  is  considered  on  an  individual  basis  re- 
garding his  qualifications  and  further  provided  that  the 
applicant  is  not  discriminated  against  on  the  sole  basis 
of  being  a podiatric  physician.” 

A recent  Maryland  law  provides  that  “a  hospital  or 
related  institution  that  provides  medical  or  surgical 
care  of  the  foot,  other  than  incidental  care,  shall  in- 
clude, in  its  bylaws,  rules,  or  regulations,  provisions  for 
use  of  facilities  by  and  staff  privileges  for  qualified  po- 
diatrists.” The  law  expressly  permits,  though,  the  hos- 
pital or  related  institution  to  “restrict  use  of  facilities 
and  staff  privileges  by  podiatrists  to  those  podiatrists 
who  meet  the  qualifications  that  the  hospital  or  related 
institution  sets  for  granting  those  privileges.” 
Definition  of  Scope  of  Practice 
Alabama  has  recently  amended  its  law  relating  to 
the  scope  of  practice  of  podiatry.  The  law,  as  amended, 
expressly  prohibits  podiatrists  to  “amputate  the  human 
foot,  or  perform  any  surgery  on  the  human  body  at  or 
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above  the  ankle  joint,  or  administer  anesthetics  other 
than  local  anesthetics.”  It  further  prohibits  podiatrists 
from  engaging  in  “the  medical  treatment  of  any  systemic 
disease,  but  does  allow  treating  the  local  manifesta- 
tions of  those  systemic  diseases  in  the  foot.” 

Georgia  has  also  amended  its  law  relating  to  the 
definition  of  podiatry.  The  law,  as  amended,  defines 
podiatry  to  mean 

“performing,  for  a fee  or  other  compensation  re- 
ceived directly  or  indirectly,  any  examination,  diag- 
nosis, or  medical,  surgical,  mechanical,  manipula- 
tive, or  electrical  treatment  of  diseases,  ailments, 
injuries,  or  abnormal  conditions  of  the  human  foot  or 
leg,  except  that  podiatry  shall  not  include  the  per- 
forming of  and  a podiatrist  shall  not  perform  (A)  any 
surgical  procedure  under  general  anesthesia,  unless 
administered  by  or  under  the  direction  of  a qualified 
anesthesiologist  licensed  to  practice  medicine  [in 
the  state],  or  (B)  any  amputation.” 

The  law  further  authorizes  the  State  Board  of  Podi- 
atry Examiners  to,  in  its  discretion,  impose  continuing 
education  requirements  as  a prerequisite  for  license  re- 
newal, and  makes  it  unlawful  “for  any  person  or  per- 
sons to  incorporate  under  the  laws  of  this  state  for  the 
purpose  of  practicing  podiatry.  . . .” 

Arizona  has  amended  its  law  to  add  performance  of 
the  following  acts,  among  others,  as  “unprofessional 
conduct,”  a ground  upon  which  disciplinary  action 
may  be  taken  against  a podiatrist: 

“use  of  controlled  substances  or  prescription-only 
drugs  except  if  provided  by  a physician  for  use 
during  a prescribed  lawful  course  of  treatment;  pre- 
scribing controlled  substances  to  members  of  the 
podiatrist’s  immediate  family;  providing  any  con- 
trolled substance  or  prescription-only  drug  for  other 
than  accepted  therapeutic  purposes.” 


Sterilization 

Connecticut  has  expanded  the  list  of  factors  to  be 
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considered  by  a court  when  determining  whether  steri- 
lization is  in  the  best  interest  of  an  individual  unable  to 
give  informed  consent  to  the  procedure.  Those  factors 
are  as  follows: 

1 . less  drastic  alternative  contraceptive  methods 
have  proved  unworkable  or  inapplicable; 

2.  the  individual  is  physiologically  sexually  mature; 

3.  there  is  no  evidence  of  infertility; 

4.  the  individual  has  the  capability  and  a reason- 
able opportunity  for  sexual  activity; 

5.  the  individual  is  unable  to  understand  reproduc- 
tion or  contraception  and  there  exists  the  likely 
permanence  of  that  inability; 

6.  the  physical  or  emotional  inability  to  care  for  the 
child; 

7.  the  proponents  of  the  sterilization  are  seeking 
sterilization  in  good  faith  and  their  primary  con- 
cern is  for  the  best  interests  of  the  respondent 
rather  than  their  own  convenience  or  the  con- 
venience of  the  public;  and 

8.  in  the  case  of  females,  procreation  would  endan- 
ger the  life  or  severely  impair  the  health  of  the  in- 
dividual. 

Maine  has  enacted  a new  law  relating  to  sterilization, 
entitled  the  “Due  Process  in  Sterilization  Act  of  1 982.” 
In  declaring  legislative  intent,  it  is  stated  that  “sterili- 
zation procedures  are  generally  irreversible  and  repre- 
sent potentially  permanent  and  highly  significant  con- 
sequences for  the  patient  involved"  and  “that  certain 
legal  safeguards  are  necessary  to  prevent  indiscrimi- 
nate and  unnecessary  sterilization  and  to  assure  equal 
access  to  desired  medical  procedures  for  all  Maine 
citizens.” 

“Informed  consent”  is  defined  as  “consent  that  is: 
(a)  based  upon  an  actual  understanding  by  the  person 
to  be  sterilized  of  the  nature  of  sterilization,  its  poten- 
tially permanent  consequences,  all  alternative  methods 
of  contraception  and  all  reasonably  foreseeable  risks 
and  benefits  of  sterilization;  and  (b)  wholly  voluntary 
and  free  from  express  or  implied  coercion.” 

A physician  is  required  to  obtain  and  record  the 
informed  consent  of  an  individual  prior  to  initiating 
sterilization  procedures  on  any  individual.  The  Act  sets 
forth  the  procedures  and  requirements  for  informed 
consent  in  those  situations  where  the  patient  lacks  the 
ability  to  give  informed  consent  and  a court  determines 
whether  an  order  authorizing  sterilization  should  issue. 


Drunk  Driving 

The  May  1982  and  August  1982  issues  of  State 
Health  Legislation  Report  (Vol.  10,  No.  2 and  Vol.  10, 
No.  3)  reported  that  a number  of  states  had  recently 
enacted  significant  legislation  strengthening  their  drunk 
driving  laws. 

Since  the  publication  of  Vol.  10,  No.  3,  several  other 
states  have  passed  such  legislation. 


A recently  enacted  Alabama  law  increases  the 
penalties  imposed  upon  conviction  of  the  offense  of  dri- 
ving while  under  the  influence  of  alcohol  or  controlled 
substances.  It  increases  the  minimum  fine  for  first  con- 
victions from  $100  to  $200.  In  addition,  it  sets  forth 
that  “the  court  shall  provide  to  the  person  convicted  a 
written  statement  outlining  the  penalty  for  subsequent 
convictions."  The  law  provides  for  imposition  of  a fine 
of  not  less  than  $500  nor  more  than  $2,500,  plus  con- 
finement in  the  county  jail  or  workhouse  for  not  less 
than  1 5 days  nor  more  than  1 1 months  and  29  days,  for 
second  convictions.  It  specifies,  though,  that  the  sen- 
tence “shall  be  served  at  a time  when  the  person  is  off 
from  work  and  will  not  interfere  with  his  regular  em- 
ployment.” For  the  third  or  subsequent  convictions, 
the  law  imposes  a fine  of  not  less  than  $ 1 .000  nor  more 
than  $5,000,  plus  confinement  in  the  county  jail  or 
workhouse  for  not  less  than  1 20  days  nor  more  than  1 1 
months  and  29  days. 

A recent  Delaware  statute  amends  that  state's  drunk 
driving  law,  particularly  its  provisions  relating  to  im- 
plied consent  and  to  suspension  and  revocation  of 
driver’s  licenses  based  upon  refusal  to  submit  to  chemi- 
cal tests. 

Regarding  the  particular  type  of  chemical  test  to  be 
administered  for  the  purpose  of  determining  whether  a 
person  is  under  the  influence  of  alcohol  or  drugs,  a new 
provision  contained  in  the  amended  law  states  that  “if 
there  are  reasonable  grounds  to  believe  that  there  is  im- 
pairment by  a drug  or  drugs  which  are  not  readily  sub- 
ject to  detection  by  a breath  test,  a blood  and/or  urine 
test  may  be  required  even  after  a breath  test  has  been 
administered.” 

The  law  provides  for  revocation  of  a person’s 
driver's  license  for  refusal  to  submit  to  a chemical  test 
after  being  informed  of  the  penalty  of  revocation  for 
such  refusal.  The  revocation  period  is  set  at  12  months 
for  a first  time  offender,  1 8 months  for  a second  time 
offender  and  24  months  for  a third  or  subsequent  time 
offender.  In  addition  to  the  revocation,  the  law  requires 
attendance  of  the  person  whose  license  is  revoked  at  a 
course  of  instruction  or  rehabilitation  program. 

Another  new  provision  in  the  law  states  that  “the 
doctor-patient  privilege  shall  not  apply  to  the  disclo- 
sure to  law-enforcement  personnel  nor  the  admissibility 
into  evidence  in  any  criminal  proceeding  of  the  results 
of  a chemical  test  of  a person's  blood,  breath  or  urine 
for  the  purpose  of  determining  the  alcohol  or  drug  con- 
tent of  his  blood  irrespective  of  whether  such  test  was 
done  at  the  request  of  a treating  physician,  other  medi- 
cal personnel  or  a peace  officer. 

The  law  increases  the  penalties  to  be  imposed  upon 
conviction  of  the  offense  of  driving  while  under  the  in- 
fluence of  alcohol  or  drugs. 

It  also  increases  the  penalties  for  driving  after  one’s 
driver's  license  or  driving  privileges  have  been  sus- 
pended or  revoked.  Further,  it  provides  for  impound- 
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ment  of  motor  vehicles  driven  by  persons  whose  li- 
censes have  been  revoked  based  upon  conviction  of 
driving  while  under  the  influence  of  alcohol  or  drugs. 
The  periods  of  impoundment  are  set  at  a minimum  of 
ninety  days  for  the  first  offense  and  a minimum  of  one 
year  for  subsequent  offenses.  However,  the  law  does 
provide  that  “the  court  shall  permit  any  party  with  a 
legal  or  equitable  interest  in  the  vehicle  an  opportunity 
to  show  cause  why  the  impoundment  of  such  vehicle 
should  cease.” 

California,  which  had  enacted  significant  drunk 
driving  legislation  during  1981,  has  during  1982  passed 
several  amendments. 

One  statute,  in  any  prosecution  against  a person  for 
driving  a motor  vehicle  with  0. 1 0%  or  more,  by  weight, 
of  alcohol  in  his  or  her  blood,  makes  it  a rebuttable  pre- 
sumption, rather  than  prima  facie  evidence,  that  the 
person  had  0.10%  or  more,  by  weight,  of  alcohol  in  his 
or  her  blood  at  the  time  of  driving  the  vehicle  if  the 
person  had  0. 10%  or  more,  by  weight,  of  alcohol  in  his 
or  her  blood  at  the  time  of  the  performance  of  a chemi- 
cal test  within  3 hours  after  the  driving. 

One  method  which  has  proven  effective  in  some 
states  in  reducing  the  number  of  young  drivers  in- 
volved in  alcohol-related  motor  vehicle  accidents  is 
found  in  raising  the  minimum  legal  drinking  age.  Cur- 
rently, fifteen  states  have  established  21  as  the  minimum 
drinking  age  for  all  alcoholic  beverages,  with  an  addi- 
tional eight  states  plus  the  District  of  Columbia  having 
established  such  21 -year-old  standard  as  the  minimum 
drinking  age  for  distilled  spirits  ( alcohol  other  than  beer 
and  wine). 

During  1982,  Connecticut  and  New  York  raised 
their  minimum  drinking  age  from  1 8 to  1 9,  while  Mary- 
land increased  its  minimum  legal  drinking  age  from  1 8 
to  21. 

P.L.  97-364,  a federal  drunk  driving  initiative  en- 
couraging states  to  increase  their  efforts  to  reduce  the 
number  of  drunk  drivers  on  the  road,  was  signed  into 
law  by  President  Reagan  on  October  25,  1982.  P.L. 
97-364  provides  for  federal  grants  to  states  which 
“adopt  and  implement  effective  programs  to  reduce 
traffic  safety  problems  resulting  from  persons  driving 
while  under  the  influence  of  alcohol.”  The  law  provides 
for  the  availability  of  two  different  types  of  grants 
(“basic”  and  “supplemental”)  and  sets  forth  the  condi- 
tions which  must  be  met  in  order  to  receive  such  grants. 


Medical  Malpractice 

Since  our  last  update  on  medical  malpractice  (see 
State  Health  Legislation  Report,  Vol.  10,  No.  1 , Feb- 
ruary 1982),  the  following  legislation  has  been  enacted. 
Pretrial  Review  Panels 

Arizona  recently  amended  its  law  relating  to  the 
operation  of  medical  liability  review  panels.  Now, 
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upon  the  filing  of  a medical  malpractice  complaint,  the 
presiding  judge  is  required  to  waive  the  review  panel  re- 
quirement if  the  plaintiff  files  a statement  limiting  the 
total  damages  “to  be  claimed  and  to  be  retained”  from 
any  verdict  or  judgment  to  $50,000  or  less.  Other 
changes  are: 

1.  The  plaintiff  and  any  individual  defendant  may 
waive  the  review  panel  requirement  as  to  that 
defendant  only,  upon  the  stipulation  of  that 
defendant  and  all  plaintiffs  having  claims  against 
that  defendant; 

2.  The  panel  chairman  is  required  to  set  a date  for 
hearing  within  1 20  days,  rather  than  50,  from  the 
date  the  action  was  referred  to  the  panel; 

3.  A limit  of  8 hours  of  oral  testimony  for  all  panel 
proceedings  held  in  each  action  has  been  im- 
posed; the  panel  chairman  is  responsible  for 
apportioning  such  time  to  the  various  parties  on 
an  equitable  basis. 

Louisiana  amended  its  statutory  provisions  relative 
to  medical  review  panels  with  the  enactment  of  several 
bills.  S.B.  731  adds  a new  subsection  which  reads: 
“A  panelist  or  a representative  or  attorney  for  any 
interested  party  shall  not  discuss  with  other  mem- 
bers of  a medical  review  panel  on  which  he  serves  a 
claim  which  is  to  be  reviewed  by  the  panel  until  all 
evidence  to  be  considered  by  the  panel  has  been  sub- 
mitted. A panelist  or  a representative  or  attorney  for 
any  interested  party  shall  not  discuss  the  pending 
claim  with  the  claimant  or  his  attorney  asserting  the 
claim  or  with  a health  care  provider  or  his  attorney 
against  whom  a claim  has  been  asserted  under  this 
Section.  A panelist  or  the  attorney  chairman  shall 
disclose  in  writing  to  the  parties  prior  to  the  hearing 
any  employment  relationship  or  financial  relation- 
ship with  the  claimant,  the  health  care  provider 
against  whom  a claim  is  asserted,  or  the  attorneys 
representing  the  claimant  or  health  care  provider,  or 
any  other  relationship  that  might  give  rise  to  a con- 
flict of  interest  for  the  panelists. 

S.B.  741  adds  a new  subsection  which  provides  that 
a health  care  provider  against  whom  a claim  has  been 
filed  “may  raise  the  preemptory  exception  of  prescrip- 
tion [statute  of  limitations]  in  court  at  anytime,  without 
need  for  completion  of  the  review  process  by  the  medi- 
cal review  panel.  If  the  court  finds  that  the  claim  had 
prescribed  prior  to  being  filed,  the  panel,  if  established, 
shall  be  dissolved.” 

S.B.  889  amends  an  existing  statutory  provision  to 
provide  that  “(a]ll  physicians  who  hold  a license  to 
practice  medicine  in  the  State  of  Louisiana  and  who  are 
engaged  in  the  active  practice  of  medicine  in  this  state, 
whether  in  the  teaching  profession  or  otherwise,  shall 
be  available  for  selection  [to  a medical  review  panel].” 
Previously,  to  be  eligible  for  panel  selection,  a physi- 
cian had  to  practice  in  the  same  community  or  locality 
as  the  health  care  provider  against  whom  a claim  was 
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filed. 

S.B.  890  relates  to  the  statute  of  limitations  in 
medical  malpractice  cases,  providing  that  the  filing  of  a 
request  for  review  of  a claim  with  a medical  review 
panel  suspends  the  time  within  which  suits  must  be  in- 
stituted "until  90  days  following  notification,  by  certi- 
fied mail  ...  to  the  claimant  or  his  attorney,  of  the  is- 
suance of  the  opinion  by  the  medical  review  panel 
Previously,  the  running  of  the  statute  of  limitations  was 
suspended  only  until  90  days  following  the  issuance  of 
the  opinion  by  the  medical  review  panel,  regardless  of 
when  the  claimant  or  his  attorney  received  notification 
of  the  opinion. 

Virginia  also  modified  its  statutory  provisions  re- 
lating to  the  tolling  of  the  statute  of  limitations  when 
notice  of  a claim  or  request  for  review  by  a review  panel 
is  given.  Now,  notice  of  a claim  suspends  the  running  of 
the  statute  of  limitations  for  a period  of  1 20  days  from 
the  date  the  statute  of  limitations  would  otherwise  run 
or  60  days  following  issuance  of  the  medical  review 
panel  opinion,  whichever  is  later.  Previously,  the  period 
ran  only  until  120  days  following  notice  to  the  health 
care  provider  of  the  claim  or  until  60  days  after  issu- 
ance of  the  opinion. 

Prejudgment  Interest 

In  California,  a recently  enacted  statute  applicable 
to  all  personal  injury  actions  provides  that  if,  prior  to 
trial,  the  plaintiff  makes  an  offer  to  compromise  which 
is  not  accepted,  and  the  plaintiff  obtains  a more  favor- 
able judgment  after  trial,  the  judgment  shall  bear  interest 
at  the  rate  of  1 0%  calculated  from  the  date  of  the  plain- 
tiff s first  settlement  offer  which  is  exceeded  by  the 
judgment. 

A similar  law  was  enacted  in  Connecticut  and  pro- 
vides that  where  the  plaintiff  makes  an  "offer  of  judg- 
ment" which  the  defendant  fails  to  accept,  and  where 
following  trial  the  plaintiff  recovers  an  amount  equal  to 
or  greater  than  the  offered  sum,  the  court  is  to  “add  to 
the  verdict  12%  annual  interest  on  the  amount  of  the 
verdict  computed  from  the  date  such  offer  was  filed.  . . .” 
In  actions  commenced  on  or  after  October  1 , 1981,  the 
interest  is  to  be  computed  from  the  date  the  complaint 
was  filed,  provided  that  the  offer  was  filed  not  later  than 
1 8 months  after  the  filing  of  the  complaint. 

Patient's  Compensation  Funds 

Florida  has  enacted  amendments  to  its  Patient's 
Compensation  Fund  law  which  became  effective  July 

1 .  1 982.  Among  the  new  provisions  are  ones:  providing 
for  incremental  increases  in  the  amount  for  which  fund 
members  remain  liable  (from  $100,000  per  claim  in 
1982  to  $250,000  per  claim  in  1989):  providing  that 
the  fund  is  not  liable  for  payment  of  punitive  damages; 
authorizing  the  fund  to  adjust  fees  on  an  individual 
member  basis  to  reflect  the  claims  experience  of  the 
members;  requiring  the  establishment  of  a risk  manage- 
ment program;  authorizing  issuance  of  limited  liability 


coverage  with  an  appropriate  reduction  in  fees;  pro- 
viding for  periodic  payment  of  awards  for  future  special 
damages;  and  permitting  the  fund  to  borrow  such  money 
as  is  needed  for  current  operations  from  an  account  for 
another  fiscal  year  until  such  time  as  sufficient  funds 
have  been  obtained  through  the  assessment  process. 

Attorney's  Fees 

California  has  enacted  further  legislation  regulating 
attorney’s  contingency  fees.  Previous  law  provided 
that  an  attorney  could  not  contract  for  or  collect  a 
contingency  fee  for  representing  a person  seeking 
damages  from  a health  care  provider,  based  upon  the 
health  care  provider’s  professional  negligence,  in  excess 
of  certain  prescribed  limits. 

A.B.  490  requires  an  attorney  contracting  to  repre- 
sent a plantiff  on  a contingency  fee  basis  to  provide  the 
client  with  a copy  of  the  contract,  which  is  required  to 
include:  a statement  of  the  contingency  fee  rate;  a state- 
ment as  to  how  disbursements  and  costs  will  affect  the 
fee  and  the  client’s  recovery;  and  a statement  as  to  what 
extent,  if  any,  the  client  could  be  required  to  pay  any 
compensation  to  the  attorney  for  related  matters  that 
arise  out  of  their  relationship  not  covered  by  the 
contingency  fee  contract.  Failure  to  comply  with  these 
provisions  would  render  the  fee  agreement  voidable  at 
the  option  of  the  client. 

Kansas  law  provides  that  the  signature  of  an  attor- 
ney on  a pleading  constitutes  a certificate  by  the  attor- 
ney that,  to  the  best  of  his  knowledge,  information  and 
belief,  there  are  good  grounds  to  support  the  pleading 
and  it  is  not  interposed  for  delay.  Recently  enacted 
H.B.  2615  provides  that  an  attorney  wilfully  violating 
the  above  provision  may  be  held  liable  for  the  payment 
of  attorney's  fees  and  expenses  of  adverse  parties  in- 
curred as  a result  of  such  violation. 

Informed  Consent 

Hawaii  has  amended  its  statutory  provisions  re- 
lating to  informed  consent  by  outlining  in  more  detail 
the  types  of  provisions  the  Board  of  Medical  Examiners 
is  to  include  in  its  standards  of  medical  practice,  which 
are  prima  facie  evidence  of  the  required  standard  of 
care.  The  provisions  specified  in  the  new  Act  are: 

1 . the  condition  being  treated; 

2.  the  nature  and  character  of  the  proposed  treat- 
ment or  surgical  procedure; 

3.  the  anticipated  results; 

4.  the  recognized  possible  alternative  forms  of 
treatment;  and 

5.  the  recognized  serious  possible  risks,  complica- 
tions, and  anticipated  benefits  involved  in  the 
treatment  or  surgical  procedure,  and  in  the  recog- 
nized possible  alternative  forms  of  treatment,  in- 
cluding nontreatment. 

Previously,  the  statute  only  directed  the  Board  to  estab- 
lish standards  which  included  provisions  designed  to 
inform  the  patient  of  "the  probable  risks  and  effects  of 
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the  proposed  treatment  or  surgical  procedure,  and  of 
the  probable  risks  of  not  receiving  the  proposed  treat- 
ment or  surgical  procedure.” 


Occupational  Disease 

Connecticut  has  enacted  legislation,  effective  July 
1,  1983,  providing  for  the  education  and  training  of 
employees  concerning  workplace  toxins.  The  law  re- 
quires each  employer  to  post  a sign  informing  employees 
that  they  have  the  right  to  information  regarding  toxic 
substances  which  the  employer  uses  or  produces;  re- 
quires each  employer  to  provide  such  information  upon 
the  request  of  existing  employees  and  to  new  employees 
during  their  first  month  of  employment;  and  requires 
persons  supplying  toxic  substances  to  an  employer  to 
provide  specified  information  regarding  the  substances. 

As  part  of  its  occupational  disease  surveillance  sys- 
tem. Wisconsin  has  enacted  a law  providing  that  birth 
certificates  shall  specify  the  occupations  of  the  child's 
parents  at  the  time  of  birth  and  that  death  certificates 
shall  specify  the  occupation  of  the  deceased,  if  such  in- 


formation is  available.  Information  in  a birth  certificate 
specifying  the  occupations  of  the  child’s  parents  may 
be  disclosed  only  to  “the  subject  of  that  information  or 
his  or  her  authorized  guardian  or  to  the  parent  if  the 
subject  is  a minor,  unless  specifically  authorized  by  the 
state  registrar  for  statistical,  research  or  public  health 
purposes  or  unless  ordered  by  a circuit  judge.  . . .” 


Physician’s  Assistants 

A Georgia  statute  amends  that  state's  law  to  pro- 
vide that  “no  physician  shall  have  more  than  two  phy- 
sician's assistants  certified  to  him  at  any  one  time. 
However,  a physician  may  supervise  more  than  two 
physician’s  assistants  while  on  call  for  a solo  practi- 
tioner or  for  a member  of  a group  practice  setting,  such 
as  clinics,  hospitals,  and  other  institutions.  The  physi- 
cian on  call  must  be  approved  to  supervise  the  physi- 
cian’s assistant  of  the  physician  for  whom  he  is  taking 
calls.”  Prior  to  amendment,  the  law  had  merely  pro- 
hibited a physician  from  having  more  than  two  physi- 
cian’s assistants  in  his  employment  at  any  one  time. 
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Travel  and  Taxes 


ABRAHAM  M. STANGER 


With  the  cost  of  tansportation,  lodging  and  meals  as 
well  as  entertainment  becoming  increasingly  expensive,  it 
is  extremely  important  for  the  traveling  professional  to 
become  familiar  with  the  rules  of  the  Internal  Revenue 
Code  and  regulations  which  prescribe  the  criteria  for 
deductibility  of  travel  and  entertainment  expenses  for 
Federal  income  tax  purposes.  While  a trip  to  a convention 
site  may  be  educational  and  enjoyable,  familiarity  with 
the  tax  rules  can  help  make  it  deductible  in  whole  or  in 
part,  a factor  that  will  undoubtedly  increase  the  pleasure 
derived  from  the  event. 

Travel  expenses  include  transportation  costs  such  as 
air,  rail  and  bus  fares,  operating  and  maintaining  a car 
including  depreciation,  taxi  fares  or  other  costs  of  trans- 
portation between  the  airport  or  station  and  hotel,  from 
one  patient  to  another,  or  from  one  place  of  business  (i.e. 
office  or  hospital)  to  another,  transportation  from  the 
place  where  one  eats  and  sleeps  to  a temporary  work 
assignment,  baggage  charges  and  transportation  costs  for 
sample  and  display  material.  Travel  expenses  also  include 
meals  and  lodging  when  away  from  home  on  business, 
cleaning  and  laundry  expenses,  telephone  and  telegraph 
expenses,  public  stenographers’  fees,  tips  that  are  in- 
cidental to  any  of  these  expenses  as  well  as  similar  ex- 
penses. In  order  to  be  deductible,  any  expenses  must  be 
customary  and  usual  within  the  physician’s  practice  as 
well  as  appropriate  and  helpful. 

In  the  case  of  travel,  this  qualification  would  include 
attendance  at  a medical  convention  or  conference  with 
respect  to  a medical  subject  as  well  as  attendance  at  a 
meeting  with  a specialist  to  consult  with  respect  to  par- 
ticular patient  problems  or  an  area  of  medicine  generally. 
Travel  expenses  incurred,  other  than  transportation  costs, 
are  deductible  only  if  the  trip  entails  being  away  from 
home  overnight.  Transportation  costs  on  the  other  hand 
are  deductible  irrespective  of  whether  the  traveler  is  away 
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from  home  overnight  provided  that  the  trip  is  not  merely 
commutation  to  and  from  home.  Therefore,  if  the  profes- 
sional travels  from  his  office  to  the  hospital,  between 
hospitals  or  offices  or  even  between  a home  office,  where 
he  sees  a patient,  to  another  office  or  hospital,  all  trans- 
portation expenses  so  incurred  are  deductible. 

With  respect  to  travel  within  the  fifty  (50)  states  and  the 
District  of  Columbia  meeting  the  overnight  rule,  the  doc- 
tor may  deduct  the  full  amount  of  travel  expenses  to  and 
from  a destination  where  both  business  and  personal  acti- 
vities take  place  if  the  travel  was  primarily  in  connection 
with  his  practice.  If  primarily  for  pleasure,  no  travel 
expenses  are  deductible  even  though  he  engages  in  some 
business  activities.  In  the  latter  case,  however,  the  portion 
of  the  expenses  incurred  at  the  destination  that  are  attri- 
butable to  his  professional  practice  are  deductible,  but 
expenses  to  and  from  the  destination  are  not.  Whether  a 
trip  is  primarily  for  business  or  personal  activity  is  a 
question  of  fact.  The  key  factor  is  amount  of  time  spent  on 
business  activities  compared  with  the  amount  of  time 
spent  on  personal  activities.  Therefore,  if  a New  York 
physician  attends  a medical  society  convention  in  Arizona 
where  he  is  an  active  member  of  the  society  and  attends 
meetings  or  seminars  there  but  also  spends  short  periods 
touring  for  pleasure,  all  of  the  travel  expenses  to  and  from 
New  York  and  Arizona  are  deductible.  However,  travel 
expenses  with  respect  to  days  spent  on  side  trips  or  vaca- 
tion are  not  deductible.  If  the  major  portion  of  time  is 
spent  on  the  vacation  aspect,  the  travel  expenses  between 
New  York  and  Arizona  are  not  deductible,  but  such  ex- 
penses at  the  convention  site  that  are  related  to  time  spent 
for  professional  purposes,  for  example  taxis  to  and  from 
the  hotel  to  the  seminar  place,  as  well  as  meals  and  hotel 
lodging  during  days  so  spent  are  deductible. 

Obviously,  an  orthopedic  surgeon  attending  a meeting 
of  members  of  his  specialty  would  probably  qualify  as 
being  there  primarily  for  business.  Where  the  meeting  is 
that  of  another  specialty,  a special  reason  or  relationship 
would  have  to  be  shown  to  make  the  travel  expenses 
deductible.  It  is  important  to  note,  however,  that  the 
location  of  a convention  is  scrutinized  by  the  IRS,  particu- 
larly if  held  at  a resort.  The  Internal  Revenue  Code  (with 
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some  recently  and  active  limited  exceptions)  disallows 
deductions  for  expenses  allocated  to  conventions  held 
aboard  any  vessel.  On  the  other  hand,  if  a cardiovascular 
surgeon  were  to  travel  for  the  purpose  of  observing  an 
operation  by  a specialist  to  improve  his  own  technique 
with  respect  to  a newly  developed  procedure,  the  travel 
expenses  would  be  deductible. 

Where  travel  is  to  a place  outside  the  United  States, 
special  rules  apply  in  addition  to  those  described  above. 
Thus,  even  if  a taxpayer  travels  primarily  for  a purpose 
connected  with  his  practice  but  engages  in  some  non- 
business activites,  his  travel  expenses  en  route  are  allo- 
cated as  between  deductible  and  nondeductible  in  the 
same  ratio  as  days  spent  on  business  bear  to  days  spent  on 
nonbusiness  activities.  For  this  purpose  only  travel  ex- 
penses outside  the  United  States  are  required  to  be  allo- 
cated, while  travel  on  the  United  States  leg  of  the  journey 
are  tested  for  deductibility  only  under  the  domestic  travel 
rules  described  above.  There  are  exceptions,  however,  to 
the  allocation  rules.  If  the  taxpayer’s  total  travel  outside 
the  United  States  does  not  exceed  one  week  (seven  (7) 
consecutive  days)  or  if  the  taxpayer  lacks  substantial 
control  over  arranging  the  trip  as,  for  example,  if  he  is 
traveling  at  the  special  requirement  of  an  employing  hos- 
pital even  if  he  has  control  over  the  timing  of  the  trip,  or  if 
vacation  is  not  a major  consideration  or  if  less  than  25%  of 
the  time  spent  is  on  nonbusiness  activities  then  no  alloca- 
tion is  required.  The  foregoing  rules  can  best  be  illustrated 
by  the  following  examples: 

An  individual  flew  from  Tampa  to  Honolulu  (from  one 
point  in  the  United  States  to  another  point  in  the  United 
States)  for  a business  meeting  which  lasted  3 days  and  for 
personal  matters  which  took  10  days.  He  then  flew  to 
Melbourne,  Australia  where  he  conducted  business  for  2 
days  and  went  sightseeing  for  1 day.  Immediately  thereaf- 
ter he  flew  back  to  Tampa,  with  a scheduled  landing  in 
Honolulu  for  the  purpose  of  adding  and  discharging  pas- 
sengers. Although  the  trip  exceeded  1 week,  the  time 
spent  outside  the  United  States  away  from  home,  includ- 
ing 2 days  for  traveling  from  Honolulu  to  Melbourne  and 
return,  was  5 days.  Since  the  time  outside  the  United 
States  away  from  home  during  the  trip  did  not  exceed  1 
week,  the  allocation  rules  do  not  apply. 

An  individual  flew  from  Chicago  to  New  York  where 
he  spent  6 days  on  business,  then  flew  to  London  where  he 
conducted  business  for  2 days,  then  flew  to  Paris  for  a 5 
day  vacation  after  which  he  flew  back  to  Chicago,  with  a 
scheduled  landing  in  New  York  for  the  purpose  of  adding 
and  discharging  passengers.  He  would  not  have  made  the 
trip  except  for  the  business  he  had  to  conduct  in  London. 
The  travel  outside  the  United  States  away  from  home, 
including  2 days  for  travel  en  route,  exceeded  a week  and 
the  time  devoted  to  nonbusiness  activities  was  not  less 
than  25  percent  of  the  total  time  on  such  travel.  The  2 days 
spent  traveling  from  Chicago  to  New  York  and  return, 
and  the  6 days  spent  in  New  York  are  disregarded  for 
purposes  of  determining  whether  the  travel  outside  the 
United  States  away  from  home  exceeded  a week  and 
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wether  the  time  devoted  to  non-business  activities  was 
less  than  25  percent  of  the  total  time  outside  the  United 
States.  If  he  is  unable  to  establish  either  that  he  did  not 
have  substantial  control  over  the  arranging  of  the  business 
trip  or  that  an  opportunity  for  taking  a personal  vacation 
was  not  a major  consideration  in  his  determining  to  make 
the  trip,  5/9ths  (5  days  devoted  to  non-business  activities 
out  of  a total  9 days  outside  the  United  States  away  from 
home  on  the  trip)  of  the  expenses  attributable  to  trans- 
portation and  food  from  New  York  to  London  and  from 
London  to  New  York  will  be  disallowed. 

Above  and  beyond  all  of  the  foregoing  rules,  no  travel 
expenses  otherwise  allowable  are  deductible  if  incurred  in 
connection  with  attendance  at  conventions,  meetings,  and 
seminars  held  outside  the  United  States,  its  possessions, 
the  Trust  Territories  of  the  Pacific  Islands,  Canada  and 
Mexico  unless  the  convention  to  be  attended  was  directly 
related  to  the  conduct  of  the  taxpayer’s  business  or  profes- 
sion or  activities  entered  into  for  profit  and  it  was  as 
reasonable  for  the  meeting  to  be  held  outside  these  areas 
as  within  these  areas.  Therefore,  if  a physician  travels  to 
Paris  for  the  principal  purpose  of  attending  a seminar 
dealing  with  his  specialty  and  sponsored  by  an  interna- 
tional medical  society  whose  headquarters  are  in  Western 
Europe,  the  travel  expenses  would  probably  be  deducti- 
ble, subject  of  course  to  the  other  limitations  described  in 
the  earlier  portions  of  this  artical. 

All  of  the  foregoing  rules  are  applicable  to  the  tax- 
payer. If  a spouse  or  other  family  member  accompanies 
the  taxpayer,  the  expenses  of  such  person  must  have  a 
bona  fide  purpose  connected  with  the  business  or  profes- 
sion of  the  taxpayer  in  order  to  be  deductible.  A social 
purpose  or  even  typing  of  notes  is  not  enough.  If  an 
accompanying  spouse  is  a regular  secretary  for  the  physi- 
cian or  regularly  assists  the  physician  as  a nurse  or  para- 
medic and  the  travel  serves  to  sharpen  the  techniques  of 
the  spouse,  the  travel  expenses  would  be  deductible  to  the 
extent  they  meet  the  other  tests  described  above.  Moreov- 
er if  the  physical  condition  of  the  taxpayer  requires  the 
spouse's  presence,  for  example,  if  the  physician  has  a 
heart  condition  and  the  spouse  is  a qualified  registered 
nurse  who  can  administer  emergency  therapy,  the  ex- 
penses of  the  spouse  would  be  deductible.  Even  if  the 
spouse’s  travel  expenses  are  not  deductible,  the  taxpayer 
can  deduct  expenses  of  a single  person  which  often  are 
more  than  half  of  the  aggregate  expenses.  If  the  physician 
and  the  spouse  share  a hotel  room,  the  cost  of  a single 
room  which  would  often  be  as  high  as  80%  or  more  of  a 
double  room,  is  deductible.  Obviously  if  they  travel 
together  by  automobile,  all  automobile  expenses  are  de- 
ductible if  the  other  tests  for  deductibility  are  met. 

Entertainment  expenses  are  deductible  only  if  they  are 
directly  related  to  the  conduct  of  the  taxpayer’s  business 
or  profession  in  more  than  a general  way  or  that  were 
incurred  directly  preceding  or  following  a substantial  and 
bona  fide  business  or  professional  discussion  and  the 
taxpayer  had  a clear  purpose  in  furtherance  thereof  when 
incurring  the  expenses.  An  example  of  the  latter  type  ot 
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situation  would  be  where  a bona  fide  professional  meeting 
is  scheduled  with  an  out-of-town  visiting  specialist  con- 
cerning a surgical  procedure  and  upon  completion  of  such 
meeting  the  group  attends  the  ballet  or  opera.  Also,  any 
expenditures  for  food  or  beverages  furnished  under  cir- 
cumstances of  a type  conducive  to  business  discussion, 
i.e.  a business  lunch,  are  deductible. 

In  connection  with  directly  related  entertainment  under 
the  criteria  described  above,  if  a taxpayer  and  spouse 
entertain  another  person  and  such  person’s  spouse,  the 
portion  of  the  expenditures  allocated  to  the  spouses  will 
also  be  considered  as  being  in  the  active  conduct  of  the 
taxpayer’s  business  or  profession. 

It  is  important  to  realize  that  if  meetings  or  entertain- 
ment take  place  with  members  of  the  legal  or  accounting 
profession  because  of  advice  being  rendered  to  the  physi- 
cian in  these  special  areas  concerning  his  professional 
practice  or  even  tax  counseling,  such  expenditures  are 
deductible. 

Even  if  the  expenditures  meet  one  or  more  of  the 
requirements  for  deductibility  as  travel  and  entertainment 
expenses,  they  will  not  be  deductible  unless  certain  speci- 
fic substantiation  requirements  are  met.  These  include  a 
contemporaneous  written  record  or  diary  setting  forth  the 
amount  of  the  expenses,  the  time  and  place  of  the  travel  or 
entertainment,  the  business  purpose  and  the  business  rela- 
tionship to  the  taxpayer  of  any  persons  entertained. 
Moreover  even  a diary  entry  is  not  sufficient  under  the  tax 
rules  if  the  expenditure  is  in  the  anount  of  $25.00  or  more, 
or  for  lodging  while  away  from  home.  In  connection  with 
automobile  expenses,  the  tax  rules  provide  a short  cut 
method  of  substantiating  costs  incurred.  If  the  taxpayer 
keeps  the  otherwise  required  records.  With  respect  to 
mileage  incurred  while  the  motor  vehicle  is  used  in  the 
business  or  profession,  he  may  deduct  20  cents  per  mile 
for  first  15,000  miles  and  1 1 cents  per  mile  for  any  excess 
mileage.  Such  mileage  allowances  are  deemed  to  include 
all  automobile  expenses,  including  depreciation,  except 
for  tolls  and  parking.  An  expense  incurred  via  a credit 
card  is  extremely  helpful  because  much  of  the  information 
such  as  the  place  of  the  expenses  incurred  and  the  amount 
already  appear  in  written  form  on  the  receipt. 

It  may  appear  that  the  rules  are  too  onerous  and  the 
record  keeping  too  much  of  a nuisance.  It  is  worth  re- 
membering, however,  that  if  the  physician  deducts  travel 
and  entertainment  expenses  that  do  not  qualify  for  deduc- 
tibility according  to  these  rules,  any  disallowance  will 
also  subject  such  taxpayer  to  an  interest  charge,  which  at 
the  present  time  is  16%  compounded  daily  on  the  addi- 
tional tax  due.  It  is  worth  the  effort  to  savor  the  enjoyment 
of  the  trip  without  the  bitter  aftertaste  generated  by  a tax 
problem. 


CARE  FOR  YOUR 
COUNTRY. 

As  an  Army  Reserve  physician,  you  can  serve 
your  country  and  community  with  just  a small  invest- 
ment of  your  nme  You  will  broaden  your  professional 
experience  by  working  on , 
interesting  medical  projects' 
in  your  community  Army 
Reserve  service  is  flexible,  so  it 
won  t interfere  with  your  practice 
You'll  work  and  consult  with  top 
physicians  dunng  monthly  Reserve 
meenngs  You  11  also  attend  funded 
continuing  medical  education  pro- 
grams You  will  all  share  the  bond  of  1 
being  civic-minded  physicians  who  are  also  commis- 
sioned officers  One  important  benefit  of  being  an  officer 
is  the  non-contnbutory  renrement  annuity  you  will  get 
when  you  retire  from  the  Army  Reserve  To  find  out 
more,  simply  call  the  number  below 

ARMY  RESERVE. 
BE  ALL  YOU  CAM 

CALL  COLLECT 

(203)  525-2616 

or  return  coupon  to: 


AMEDD  Personnel  Procurement 
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Physician  Utilization  of  Allied  Health  Professionals 

AMA  CENTER  FOR  HEALTH  POLICY  RESEARCH 


In  the  last  two  decades  there  has  been  a dramatic 
increase  in  the  number  and  kinds  of  non-physician 
personnel — allied  health  professionals,  nurses,  and 
secretarial  staff— employed  by  physicians  in  their 
practices.  This  trend  has  been  particularly  acute  for 
allied  health  professionals  (AHPs). 

Four  major  factors  account  for  these  events: 

• rapid  advances  in  medical  technology,  which  expand 
the  kinds  of  medical  services  that  physicians  can 
provide,  but  which  increasingly  require  delegation 
of  tasks; 

• the  growth  in  the  number  and  size  of  group  practices, 
which  can  benefit  from  the  advantages  of  larger 
scale  in  utilizing  non-physician  personnel; 

• an  ever-increasing  concern  about  cost  containment 
and  cost-effective  strategies  for  delivering  medical 
care;  and 

• the  economic  forces  resulting  from  greater  competi- 
tion in  all  elements  of  the  health  care  sector. 

This  report  examines  the  utilization  of  non-physician 
personnel  (especially  AHPs)  in  physicians’  practices, 
including: 

• the  growth  in  the  number  of  AHPs  and  other  non- 
physician personnel  in  medical  practices;  and 

• the  consequences  of  physician  employment  of  AHPs. 

The  information  presented  is  from  two  sources:  the 

1982  SMS  core  survey  and  the  1975  Periodic  Survey 
of  Physicians  (PSP).  Although  the  SMS  sample  (n= 
3817)  encompasses  all  U.S.  nonfederal  patient-care 
physicians  (excluding  residents),  those  physicians 
practicing  in  settings  other  than  the  office  were  excluded 
to  permit  comparison  with  the  office-based  sample  (n= 
5288)  of  physicians  surveyed  by  PSP. 


SMS  Report,  December  1 982,  Vol.  1 , No.  10.  Reprinted  with  the 
permission  of  The  AMA  Center  for  Health  Policy  Research. 
Copyright  1982. 

The  AMA  Center  for  Health  Policy  Research  directs  the  Socio- 
economic Monitoring  System  in  cooperation  with  the  AMA  Division 
of  Survey  and  Data  Resources. 


Non- Physician  Personnel  per  Practice 
The  growth  in  the  number  of  non- physician  personnel 
employed  by  physicians  can  be  demonstrated  in  two 
dimensions:  employees  per  practice  and  employees  per 
physician.  Figure  1 shows  that  the  average  office-based 
practice  employs  nearly  three  times  the  number  of  non- 
physician personnel  as  it  did  in  1975:  the  number  of 
full-time  equivalent  personnel  per  practice  increased 
from  2.24  in  1975  to  6.25  in  1981* 


PROFESSIONALS 

Figure  1 

Full-time  equivalent  non-physician  personnel  per  office-based  practice 

Increases  in  the  average  number  of  health-related 
employees  and  office  personnel  offer  evidence  that  the 
structure  of  medical  practice  has  been  changing  for 
physicians.  The  doubling  of  nursing  and  secretarial 
staff  since  1 975  indicates  that  additional  personnel  are 
required  to  handle  the  numerous  procedural  and  ad- 
ministrative tasks  inherent  in  today’s  practice  environ- 
ment, particularly  in  group  practices. 

More  dramatic  is  the  almost  five-fold  increase  in  the 
number  of  allied  health  professionals  per  office-based 
practice  during  this  period,  from  0.47  per  practice  in 

*For  ease  of  presentation,  non-physician  employees  were  aggregated 
into  three  categories:  allied  health  professionals  (including  physi- 
cians’ assistants,  x-ray  technicians,  medical  laboratory  technicians, 
respiratory  therapists  and  technicians,  physicial  therapists,  radiation 
therapists,  EEG  technologists,  occupational  therapists,  perfusion- 
ists, and  medical  assistants);  nursing  staff  (registered  nurses, 
licensed  practical  nurses,  and  nurse  practitioners);  and  secretarial 
staff  (secretaries,  receptionists,  and  clerks). 
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1975  to  2.25  in  1981.  This  growth  reflects,  at  least  in 
part,  the  gains  to  specialization  in  the  delivery  of 
medical  care  attributable  to  advances  in  medical  tech- 
nology and  the  increasing  prevalence  of  group  practices. 
That  is,  physician  practices  are  able  to  increase  their 
productivity  by  assigning  appropriate  preparatory  and 
ancillary  tasks  to  these  personnel. 

Non- Physician  Personnel  per  Physician 
The  trends  in  utilization  of  non-physician  personnel 
are  also  evident  in  the  changing  number  and  composition 
of  non-physician  personnel  with  whom  individual 
physicians  work.  In  this  context.  Figure  2 presents  the 
number  of  full-time  equivalent  personnel  employed  per 
physician  in  1975  and  1981. 


ALLIED  NURSING  SECRETARIAL 


TOTAL  HEALTH  STAFF  STAFF 

PROFESSIONALS 

Figure  2 

Full-time  equivalent  non-physician  personnel  per  office-based  phy- 
sician: 1975-1981 

In  1975,  office- based  physicians  worked  with  an 
average  of  1.7  non-physician  personnel.  By  1981,  this 
figure  had  increased  to  2. 1 . By  far  the  largest  percentage 
increase  occurred  in  the  allied  health  professionals 
category,  which  rose  from  0.3 1 AHPs  per  physician  in 
1975  to  0.49  in  1981,  an  increase  of  58  percent  The 
expanded  utilization  of  AHPs  clearly  demonstrates 
one  way  in  which  physicians  are  responding  to  the  in- 
creasingly complex  nature  of  medical  care  delivery. 

Another  way  of  describing  this  change  is  by  multi- 
plying the  numbers  in  Figure  2 by  100.  From  this 
perspective,  49  full-time  AHPs  were  employed  per  1 00 
physicians  in  1 98 1 , 18  per  1 00  physicians  more  than  in 
1975.  The  1981  level  can  be  disaggregated  into  the 
component  professions  of  AHPs  (although  not  shown 
in  the  figure).  Thus,  in  1981,  every  100  patient-care 
office- based  physicians  accounted  for  the  employment 
of  20  laboratory  technicians,  16  medical  assistants,  7 
physicians’  assistants,  two  x-ray  technicians,  and  one 
each  of  respiratory  therapists,  physical  therapists,  ra- 
diation therapists,  and  EEG  technologists.  (Compar- 
able data  from  1975  are  not  available.) 


Consequences  of  Physician  Employment 
of  Selected  AHPs 

Figures  1 and  2 indicate  significant  changes  in 
physicians’  utilization  of  non-physician  employees  in 
recent  years.  It  is  also  important  to  examine  the  impact 
these  personnel  changes  have  had  on  physicians’  prac- 
tices and  on  the  production  of  cost-effective  medical 
care.  For  instance,  if  physicians  who  delegate  appro- 
priate tasks  are  more  productive,  then  evidence  of  these 
productivity  differences  should  appear  in  various  as- 
pects of  their  practices. 

Table  1 presents  the  means  of  five  selected  practice 
characteristics  for  physicians  who  employ  some  AHPs 
compared  to  those  physicians  who  use  none  of  these 
AHPs.  Physicians  were  categorized  according  to  whe- 
ther they  work  with  nurse  practitioners  (NPs)  or  physi- 
cians’ assistants  (PAs);  these  employees  are  those 
most  likely  to  provide  preparatory  or  ancillary  tasks 
otherwise  performed  by  the  physician.  Visits  per  hour 
represents  one  measure  of  productivity  of  physicians  in 
the  delivery  of  medical  care.  Patient  visits  per  week  and 
the  average  number  of  weeks  worked  per  year  by 
physicians  measure  the  total  output  of  services.  Physi- 
cians’ net  income  is  included  to  demonstrate  revenue 
gains  associated  with  higher  productivity.  Finally,  the 
fee  for  an  office  visit  of  an  established  patient  reflects 
the  average  cost  of  producing  medical  services. 

Table  1 

CONSEQUENCES  OF  PHYSICIAN  EMPLOYMENT  OF  SELECTED 
AHPs,  1981 

Employment  of  Nurse 
Practitioners  or 


Practice  Characteristics 

Physicians'  Assistants 
None  Some 

Patient  Visits  Per  Hour* 

3.2 

3.9 

Patient  Visits  Per  Week* 

86.2 

103.1 

Physicians’  Weeks  Worked  Per  Year 

46.6 

46.7 

Physicians’  Net  Income*  ($000) 

93.7 

106.0 

Fee — office  visit  for 

$23.19 

$22.45 

established  patient 


*Differences  in  values  are  significant  at  the  1%  level. 

As  shown  in  the  table,  physicians  who  do  not  work 
with  NPs  or  PAs  provide  fewer  patient  visits  than  those 
who  do,  both  on  an  hourly  and  weekly  basis.  Since  the 
two  groups  of  physicians  exhibit  similar  work  years,  the 
productivity  differences  seem  to  hold  on  an  annual 
basis  as  well.  The  greater  output  of  services  by  physi- 
cians who  employ  NPs  or  PAs  results  in  higher  average 
earnings  for  these  physicians.  Finally,  the  similarity  of 
fees  for  an  office  visit  for  an  established  patient 
indicates  that  physician  employment  of  NPs  or  PAs 
does  not  necessarily  raise  the  average  cost  of  medical 
care  to  patients. 
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Prevention  of  Acquired  Immune  Deficiency  Syndrome 
(AIDS):  Report  of  Inter-Agency  Recommendations 

CENTERS  FOR  DISEASE  CONTROL 


Since  June  1981,  over  1,200  cases  of  acquired 
immune  deficiency  syndrome  (AIDS)  have  been  re- 
ported to  CDC  from  34  states,  the  District  of  Columbia, 
and  15  countries.  Reported  cases  of  AIDS  include 
persons  with  Kaposi’s  sarcoma  who  are  under  age  60 
years  and/or  persons  with  life-threatening  opportunistic 
infections  with  no  known  underlying  cause  for  immune 
deficiency.  Over  450  persons  have  died  from  AIDS, 
and  the  case-fatality  rate  exceeds  60%  for  cases  first 
diagnosed  over  1 year  previously. 1 2 Reports  have 
gradually  increased  in  number.  An  average  of  one  case 
per  day  was  reported  during  1981,  compared  with  three 
to  four  daily  in  late  1982  and  early  1983.  Current 
epidemiologic  evidence  identifies  several  groups  in  the 
United  States  at  increased  risk  for  developing  AIDS. 3 7 
Most  cases  have  been  reported  among  homosexual 
men  with  multiple  sexual  partners,  abusers  of  intrave- 
nous (IV)  drugs,  and  Haitians,  especially  those  who 
have  entered  the  country  within  the  past  few  years. 
However,  each  group  contains  many  persons  who 
probably  have  little  risk  of  acquiring  AIDS.  Recently, 
1 1 cases  of  unexplained,  life-threatening  opportunistic 
infections  and  cellular  immune  deficiency  have  been 
diagnosed  in  patients  with  hemophilia.  Available  data 
suggest  that  the  severe  disorder  of  immune  regulation 
underlying  AIDS  is  caused  by  a transmissible  agent. 

A national  case-control  study  and  an  investigation  of 
a cluster  of  cases  among  homosexual  men  in  California 
indicate  that  AIDS  may  be  sexually  transmitted  among 
homosexual  or  bisexual  men.sy  AIDS  cases  were 
recently  reported  among  women  who  were  steady 
sexual  partners  of  men  with  AIDS  or  of  men  in  high- 
risk  groups,  suggesting  the  possibility  of  heterosexual 
transmission. 10  Recent  reports  of  unexplained  cellular 
immunodeficiencies  and  opportunistic  infections  in 
infants  bom  to  mothers  from  groups  at  high  risk  for 
AIDS  have  raised  concerns  about  in  utero  or  perinatal 
transmission  of  AIDS. 1 1 Very  little  is  known  about  risk 
factors  for  Haitians  with  AIDS. 

The  distribution  of  AIDS  cases  parallels  that  of 
hepatitis  B virus  infection,  which  is  transmitted  sexually 
and  parenterally.  Blood  products  or  blood  appear 
responsible  for  AIDS  among  hemophilia  patients  who 
require  clotting  factor  replacement.  The  likelihood  of 
blood  transmission  is  supported  by  the  occurrence  of 
AIDS  among  IV  drug  abusers.  Many  drug  abusers 
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share  contaminated  needles,  exposing  themselves  to 
blood- borne  agents,  such  as  hepatitis  B vims.  Recently, 
an  infant  developed  severe  immune  deficiency  and  an 
opportunistic  infection  several  months  after  receiving  a 
transfusion  of  platelets  derived  from  the  blood  of  a man 
subsequently  found  to  have  AIDS. 13  The  possibility  of 
acquiring  AIDS  through  blood  components  or  blood  is 
further  suggested  by  several  cases  in  persons  with  no 
known  risk  factors  who  have  received  blood  products 
or  blood  within  3 years  of  AIDS  diagnosis. 2 These 
cases  are  currently  under  investigation. 

No  AIDS  cases  have  been  documented  among 
health  care  or  laboratory  personnel  caring  for  AIDS 
patients  or  processing  laboratory  specimens.  To  date, 
no  person-to-person  transmission  has  been  identified 
other  than  through  intimate  contact  or  blood  transfusion. 

Several  factors  indicate  that  individuals  at  risk  for 
transmitting  AIDS  may  be  difficult  to  identify.  A New 
York  City  study  showed  that  a significant  proportion  of 
homosexual  men  who  were  asymptomatic  or  who  had 
nonspecific  symptoms  or  signs  (such  as  generalized 
lymphadenopathy)  had  altered  immune  functions 
demonstrated  by  in  vitro  tests. 2 13  14  Similar  findings 
have  been  reported  among  patients  with  hemo- 
philia.2 15  16  Although  the  significance  of  these  immu- 
nologic alterations  is  not  yet  clear,  their  occurrence  in 
at  least  two  groups  at  high  risk  for  AIDS  suggests  that 
the  pool  of  persons  potentially  capable  of  transmitting 
an  AIDS  agent  may  be  considerably  larger  than  the 
presently  known  number  of  AIDS  cases.  Furthermore, 
the  California  cluster  investigation  and  other  epidemi- 
ologic findings  suggest  a “latent  period"  of  several 
months  to  2 years  between  exposure  and  recognizable 
clinical  illness  and  imply  that  transmissibility  may 
precede  recognizable  illness.  Thus,  careful  histories 
and  physical  examinations  alone  will  not  identify  all 
persons  capable  of  transmitting  AIDS  but  should  be 
useful  in  identifying  persons  with  definite  AIDS  diag- 
noses or  related  symptoms,  such  as  generalized  lym- 
phadenopathy, unexplained  weight  loss,  and  thrush. 
Since  only  a small  percentage  of  members  of  high-risk 
groups  actually  has  AIDS,  a laboratory  test  is  clearly 
needed  to  identify  those  with  AIDS  or  those  at  highest 
risk  of  acquiring  AIDS.  For  the  above  reasons,  persons 
who  may  be  considered  at  increased  risk  of  AIDS 
include  those  with  symptoms  and  signs  suggestive  of 
AIDS;  sexual  partners  of  AIDS  patients;  sexually 
active  homosexual  or  bisexual  men  with  multiple 
partners;  Haitian  entrants  to  the  United  States;  present 


VOLUME  47,  NO.  6 


361 


or  past  abusers  of  IV  drugs;  patients  with  hemophilia; 
and  sexual  partners  of  individuals  at  increased  risk  for 
AIDS. 

Statements  on  prevention  and  control  of  AIDS  have 
been  issued  by  the  National  Gay  Task  Force,  the 
National  Hemophilia  Foundation,  the  American  Red 
Cross,  the  American  Association  of  Blood  Banks,  the 
Council  of  Community  Blood  Centers,  the  American 
Association  of  Physicians  for  Human  Rights,  and 
others.  These  groups  agree  that  steps  should  be  imple- 
mented to  reduce  the  potential  risk  of  transmitting 
AIDS  through  blood  products,  but  differ  in  the  methods 
proposed  to  accomplish  this  goal.  Public  health  agen- 
cies, community  organizations,  and  medical  organiza- 
tions and  groups  share  the  responsibility  to  rapidly  dis- 
seminate information  on  AIDS  and  recommended 
precautions. 

Although  the  cause  of  AIDS  remains  unknown,  the 
Public  Health  Service  recommends  the  following 
actions: 

1.  Sexual  contact  should  be  avoided  with  persons 
known  or  suspected  to  have  AIDS.  Members  of 
high  risk  groups  should  be  aware  that  multiple 
sexual  partners  increase  the  probability  of  develop- 
ing AIDS. 

2.  As  a temporary  measure,  members  of  groups  at 
increased  risk  for  AIDS  should  refrain  from  donat- 
ing plasma  and/or  blood.  This  recommendation 
includes  all  individuals  belonging  to  such  groups, 
even  though  many  individuals  are  at  little  risk  of 
AIDS.  Centers  collecting  plasma  and/or  blood 
should  inform  potential  donors  of  this  recommen- 
dation. The  Food  and  Drug  Administration  ( FDA) 
is  preparing  new  recommendations  for  manufac- 
turers of  plasma  derivatives  and  for  establishments 
collecting  plasma  or  blood.  This  is  an  interim 
measure  to  protect  recipients  of  blood  products  and 
blood  until  specific  laboratory  tests  are  available. 

3.  Studies  should  be  conducted  to  evaluate  screening 
procedures  for  their  effectiveness  in  identifying  and 
excluding  plasma  and  blood  with  a high  probability 
of  transmitting  AIDS.  These  procedures  should 
include  specific  laboratory  tests  as  well  as  careful 
histories  and  physical  examinations. 

4.  Physicians  should  adhere  strictly  to  medical  indica- 
tions for  transfusions,  and  autologous  blood  trans- 
fusions are  encouraged. 

5.  Work  should  continue  toward  development  of  safer 
blood  products  for  use  by  hemophilia  patients. 

The  National  Hemophilia  Foundation  has  made 
specific  recommendations  for  management  of  patients 
with  hemophilia. 1 

The  interim  recommendation  requesting  that  high- 
risk  persons  refrain  from  donating  plasma  and/or  blood 
is  especially  important  for  donors  whose  plasma  is 
recovered  from  plasmapheresis  centers  or  other  sources 


and  pooled  to  make  products  that  are  not  inactivated 
and  may  transmit  infections,  such  as  hepatitis  B.  The 
clear  intent  of  this  recommendation  is  to  eliminate 
plasma  and  blood  potentially  containing  the  putative 
AIDS  agent  from  the  supply.  Since  no  specific  test  is 
known  to  detect  AIDS  at  an  early  stage  in  a potential 
donor,  the  recommendation  to  discourage  donation 
must  encompass  all  members  of  groups  at  increased  risk 
for  AIDS,  even  though  it  includes  many  individuals 
who  may  be  at  little  risk  of  transmitting  AIDS. 

As  long  as  the  cause  remains  unknown,  the  ability  to 
understand  the  natural  history  of  AIDS  and  to  under- 
take preventive  measures  is  somewhat  compromised. 
However,  the  above  recommendations  are  prudent 
measures  that  should  reduce  the  risk  of  acquiring  and 
transmitting  AIDS. 

Reported  by  the  Centers  for  Disease  Control,  the  Food  and  Drug 
Administration,  and  the  National  Institutes  of  Health. 
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Second  Surgical  Opinion  Programs:  Status  Report 

AMA  COUNCIL  ON  MEDICAL  SERVICE 


Beginning  in  1976,  the  Council  on  Medical  Service 
has  submitted  a number  of  reports  to  the  House  of 
Delegates  on  the  subject  of  second  surgical  opinion 
programs.  Earlier  reports  identified  a number  of  issues 
which  required  long-term  study  concerning  the  impact 
of  these  programs  on  the  health  status  of  the  population 
involved,  and  urged  that  there  be  no  further  prolifera- 
tion of  such  programs  until  the  experience  of  those  pro- 
grams then  operating,  and  their  impact  on  quality  and 
cost  of  care,  could  be  better  evaluated. 

Subsequent  reports  continued  to  apprise  the  House 
of  significant  developments  in  this  area.  At  the  1978 
Interim  meeting,  the  Council  reviewed  the  status  and 
results  of  programs  in  both  the  public  and  private 
sectors  and  found  no  conclusive  evidence  to  date  that 
these  programs  would,  over  the  long-term,  favorably 
impact  on  the  quality,  appropriateness,  accessibility, 
or  costs  of  care. 

Current  Association  policy  on  second  surgical  opin- 
ions is  expressed  in  the  following  two  statements: 

a.  “Third  party  payors,  working  with  providers, 
should  undertake  conscientious  evaluation  of  the 
methodologies  and  the  results  of  current  experi- 
mentation with  coverage  of  second  opinions  prior 
to  elective  surgery.  The  long-term  results  and 
general  adaptability  of  such  programs  should  be 
evaluated  in  terms  of  medical  care  quality,  cost 
effectiveness,  the  cost  and  quality  of  alternative 
care  provided  in  place  of  surgery,  and  the  long- 
range  medical  implications  for  the  patients  who 
did  not  have  surgery.”  (Recommendation  27  of 
the  National  Commission  on  the  Cost  of  Medical 
Care;  approved  by  the  House  of  Delegates  at  the 
1978  Annual  Meeting.) 

b.  “Recognizing  that  the  advisability  of  surgery  or 
other  specific  therapy  can  be  a matter  of  opinion, 
the  House  of  Delegates  of  the  American  Medical 

EDITOR’S  NOTE:  This  is  a report  of  the  AMA  Council  on 
Medical  Service  to  the  House  of  Delegates  at  its  Annual  Meeting, 
June,  1982. 


Association  ( 1 ) reaffirms  the  right  of  a patient  or 
a physician  to  seek  a second  opinion  freely  from 
any  physician  of  his/her  choice;  (2)  opposes  the 
concept  of  mandatory  second  opinions  or  the 
imposition  of  financial  penalties  by  a third  party 
payor  for  not  obtaining  a second  opinion;  and  (3) 
supports  the  concept  that  when  a second  opinion 
is  required  by  a third  party,  that  second  opinion 
should  be  at  no  cost  to  the  patient.”  (CMS  Report 
J,  adopted  at  the  1978  Interim  Meeting.  This 
policy  was  reaffirmed  at  the  1 979  Annual  Meet- 
ing of  the  House  of  Delegates.) 

The  purpose  of  this  report  is  to  apprise  the  House  of 
significant  developments  in  the  area  of  second  surgical 
opinion  programs  since  that  time. 

Government  Activities 

The  Healthcare  Financing  Administration  (HCF  A) 
is  currently  assessing  the  cost  effectiveness  of  its  two- 
part  national  second  surgical  opinion  program  initiated 
in  1978  and  described  in  Council  on  Medical  Service 
Report  J (1-78).  As  the  House  will  recall,  HCFA  in  the 
fall  of  1 978  began  a program  to  encourage  the  seeking 
of  second  surgical  opinions  by  the  public,  particularly 
Medicare  and  Medicaid  beneficiaries,  and  to  identify, 
through  its  regional  offices,  local  organizations  such  as 
PSROs,  Medicare  carriers  or  medical  societies  who 
would  develop  and  maintain  lists  of  physicians  willing 
to  provide  such  second  opinions.  (Such  second  opin- 
ions are  already  paid  for  by  Medicare,  subject  to  the 
normal  deductible  and  co-insurance  provisions,  even 
though  not  specifically  identified  as  such;  HEW’s 
stated  intention  was  to  encourage  greater  use  of  this 
benefit.)  State  Medicaid  agencies  were  also  encouraged 
to  pay  for  such  consultations,  and  to  refer  recipients  to 
the  appropriate  source  of  information  on  physicians 
willing  to  provide  the  second  opinion.  The  first  part  of 
the  HCFA  program  was  the  creation  of  a nationwide 
network  of  150  sources  for  referral  to  second  opinion 
physicians.  These  referral  sources  voluntarily  devel- 
oped and  maintained  lists  of  physicians  willing  to  give 
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second  opinions.  Currently,  about  20  percent  of  these 
organizations  are  PSROs,  30  percent  are  insurance 
companies  and  40  percent  are  medical  societies.  The 
number  of  physicians  nationwide  who  have  agreed  to 
provide  second  opinions  in  this  program  is  not  known. 
Despite  a nationwide  media  campaign  between  1978 
and  1 980,  an  evaluation  of  the  referral  network  con- 
ducted by  Abt  Associates  under  contract  with  HCFA 
in  1 980  reported  that  use  of  the  program  averaged  only 
about  four  requests  for  the  names  of  second  opinion 
physicians  to  the  referral  centers  per  100,000  popula- 
tion per  year.  The  effect  of  the  media  campaign  on  the 
number  of  second  opinions  actually  obtained  has  not 
been  determined;  the  Abt  study  did  conclude  that 
utilization  of  the  referral  centers  did  not  have  a measur- 
able effect  on  national  surgery  rates. 

The  second  aspect  of  HCFA’s  second  surgical 
opinion  program  is  an  evaluation  of  two  Medicare 
second  opinion  demonstration  projects  and  a manda- 
tory second  opinion  program  for  Medicaid  recipients. 
The  two  HCFA-funded  Medicare  demonstration  proj- 
ects are  administered  locally  by  Blue  Cross  and  Blue 
Shield  of  Greater  New  York  and  Blue  Cross  and  Blue 
Shield  of  Michigan.  Participation  in  these  programs  is 
voluntary  and  is  limited  to  Medicare  beneficiaries  with 
Part  B coverage  in  17  counties  of  New  York  (including 
New  York  City),  and  in  the  three-county  Detroit 
metropolitan  area,  respectively.  Both  programs  pay  the 
cost  of  the  second  opinion  consultation,  subject  to 
normal  deductible  and  coinsurance  provisions.  The 
Detroit  program  offers  the  additional  service  of  schedul- 
ing consultations  for  its  clients. 

According  to  HCFA,  30  percent  of  patients  recom- 
mended for  elective  surgery  in  the  New  York  program, 
and  34  percent  of  the  patients  in  Detroit,  received  non- 
confirming  second  opinions.  However,  since  less  than 
2 percent  (1.7  percent  in  New  York  and  0.5  percent  in 
Detroit)  of  patients  recommended  for  elective  surgery 
used  the  second  opinion  program,  HCFA  estimates 
that  the  maximum  reduction  in  the  rate  of  elective  sur- 
gery among  the  population  covered  by  the  voluntary 
programs  is  only  about  0.2  to  0.3  percent. 

The  mandatory  second  opinion  program  for  Massa- 
chusetts Medicaid  recipients — the  Massachusetts  Con- 
sultation Program  for  Elective  Surgery  (CPES) — was 
established  by  the  state  legislature  in  1976.  Under  the 
program,  a second  opinion  is  required  for  Medicaid 
reimbursement  for  eight  surgical  procedures  when  per- 
formed on  an  elective  basis  ( hemorrhoidectomy,  tonsil- 
lectomy and/or  adenoidectomy,  cholecystectomy, 
hysterectomy,  disc  surgery/spinal  fusion,  meniscec- 
tomy, submucous  resection,  and  excision/ligation  of 
varicose  veins).  If  the  specialist  providing  the  second 
does  not  confirm  the  need  for  surgery,  the  beneficiary 
must  also  have  a third  opinion;  however,  the  surgery  is 
paid  for  regardless  of  the  outcome  of  the  third  consul- 
tation. Five  to  ten  percent  of  the  cases  recommended 


for  surgery  are  granted  “special  consideration,”  which 
permits  the  surgery  to  be  reimbursed  without  a second 
opinion.  The  program  is  administered  by  five  regional 
health  care  foundations. 

In  the  mandatory  CPES  program,  about  12  percent 
of  patients  recommended  for  these  procedures  received 
non-confirming  second  opinions.  Of  patients  receiving 
non-confirming  second  opinions,  approximately  57 
percent  do  not  obtain  a third  opinion;  30  percent 
receive  a confirming  third  opinion,  and  13  percent  re- 
ceive non-confirming  third  opinions.  In  effect,  about 
1.5  percent  of  the  total  number  of  patients  recom- 
mended for  these  procedures  received  non-confirming 
third  opinions  in  this  mandatory  program. 

There  is  substantial  variation  in  the  second  opinion 
non-confirmation  rate  among  the  eight  procedures. 
About  20  percent  of  meniscectomy,  laminectomy/disc 
surgery,  and  submucous  resection  cases  are  not  con- 
firmed by  second  opinion  versus  a 4 percent  non- 
confirmation rate  for  cholecystectomy.  Reasons  cited 
by  the  second  opinion  physician  for  not  confirming  the 
need  for  surgery  consisted  primarily  of  “reevaluation 
or  further  diagnostic  studies  indicated”  or  “no  pathol- 
ogy or  no  treatment  necessary.” 

The  findings  for  the  mandatory  CPES  program  are 
based  primarily  on  the  findings  for  two  procedures — 
tonsillectomy/adenoidectomy  and  hysterectomy.  Ton- 
sillectomies and  adenoidectomies  comprise  44  percent 
and  hysterectomies  22  percent  of  all  cases  referred  for 
second  opinion.  According  to  HCFA,  the  CPES 
program  results  in  significant  decreases  in  the  surgery 
rates  for  the  eight  procedures.  An  estimated  1,600 
surgeries  are  foregone  annually  as  a result  of  the 
program  ( 1 , 1 00  of  these  are  foregone  tonsillectomies). 
Net  savings  due  to  the  CPES  program  are  estimated  to 
be  about  $1  million  annually.  It  should  be  kept  in  mind, 
however,  that  other  costs,  such  as  those  for  some  alter- 
native treatment,  cannot  be  tracked  because  such  treat- 
ment does  not  generate  claims,  because  subsequent 
claims  which  are  generated  can  not  always  be  identi- 
fied as  a result  of  the  second  opinion  process,  or  for 
other  reasons. 

The  HCFA  Medicare  and  Medicaid  second  surgical 
opinion  programs  are  still  being  evaluated.  The  effects 
of  these  programs  on  the  quality  and  cost  of  care  are 
still  inconclusive  and  a major  unanswered  question  is 
what  long-term  consequences  the  programs  have  on  the 
health  status  of  the  population  involved. 

Private  Sector  Activities 

Prudential  Insurance  Company  offers  two  second 
surgical  opinion  coverage  options  in  its  policies  for 
group  accounts.  The  first  option  provides  scheduled  or 
reasonable  and  customary  benefits  for  surgery  re- 
gardless of  whether  a second  opinion  is  sought  or 
whether  such  a second  opinion  confirms  the  need  for 
surgery.  The  second  option,  called  an  “incentive”  plan, 
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is  offered  at  an  individually  determined  group  premium 
reduction  of  up  to  6 percent,  and  provides  a lower 
surgical  benefit  if  the  claimant  has  surgery  without  a 
second  opinion  or  after  receiving  a non-confirming 
second  opinion.  At  this  time.  Prudential  has  no  reliable 
statistics  on  confirmation  rates,  nor  do  they  know  how 
many  of  their  subscribers  utilize  the  program. 

The  Health  Insurance  Association  of  America 
(HIAA)  encourages  its  member  companies  to  con- 
sider second  opinion  programs  as  a possible  cost  ef- 
fectiveness measure.  HIAA  does  not  recommend 
either  a voluntary  or  a mandatory  program  in  the  belief 
that  this  should  be  left  to  the  option  of  the  member 
company  and/or  the  policyholder.  A recent  HIAA 
survey  of  4,120  new  or  amended  group  health 
insurance  contracts  found  that  about  three-fourths 
of  the  new  contracts  (74.1%)  provided  coverage  for 
second  opinions  prior  to  nonemergency  surgery.  Only  a 
small  number  of  these  mandated  the  second  opinion  as 
a prerequisite  for  reimbursement. 

The  Blue  Cross  and  Blue  Shield  Associations  have 
encouraged  their  member  Plans  to  develop  second 
opinion  programs.  The  national  organization  recom- 
mends that  such  programs  be  voluntary,  not  mandatory 
and  that  surgical  benefits  be  paid  regardless  of  whether 
the  second  opinion  confirms  or  does  not  confirm  the 
need  for  surgery.  Currently,  54  Plans  now  have  second 
opinion  programs  for  at  least  a portion  of  their  sub- 
scribers. These  programs  vary  a great  deal  in  size  and 
scope. 

The  Blue  Cross  and  Blue  Shield  Associations  esti- 
mate that  most  Plans’  voluntary  second  opinion  pro- 
grams have  experienced  about  a 25  percent  non- 
confirmation rate,  and  report  that  utilization  of  the 
second  opinion  benefit  tends  to  be  very  low.  Two  Plans 
are  experimenting  with  mandatory  second  opinion 
programs,  but  no  results  of  these  programs  will  be 
available  for  two  to  three  years. 


The  most  extensively  studied  program  among  Blue 
Cross  and  Blue  Shield  Plans  is  the  Program  for 
Elective  Surgical  Second  Opinion  (PRESSO)  con- 
ducted since  1976  by  Blue  Cross  and  Blue  Shield  of 
Greater  New  York.  This  program  is  the  largest  private 
sector  project,  covering  over  six  million  subscribers. 
The  program  is  voluntary,  utilizes  a closed  panel  of 
over  2,000  board-certified  physicians,  and  pays  a flat 
fee  for  the  consultation.  The  major  preliminary  findings 
from  the  PRESSO  program  are: 

• An  estimated  2 percent  of  eligible  subscribers 
who  were  recommended  for  elective  surgery  par- 
ticipated in  the  program. 

• Of  those  who  receive  second  opinions,  about  70 
percent  of  the  surgical  procedures  are  confirmed 
by  the  consultants. 

In  conclusion,  based  on  its  ongoing  review  of  the 
results  of  second  surgical  opinion  programs  to  date,  the 
Council  continues  to  find  that  conclusive  evidence  as  to 
the  impact  of  these  programs  on  the  quality,  appro- 
priateness, accessibility,  and  cost  of  care  is  not  yet 
available.  The  results  of  each  second  surgical  opinion 
program,  whether  voluntary  or  mandatory,  differ  be- 
cause of  divergent  target  populations,  areas  of  the 
country  covered,  and  differences  in  program  design, 
especially  the  choice  of  covered  procedures.  Particu- 
larly needed  is  a better  understanding  at  the  clinical 
level  of  the  long-term  physical  and  psychological 
effect  on  patients  who  elect  not  to  proceed  with  surgery, 
and  of  the  costs  of  alternative  non-surgical  treatment 
for  those  patients. 

The  Council  on  Medical  Service  believes  that  present 
Association  policy  on  this  subject  continues  to  be 
appropriate.  The  Council  will  continue  to  monitor  the 
results  of  second  surgical  opinion  programs  in  both  the 
public  and  private  sectors,  and  will  inform  the  House  of 
Delegates  of  these  results  as  appropriate. 
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If  you  could  examine 
professional  liability  insurance 
the  way  you  examine  your  patients... 


the  choice  would  be  clear. 


Your  practice  deserves  the  same  kind  of  quality  care 
you  give  your  patients.  So  give  it  the  best  protection 
you  can  — the  County  Association/ CSMS-sponsored 
Physicians  Protection  Program  from  CNA  Insurance. 


possible  protection  for  your  special  malpractice 
insurance  needs.  Find  out  why  the  program  can  be 
the  clear  choice  for  you.  Contact  the  program 
administrator  today. 


One  feature  that  makes  this  program  the  clear 
choice  for  professional  liability  protection  is 
occurrence  coverage  — the  most  complete  protection 
available.  With  your  Association-sponsored  program, 
you  are  covered  for  events  which  occur  during  the 
policy  period.  No  matter  when  a claim  is  filed  — 
after  you  leave  your  practice  or  retire,  even  years 
after  your  policy  has  expired  — you  are  still  fully 
covered  for  the  years  your  policy  was  in  effect. 

Your  medical  association  is  convinced  that  CNA's 
Physicians  Protection  Program  offers  you  the  best 


Program  Administrator 

Joseph  Flynn 

A A W PHYSICIAN  PLANS,  INC. 

225  Spring  Street 
Wethersfield.  CT  06109 
(203)  563-8111 

Your  association-sponsored  CNA  Physicians  Protection 
Program  is  underwritten  by  Continental  Casualty 
Company,  one  of  the  CNA  Insurance  Companies. 


INSURANCE  FROU 


CNA 
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Cost-Effectiveness  of  Cervical  Cancer  Screening 

OFFICE  OF  TECHNOLOGY  ASSESSMENT 


The  Congressional  Office  of  Technology  Assess- 
ment! OTA)  has  released  a case  study  which  presents  a 
cost-effectiveness  analysis  (CEA)  of  cervical  cancer 
screening  as  an  example  of  applying  a CEA  to  a disease 
prevention  program. 

The  case  study  is  one  of  1 7 that  comprise  Background 
Paper  #2  to  OTA's  assessment  of  “The  Implications 
of  Cost-Effectiveness  Analysis  of  Medical  Technol- 
ogy.” The  overall  project  was  requested  by  the  Senate 
Committee  on  Labor  and  Human  Resources.  This  case 
study  was  prepared  for  OTA  by  Dr.  Bryan  Luce,  a 
senior  analyst  in  OTA’s  health  program. 

Health  insurers  such  as  Blue  Cross  and  Medicare 
tend  not  to  include  disease  prevention  programs  in  their 
coverage.  One  reason  for  the  reluctance  to  fund  screen- 
ing programs  may  be  that  health  insurers  must  incur  the 
full  cost  of  such  programs  while  deriving  only  a portion 
of  the  benefits. 

According  to  the  case  study,  most  of  the  costs  of  a 
screening  program  can  be  estimated  accurately,  will  be 
incurred  in  the  present,  and  will  be  borne  only  by  the 
health  insurer.  However,  the  benefits  of  screening  are 
generally  uncertain,  tend  to  occur  in  the  future,  and  are 
accrued  by  many  parties,  including:  1 ) the  patient,  in 
terms  of  a longer  life;  2)  the  life  insurer,  in  terms  of 
postponed  death  benefit  payments  and  more  premium 
payments;  3)  the  employer,  in  terms  of  a healthier  and 
more  productive  work  force;  4)  the  government  at  all 
levels,  in  terms  of  lower  medical  costs,  higher  tax 
revenues,  and  fewer  unemployment  benefits;  5 ) society 
in  general,  in  terms  of  greater  prosperity;  and  6)  the 
health  insurer,  in  terms  of  lower  future  medical  costs.  In 
addition,  the  benefits  that  might  otherwise  accrue  to  the 
health  insurer  will  be  lessened  because  some  of  the 
participants  in  the  initial  screening  programs  will  not 
continue  treatment  and  others  will  change  insurance 
plans. 

The  case  study  examines  the  financial  incentives  of 
various  interested  parties  to  fund  cervical  cancer 
screening.  It  tests  the  cost-effectiveness  of  screening 
under  various  conditions,  such  as:  when  costs  are 


This  case  study  has  been  prepared  by  the  Office  of  Technology 
Assessment,  established  by  the  U.S.  Congress  as  a resource  to  its 
members. 

The  OTA  case  study,  “Allocating  Costs  and  Benefits  in  Disease 
Prevention  Programs:  An  Application  to  Cervical  Cancer  Screen- 
ing,” is  available  at  the  U.S.  Government  Printing  Office  (GPO). 
Superintendent  of  Documents,  Washington,  D.C.  20402.  The  GPO 
stock  number  is  052-003-00818-1;  the  price  is  $2.75. 


apportioned  to  other  health-related  activities  during  a 
gynecological  visit;  when  a “low  cost”  clinic  employs 
licensed  practical  nurses  rather  than  physicians  to 
administer  the  Pap  test;  and  when  a high  risk  but 
isolated  population  is  screened.  Screening  intervals 
from  every  year  to  once  in  ten  years  also  are  tested. 

The  results  of  the  analysis  show  that  the  costs  of 
screening  for  cervical  cancer  are  always  more  than  the 
financial  savings  of  prevented  future  disease,  indicating 
that  private  insurers  have  no  direct  financial  incentive 
to  screen.  Furthermore,  the  manner  in  which  costs  are 
considered  in  an  analysis  is  much  more  important  than 
was  previously  believed.  In  particular,  employing  a low 
cost  method  of  delivery  dramatically  improves  all  cost- 
effectiveness  ratios.  Finally,  the  case  study  concludes 
that  if  one  considers  all  of  the  benefits  to  society  of 
cervical  cancer  screening,  the  optimum  frequency  of 
screening  is  considerably  less  than  the  once-a-year 
recommendation  traditionally  made  by  the  medical 
profession. 

As  medical  costs  continue  to  rise,  more  and  more 
private  parties  are  considering  different  types  of  disease 
prevention  programs  as  potential  ways  to  save  money. 
The  case  study  suggests  that  these  programs  could  be 
encouraged  by  carefully  planned  subsidies  in  the  form 
of  tax  incentives,  direct  financial  assistance  to  defray 
program  costs,  or  redeemable  health  promotion  cou- 
pons similar  to  food  stamps.  Another  method  of 
promoting  disease  prevention  programs  would  be  to 
encourage  private  employers  to  accept  more  direct 
liability  for  the  health  and  welfare  of  their  work-force. 
Employers  could  be  given  tax  incentives  to  contract 
with  specific  organizations  for  the  provision  of  health 
care  and  possibly  to  provide  life  insurance  and  increased 
disability  insurance  coverage. 

By  combining  these  two  suggestions,  powerful  in- 
centives could  be  created  within  the  private  sector  to 
establish  programs  throughout  the  country.  Programs 
such  as  weight  control  and  hypertension  control,  as 
well  as  more  medically  oriented  programs  such  as  Pap 
testing  and  glaucoma  screening,  could  be  more  acces- 
sible to  the  public  and  become  an  accepted  part  of  the 
daily  working  environment. 

Furthermore,  such  an  approach  would  be  feasible 
because  it  capitalizes  on  natural  incentives  and  com- 
bines public  and  private  resources.  Without  this  part- 
nership, disease  prevention  programs  may  remain  too 
expensive  for  either  the  public  or  private  sector  to  take 
on  independently. 
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NEW  MEMBERS 

HARTFORD  COUNTY 
Nicholas  H.  Bartenhagen,  Hartford 
Alexis  C.  Bouteneff,  New  Britain 
Peter  D.  Byeff,  Southington 
Angelo  S.  Carrabba,  Rocky  Hill 
Brian  W.  Cooper,  Enfield 
John  M.  Cummings,  East  Longmeadow 
John  J.  Dallman,  Farmington 
Aruna  A.  Desai,  West  Hartford 
Magruder  C.  Donaldson,  Farmington 
Michael  C.  Duffy,  Farmington 
Peter  J.  Embriano,  Enfield 
Dionisio  C.  Flores,  Bristol 
John  H.  Frazier,  Bristol 
Diane  R.  Gold,  Newington 
Tilak  C.  Gooneratne,  Bloomfield 
Charles  S.  Kantor,  Bloomfield 
Arnold  M.  Katz,  Farmington 
Robert  I.  Katz,  Manchester 
Martin  H.  Keibel,  Manchester 
Walter  R.  Kope,  Suffield 
David  A.  Kvam,  Hartford 
Young  S.  Kwon,  Hartford 
Gary  L.  Last,  Bloomfield 
Audrey  S.  Lefkowitz,  Hartford 
Gerald  Leonard,  Farmington 
Panayiotis  Livadiotis,  Hartford 
Ann  Milanese,  Hartford 
Edward  E.  Morse,  Farmington 
John  P.  Opalacz,  Hartford 
William  J.  Pickering,  New  Britain 
Gerald  J.  Piserchia,  Hartford 
Perry  A.  Pugno,  Farmington 
Louis  Reik,  Newington 
Gerald  J.  Russo,  Manchester 
Neil  J.  Scollan,  Hartford 
Colleen  F.  Selig,  Manchester 
M.  Lee  Wallace,  New  Britain 
David  L.  Walters,  Hartford 
Bruce  C.  Zablow,  Farmington 
Karen  Zabrensky,  Hartford 

LITCHFIELD  COUNTY 
Justin  C.M.  Ahamad,  New  Preston 
Donald  E.  Cutlip,  Winsted 
Peter  A.  Dicorleto,  Winsted 
William  M.  Kirber,  Lakeville 
Michael  C.  Magnifico,  Torrington 

MIDDLESEX  COUNTY 
Raymond  B.  Schoonmaker,  Middletown 
El  win  G.  Schwartz,  Middletown 
Gregory  N.  Viscomi,  Guilford 

NEW  LONDON  COUNTY 
Tom  P.  Bell,  Norwich 
William  G.  Crawford,  New  London 
Joseph  J.  Gadbaw,  Jr.,  New  London 
Jay  M.  Ginsberg,  New  London 
Mithlesh  Govil,  New  London 
Alan  J.  Greenwald,  New  London 
Edward  P.  Hargus,  Gales  Ferry 
Jeffrey  A.  Hertz,  Norwich 
Robert  J.  Keltner,  Jr.,  New  London 
Donald  C.  Kent,  Groton 
Ben  W.  Kittredge,  Mystic 
Edward  J.  McDermott,  Groton 
Walter  P.  Paladino,  New  London 
Jeffrey  P.  Tannenbaum,  New  London 
David  S.  Thompson,  New  London 
Eric  R.  Wolf,  Groton 
James  S.  Zupnik,  Colchester 
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Bactrim  DS 

(trimethoprim  and  sulfamethoxazole/Roche} 


Before  prescribing,  please  consult  complete  product  information,  a summary  of 
which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract  infections  due  to  sus- 
ceptible strains  of  the  following  organisms:  Escherichia  coli,  Klebsiella-Entero- 
bacter,  Proteus  mirabilis,  Proteus  vulgaris,  Proteus  morganii.  ft  is  recommended 
that  initial  episodes  of  uncomplicated  urinary  tract  infections  be  treated  with  a 
single  effective  antibacterial  agent  rather  than  the  combination.  Note:  The 
Increasing  frequency  of  resistant  organisms  limits  the  usefulness  of  all  antibacterials, 
especially  in  these  urinary  tract  infections. 

For  acute  otitis  media  in  children  due  to  susceptible  strains  of  Haemophilus 
Influenzae  or  Streptococcus  pneumoniae  when  in  physician’s  judgment  it  offers 
an  advantage  over  other  antimicrobials.  To  date,  there  are  limited  data  on  the 
safety  of  repeated  use  of  Bactrim  in  children  under  two  years  of  age.  Bactrim  is 
not  indicated  for  prophylactic  or  prolonged  administration  in  otitis  media  at  any 
age. 

For  acute  exacerbations  of  chronic  bronchitis  in  adults  due  to  susceptible 
strains  of  Haemophilus  influenzae  or  Streptococcus  pneumoniae  when  in  physi- 
cian's judgment  it  offers  an  advantage  over  a single  antimicrobial  agent. 

For  enteritis  due  to  susceptible  strains  of  Shigella  flexneri  and  Shigella  sonnet 
when  antibacterial  therapy  is  indicated. 

Also  for  the  treatment  of  documented  Pneumocystis  carlnli  pneumonitis. 
Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides;  patients  with 
documented  megaloblastic  anemia  due  to  folafe  deficiency;  pregnancy  at  term;  nursing 
mothers  because  sulfonamides  are  excreted  in  human  milk  and  may  cause  kernic- 
terus;  infants  less  than  2 months  of  age 

Warnings:  BACTRIM  SHOULD  NOf  BE  USED  TO  TREAT  STREPTOCOCCAL 
PHARYNGITIS.  Clinical  studies  show  that  patients  with  group  A p-hemolytic  strepto- 
coccal tonsillopharyngitis  have  higher  incidence  of  bacteriologic  failure  when  treated 
with  Bactrim  than  do  those  treated  with  penicillin.  Deaths  from  hypersensitivity  reac- 
tions. hepatocellular  necrosis,  agranulocytosis,  aplastic  anemia  and  other  blood  dys- 
crasias  have  been  associated  with  sulfonamides.  Experience  with  trimethoprim  is 
much  more  limited  but  occasional  interference  with  hematopoiesis  has  been  reported 
as  well  as  an  increased  incidence  of  thrombopenia  with  purpura  in  elderly  patients  on 
certain  diuretics,  primanly  thiazides.  Sore  throat,  fever,  pallor,  purpura  or  jaundice  may 
be  early  signs  of  serious  blood  disorders.  Frequent  CBC's  are  recommended;  therapy 
should  be  discontinued  if  a significantly  reduced  count  of  any  formed  blood  element  is 
noted 

Precautions:  General  Use  cautiously  in  patients  with  impaired  renal  or  hepatic  func- 
tion, possible  folate  deficiency,  severe  allergy  or  bronchial  asthma.  In  patients  with 
glucose-6-phosphate  dehydrogenase  deficiency,  hemolysis,  frequently  dose-related, 
may  occur.  During  therapy,  maintain  adequate  fluid  intake  and  perform  frequent  urinal- 
yses, with  careful  microscopic  examination,  and  renal  function  tests,  particularly  where 
there  is  impaired  renal  function.  Bactrim  may  prolong  prothrombin  time  in  those  receiv- 
ing warfarin;  reassess  coagulation  time  when  administering  Bactrim  to  these  patients. 
Pregnancy:  Teratogenic  Effects  Pregnancy  Category  C Because  trimethoprim  and 
sulfamethoxazole  may  interfere  with  folic  acid  metabolism,  use  during  pregnancy  only 
if  potential  benefits  justify  the  potential  risk  to  the  fetus. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and  trimethoprim  are 
included,  even  if  not  reported  with  Bactrim.  Blood  dyscrasias:  Agranulocytosis,  aplas- 
tic anemia,  megaloblastic  anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  pur- 
pura, hypoprothrombinemia  and  methemoglobinemia  Allergic  reactions:  Erythema 
multiforme,  Stevens- Johnson  syndrome,  generalized  skin  eruptions,  epidermal  necrol- 
ysis, urticaria,  serum  sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions, 
periorbital  edema,  conjunctival  and  scleral  iniection,  photosensitization,  arthralgia  and 
allergic  myocarditis.  Gastrointestinal  reactions:  Glossitis,  stomatitis,  nausea,  emesis, 
abdominal  pains,  hepatitis,  hepatocellular  necrosis,  diarrhea,  pseudomembranous  coli- 
tis and  pancreatitis.  CNS  reactions:  Headache,  peripheral  neuritis,  mental  depression, 
convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle 
weakness  and  nervousness.  Miscellaneous  reactions:  Drug  fever,  chills,  toxic 
nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa  and  L.E  phenomenon.  Due  to 
certain  chemical  similarities  to  some  goitrogens,  diuretics  (acetazolamide,  thiazides) 
and  oral  hypoglycemic  agents,  sulfonamides  have  caused  rare  instances  of  goiter  pro- 
duction. diuresis  and  hypoglycemia  in  patients;  cross-sensitivity  with  these  agents  may 
exist.  In  rats,  long-term  therapy  with  sulfonamides  has  produced  thyroid  malignancies. 
Dosage:  Not  recommended  tor  infants  less  than  two  months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN, 
AND  ACUTE  OTITIS  MEDIA  IN  CHILDREN 

Adults  Usual  adult  dosage  for  urinary  tract  infections — 1 DS  tablet  (double  strength), 

2 tablets  (single  strength)  or  4 teasp.  (20  ml)  b i d.  for  10-14  days.  Use  identical  daily 
dosage  for  5 days  for  shigellosis 

Children:  Recommended  dosage  for  children  with  urinary  tract  infections  or  acute  otitis 
media — 8 mg/kg  trimethoprim  and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two 
divided  doses  for  10  days.  Use  identical  daily  dosage  for  5 days  for  shigellosis. 

For  patients  with  renal  impairment , Use  recommended  dosage  regimen  when  creati- 
nine clearance  is  above  30  ml/min  If  creatinine  clearance  is  between  15  and  30  ml/min, 
use  one-half  the  usual  regimen.  Bactrim  is  not  recommended  if  creatinine  clearance  is 
below  15  ml/min. 

ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS: 

Usual  adult  dosage:  1 DS  tablet  (double  strength),  2 tablets  (single  strength)  or 
4 teasp,  (20  ml)  b i d.  for  14  days. 

PNEUMOCYSTIS  CARINII  PNEUMONITIS: 

Recommended  dosage:  20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per 
24  hours  in  equal  doses  every  6 hours  for  14  days.  See  complete  product  information 
for  suggested  childrens  dosage  table. 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160  mg  trimethoprim  and 
800  mg  sulfamethoxazole,  bottles  of  100  and  500;  Tel-E-Dose®  packages  of  100; 
Prescription  Paks  of  20.  Tablets,  each  containing  80  mg  trimethoprim  and  400  mg 
sulfamethoxazole — bottles  of  100  and  500;  Tel-E-Dose®  packages  of  100;  Prescription 
Paks  of  40.  Pediatric  Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfa- 
methoxazole per  teaspoonful  (5  ml);  cherry  flavored — bottles  of  100  ml  and  16  oz 
(1  pint).  Suspension,  containing  40  mg  tnmethoprim  and  200  mg  sulfamethoxazole 
per  tea  spoonful  (5  ml);  fruit-licorice  flavored — bottles  of  16  oz  (1  pint). 
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Congress  Breathes  New  Life  Into 
“Baby  Doe”  Ruling 

The  Health  and  Human  Services  (HHS)  regulations 
designed  to  protect  infants  with  birth  defects  was  struck 
down  in  Washington’s  federal  District  Court  in  April. 
But  the  “Baby  Doe”  controversy  showed  no  signs  of 
quieting  as  Congress  and  several  states  took  up  the  issue 
in  pending  and  proposed  legislation. 

U.S.  District  Court  Judge  Gerhard  A.  Gesell  ruled  that 
the  regulation  — which  required  hospitals  to  post  notices 
in  delivery  wards  and  nurseries  publicizing  a 24-hour 
toll-free  ‘hotline’  to  be  used  in  cases  of  suspected  neglect 
— was  “arbitrary  and  capricious.” 

The  American  Academy  of  Pediatrics,  a plaintiff  in  the 
case,  had  argued  that  the  rule  was  wrong  in  both  principal 
and  procedure.  This  position  was  supported  by  the  AM  A 
in  an  amicus  brief.  Four  member  investigative  squads, 
alerted  by  calls  on  the  hotline,  have  no  role  in  medical 
decision-making,  they  said.  Plus  the  regulation  went  into 
effect  within  only  15  days  rather  than  allowing  the  cus- 
tomary public  comment  period. 

HHS  attorneys  said  the  rule  did  not  interfere  with 
medical  decision  making;  instead,  it  simply  intervened 
when  parents’  emotional  or  financial  concerns  took  prece- 
dence in  these  medical  decisions.  HHS  immediately 
announced  it  would  appeal  the  case. 

As  hospitals  were  removing  these  notices  from  their 
walls,  Congress  began  drafting  new  legislation  that  could 
achieve  much  the  same  result.  Both  the  Senate  and  House 
worked  on  bills  that  would  expand  the  Child  Abuse  Pre- 
vention and  Treatment  Act  to  include  handicapped  infants 
who  are  denied  food  or  treatment.  House  bill  H.R.  1904 
and  Senate  bill  S.  1003,  both  amendments  to  the  Act,  call 
for  a study  to  investigate  the  national  incidence  of 
‘neglect’;  technical  assistance  and  training  to  states  to 
develop  new  procedures  to  ensure  that  food  and  care  is 
provided  to  handicapped  infants;  establishment  of  a proc- 
edure for  persons  to  report  suspected  instances  of  denial 
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of  food  or  treatment;  and  to  open  up  adoption  opportuni- 
ties for  handicapped  infants. 

Meanwhile,  several  state  legislatures  have  already 
drafted  their  own  versions  of  Baby  Doe  legislation.  Indi- 
ana law  says  that  children  denied  food  or  treatment  shall 
be  considered  “in  need  of  services,”  a classification 
normally  used  for  abused  children.  Louisiana’s  stricter 
law  prohibits  any  denial  of  food  or  treatment  except  in 
cases  where  the  child  would  stay  in  a permanently  com- 
atose state  or  where  the  risks  outweigh  the  benefits  of 
treatment.  California’s  resolution  with  ‘intent’  to  protect 
handicapped  newborns  has  less  legal  clout.  At  least  four 
other  states  — Massachusetts,  Arizona,  Missouri,  and 
Maryland  — have  legislation  pending. 

Supporters  of  these  efforts  say  they  will  throw  a safety 
net  under  the  gaping  holes  in  health  care  for  handicapped 
children.  “In  the  past  10  years,  there  has  been  a gradual 
shift  in  medicine  away  from  protecting  these  children,” 
said  Surgeon  General  C.  Everett  Koop,  a pediatric 
surgeon  “The  President,  Justice  Department,  and  Depart- 
ment of  Health  and  Human  Services  all  agree  that  the 
present  system  is  not  adequate.” 

But  opponents  fear  that  the  rule  will  force  physicians 
and  hospitals  to  either  override  parental  direction,  lose 
federal  funds,  or  violate  state  and  federal  laws.  Some  say 
Baby  Doe  legislation  is  just  another  way  of  furthering  the 
right-to-life  goals  of  the  Reagan  Administration. 

The  AM  A,  while  supporting  reauthorization  of  the 
Child  Abuse  Act,  opposes  any  provisions  relating  to  the 
care  of  handicapped  infants. 

Mailgrams  describing  these  provisions  were  rushed  to 
state  medical  societies  and  national  specialty  groups.  The 
Association  believes  that  such  legislation  would  cause 
government  interference  in  family  and  physician  deci- 
sion-making and  result  in  a cumbersome  process  that 
would  benefit  no  one. 

“Once  a government  agency  has  interjected  itself  into 
the  practice  of  one  medical  specialty,  that  kind  of  interfer- 
ence could  be  expanded  into  other  specialties,”  warns 
James  H.  Sammons,  MD,  Executive  Vice  President  of  the 
AMA.  “Then  each  of  us  — physicians  and  patients  — 
would  have  our  decision  subjected  to  review.” 
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No  More  Cuts  This  Year 
In  Medicare? 

The  likelihood  that  Congress  will  make  any  more  major 
cuts  in  Medicare  this  year  diminished  in  April  as  the 
Senate  Budget  Committee  approved  a 1984  budget  plan 
that  contains  less  than  half  the  Medicare  reductions  the 
Reagan  Administration  has  proposed. 

The  Senate  was  expected  to  consider  the  budget  panel’s 
recommendations  early  in  May  and,  although  changes 
could  be  made  on  the  Senate  floor,  most  congressional 
observers  did  not  think  that  the  final  resolution  for  fiscal 
1 984  would  call  for  Medicare  savings  substantially  higher 
than  those  in  the  committee's  proposal. 

The  Budget  Committee’s  proposal  set  Medicare  sav- 
ings at  $824  million  in  fiscal  1984  and  $9.6  billion  over 
the  next  five  years.  This  would  be  in  addition  to  some 
$10.5  billion  in  savings  projected  from  the  diagnosis- 
related-groups  (DRGs)  prospective  payment  plan  enacted 
earlier  this  year. 

The  Senate  panel’s  proposal  fell  far  short  of  the  $1 .9 
billion  in  fiscal  1984  cuts  and  $24.8  billion  in  five-year 
savings  proposed  by  the  Reagan  Administration.  It  is, 
however,  more  severe  than  a House-approved  budget 
resolution  that  limits  Medicare  savings  to  those  antici- 
pated from  DRGs.  Thus,  a House-Senate  conference  to 
resolve  differences  between  the  two  proposals  is  virtually 
assured.  Once  final  House  and  Senate  action  on  the 
budget  resolution  is  completed,  the  Senate  Finance  Com- 
mittee will  be  assigned  the  task  of  recommending  pro- 
gram changes  to  produce  the  required  reductions  in 
spending.  It  will  be  looking  at  two  major  recommenda- 
tions: 

*To  freeze  allowances  for  physicians  who  do  not 
accept  Medicare  assignment; 

*To  increase  premiums  for  supplemental  medical  in- 
surance (SMI).  SMI  premiums  are  set  at  25%  of  program 
costs  through  1985.  Under  the  Budget  Committee’s  pro- 
posal, the  Part  B premium  would  remain  at  25%  for  indi- 
viduals whose  annual  incomes  are  less  than  $25,000  a 
year  and  for  couples  with  incomes  of  less  than  $32,000. 
For  those  with  incomes  over  those  levels,  the  premium 
would  be  increased  to  40%  of  cost. 

This  would  be  the  first  “means  test”  in  Medicare  and 
the  income  levels  are  identical  to  those  included  in  the 
recent  Social  Security  amendments  to  determine  which 
beneficiaries  will  be  taxed  on  benefits. 

The  recommendation  to  freeze  the  fees  of  physicians 
who  don’t  accept  assignment  would  produce  an  estimated 
$730  million  in  savings  next  year  and  $4.9  billion  by 
fiscal  1988.  Increasing  the  premium  for  SMI  would  not 
generate  any  savings  in  fiscal  1984  but  would  save  $3 
billion  by  fiscal  1988. 

For  Medicaid,  the  Senate  Budget  Committee  approved 
cuts  of  $102  million  in  fiscal  1984  and  $3.3  billion  over 
five  years.  This  compares  with  $293  million  in  fiscal  1984 
and  $3. 1 billion  in  five-year  cuts  in  the  Administration’s 


plan.  The  House  resolution  provides  additional  money  to 
Medicaid  — for  a child  health  assurance  program. 

For  discretionary  health  programs,  the  Senate  budget 
panel  approved  $126  million  more  than  the  President  is 
requesting.  Most  of  that  is  for  four  health  block  grants. 


Bioethics  Commission  Dies 

The  presidential  commission  entrusted  with  formulat- 
ing national  policy  on  medicine’s  life-or-death  issues 
finally  died  a quiet  death  of  its  own. 

But  members  of  state  and  local  medical  communities 
say  they  will  pick  up  where  the  president’s  commission 
left  off,  adapting  its  guidelines  to  fit  their  own  day-to-day 
problems.  The  American  Medical  Association,  the  Amer- 
ican Hospital  Association,  several  specialty  societies,  and 
many  hospitals  have  already  formed  ethical  committees. 

Supporters  of  the  President’s  Commission  for  the  Study 
of  Ethical  Problems  in  Medicine  say  that  it  may  reappear 
in  a less  political  arena  such  as  the  National  Academy  of 
Sciences,  Hastings  Center,  or  the  Kennedy  Institute  at 
Georgetown  University.  If  this  proposal  succeeds  in  win- 
ning House  and  Senate  approval,  the  commission  may 
begin  work  as  soon  as  October  1 . 

Already,  the  commission’s  guidelines  have  influenced 
health  policy . Its  definition  of  death  has  become  law  in  13 
states  and  the  District  of  Columbia.  Hundreds  of  hospitals 
have  requested  copies  of  their  report  describing  the  deci- 
sion not  to  resuscitate.  And  the  Association  of  American 
Medical  Colleges  is  reviewing  ways  to  improve  the  com- 
munication skills  of  future  physicians,  based  on  a com- 
mission recommendation. 

The  American  Medical  Association  has  created  a four- 
man  panel  of  bioethical  specialists  to  help  guide  the 
AMA’s  Judicial  Council.  “We  regret  the  recent  disband- 
ing of  the  commission.  But  there  will  not  be  a vacuum. 
They  laid  the  groundwork,  but  our  panel  of  specialists  has 
the  muscle  to  get  these  recommendations  into  place,’’ 
says  Samuel  R.  Sherman.  MD,  vice  chairman  of  the 
Judicial  Council. 

The  American  Hospital  Association  (AHA)  has  also 
formed  a special  committee  on  bioethics,  which  will 
review  issues  such  as  the  denial  of  care.  The  AHA  gener- 
ally supports  the  commission’s  reports,  but  believes  solu- 
tions to  ethical  problems  will  not  be  found  on  a national 
level.  “Policy  development  should  be  made  at  the  local 
level,  by  the  medical  and  nursing  staff,  according  to 
individual  circumstances,’’  says  an  AHA  spokesman. 

Bioethical  committees  within  specialty  societies  are 
setting  procedural  guidelines  for  the  routine  decisions 
their  members  must  make.  For  instance,  the  ethical  com- 
mittee of  the  American  Academy  of  Neurology  has  tack- 
led the  issue  of  caring  for  patients  in  the  ‘vegatative’  state; 
the  American  Academy  of  Pediatrics  held  a recent  semi- 
nar on  treatment  of  the  handicapped  infant;  and  the  Amer- 
ican College  of  Obstetrics  and  Gynecology  is  discussing 

CONNECTICUT  MEDICINE,  JUNE  1983 


370 


surrogate  mothering,  artificial  insemination,  and  distribu- 
tion of  contraceptives  to  minors. 

“Doctors  need  to  take  a leadership  role  in  ethical 
issues,”  says  neurologist  Ronald  E.  Cranford,  M.D.,  of 
Hennepin  County  Medical  Center  in  Minneapolis.  “If  we 
don’t  want  the  simplistic  directives  to  the  federal  govern- 
ment, we’ll  have  to  become  involved.  Either  we  can 
change  the  laws  or  they  can  change  us.” 


Organ  Transplant  Reimbursement  Rule 
Decried  by  Parents/Physicians 

From  across  the  country,  parents  and  physicians  of 
children  needing  liver  transplants  arrived  in  Washington 
to  urge  changes  in  federal  reimbursement  and  organ  pro- 
curement systems. 

Recent  medical  advances  have  made  liver  transplants 
an  increasingly  successful  form  of  surgery.  The  recent 
introduction  of  cyclosporine  has  boosted  survival  rates  to 
60-70%,  they  told  the  House  Science  and  Technology 
Committee’s  Subcommittee  on  Investigations  and 
Oversight. 

But  the  most  recent  federal  assessment  — back  in  1980 
— gives  patients  only  a 38%  chance  of  survival.  So  until 
the  government  hears  new  recommendations  at  an  NIH 
Health  Consensus  Conference  in  June,  liver  transplants 
will  keep  their  “experimental”  status. 

“Trust  monies  should  only  be  spent  on  reimbursement 
for  procedures  and  care  generally  accepted  by  the  medical 
profession  as  safe  and  efficacious,”  said  Carolyn  K. 
Davis,  PhD,  administrator  of  the  Health  Care  Financing 
Administration.  Added  Surgeon  General  C.  Everett 
Koop:  “The  fact  that  liver  transplants  have  ‘come  of  age' 
doesn’t  mean  it  is  an  open-and-shut  case.  We  still  don’t 
know  the  proper  criteria,  or  long-term  complications  of 
immunosuppressive  drugs.” 

“I  find  this  extremely  frustrating,”  challenged  sub- 
committee chairman  Albert  Gore,  Jr.  (D-TN).  “The  gov- 
ernment bureaucracy  absolutely  refuses  to  recognize  the 
obvious,  and  instead  relies  on  their  slow  process  of  crank- 
ing towards  a decision.  How  quickly  will  government 
bureaucrats  adjust  to  progress? 

“We  need  a more  timely  and  responsive  mechanism 
for  assessing  new  medical  technologies.  It  seems  unfair  to 
deny  children  transplants,  given  the  evidence,”  added 
Myron  Genel,  MD,  health  policy  fellow  for  the 
subcommittee. 

ForCapt.  John  M.  Brokerick  of  Minden,  LA,  denial  of 
coverage  means  that  his  2-year-old  daughter  Adriane  may 
die  of  biliary  atresia.  “CHAMPUS  will  pay  for  her  to  die 
in  a hospital  but  not  for  the  operation  that  will  save  her 
life.  When  a transplant  becomes  necessary,  I am  on  my 
own  for  the  bills,”  he  said.  Parents  of  two  children  who 
died  after  being  denied  coverage  are  now  sueing 
CHAMPUS. 


Charles  Fiske  of  Bridgewater,  MA,  who  launched  a 
massive  media  campaign  to  find  a liver  for  his  daughter, 
Jamie,  called  it  “the  tin  cup  syndrome.” 

Even  when  money  is  available,  donors  often  are  not.  At 
the  University  of  Pittsburgh,  physicians  performed  1 1 1 
liver  transplants  in  the  past  two-year  period.  During  this 
time,  another  54  patients  died  while  waiting  for  a donor 
liver. 

Very  few  organs  from  victims  of  sudden  death  can  be 
utilized  undercurrent  laws,  complained  David  K.  Wieck- 
ing,  MD,  a medical  examiner  in  Richmond,  VA.  Most 
laws  state  that  permission  from  the  next-of-kin  must  be 
obtained.  This  permission  requirement  causes  time  delay 
and  makes  the  organ  useless  for  transplant. 

Wiecking  recommends  giving  local  medical  examiners 
and  coroners  the  right  to  routinely  obtain  organs  during 
autopsies.  “Then  the  transplantable  organs  could  be  used 
in  a systematic  and  expeditious  method,”  he  said. 

Asking  the  public  to  sign  ‘yes’  or  ‘no’  boxes  on  their 
drivers  licenses,  without  the  need  for  witness,  could  en- 
courage other  donations,  said  G.  Melville  Williams, 
M.D.,  professor  of  surgery  at  Johns  Hopkins. 

There  is  little  commitment  by  physicians  and  nurses  to 
locating  donors,  added  Donald  W.  Denny  of  the  Trans- 
plant Foundation  at  the  University  of  Pittsburgh.  Health 
professionals  must  be  trained  to  recognize  and  refer 
potential  donors,  he  believes.  The  North  American  Trans- 
plant Coordinators  Organization  now  has  a 24-hour  tele- 
phone hotline  for  physicians  who  have  questions  or  who 
want  to  refer  donors  but  do  not  know  how  to  contact  local 
procurement  programs. 

The  House  Committee  on  Science  and  Technology  — 
possibly  together  with  the  House  Committee  on  Energy 
and  Commerce  — will  make  recommendations  later  this 
spring  on  ways  to  speed  the  public’s  access  to  organ 
transplants. 


AMA  Highlights  Health  Promotion 
to  Congress 

In  an  unusually  friendly  Congressional  hearing  April 
26,  AMA  Board  Chairman  Joseph  F.  Boyle,  M.D.,  got 
the  chance  to  regale  the  Senate  Committee  on  Labor  and 
Human  Resources  with  organized  medicine's  concerns 
and  actions  in  the  areas  of  disease  prevention  and  health 
promotion. 

Invited  to  testify  by  Committee  Chairman  Orrin  G. 
Hatch  (R-UT),  Dr.  Boyle  ticked  off  a long  list  of  projects 
and  programs  undertaken  by  AMA  and  physicians  over 
the  years  that  have  extended  the  lifespan  of  Americans 
and  made  this  one  of  the  healthiest  nations  in  the  world. 
Among  the  current  projects  Boyle  cited: 

A strong  public  information  and  public  service  program 
that  emphasizes  public  awareness  of  health  hazards  and 
encourages  healthful  lifestyles; 
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AYR  INSURANCE  AGENCY,  INC. 

J.  LAUREN  AYR  ALISON  AYR 

“Growing  Bigger  by  Serving  Better" 

Group  Accident  and  Sickness  Insurance 
Group  Major  Medical  Insurance 
Group  Excess  Major  Medical  Insurance 
Group  Overhead  Expense  Insurance 

SPONSORED  BY 

THE  CONNECTICUT  STATE  MEDICAL  SOCIETY 

160  St.  Ronan  Street,  New  Haven,  Connecticut  0651  1 
TELEPHONE  787-5947 


A COMPREHENSIVE 

MENTAL  HEALTH  TREATMENT  CENTER 

FOR  ADULTS  AND  ADOLESCENTS 


ELMCREST  PSYCHIATRIC  INSTITUTE  is  a 

105-bed  private  mental  health  treatment 
center  offering  a comprehensive  program  of 
diagnostic,  consultative,  treatment,  rehabili- 
tative, and  educational  services  for  adults  and 
adolescents.  Psychological  and  emotional 
disorders  are  treated  within  the  context  of  a 
therapeutic  community. 

FOR  FURTHER  INFORMATION  CONTACT: 

Gordon  R.  Beem,  M.P.H. 

Administrator 

Lane  Ameen,  M.D.,  F.A.P.A 
Medical  Director 


Elmcrest  accepts  Blue  Cross,  CHAMPUS, 
Medicare,  and  other  insurance  coverage. 


THE  TREATMENT  PROGRAM  INCLUDES: 

□ DIAGNOSTIC  SERVICES  AND  PSYCHOPHARMACOTHERAPY 

□ CRISIS  INTERVENTION  AND  EMERGENCY  SERVICES 

□ INDIVIDUAL,  GROUP,  AND  FAMILY  PSYCHOTHERAPY 

□ ADOLESCENT/SCHOOL  PSYCHOEDUCATIONAL  PROGRAM 

□ DRUG,  ALCOHOL,  AND  VOCATIONAL  REHABILITATION 

□ CREATIVE  THERAPIES  SERVICE  (Art,  Recreation,  Occupa- 
tional, Dance/Movement,  Horticulture) 

□ GERIATRIC  GUIDANCE  CENTER 

□ DAY  HOSPITAL 

ELMCREST  PSYCHIATRIC  INSTITUTE 

25  Marlborough  Street 
PORTLAND,  CONNECTICUT  06480 
Telephone  (203)  342-0480 


The  massive  publications  and  information  exchange 
program  of  AMA  and  other  medical  groups  ranging 
from  the  Journal  of  the  American  Medical  Association 
to  the  frequent  scientific  conferences  health  each  year; 
Support  of  public  health  through  legislative  and  regula- 
tory activities  in  areas  like  alcohol  and  drug  abuse,  food 
additives,  drunk  driving,  immunization,  cigarette  safe- 
ty and  smoking,  and  prescription  drug  abuse. 


Tighter  Rules  for  Pacemaker  Implants 

In  response  to  a Senate  investigation  last  year  that 
revealed  many  needless  implantations  of  pacemakers,  the 
Health  Care  Financing  Administration  has  announced  a 
clampdown  on  pacemaker  implantation  under  Medicare. 

Seven  conditions  are  now  considered  inappropriate  for 
implantation,  and  will  not  be  reimburseable: 

• syncope  of  undetermined  cause; 

• sinus  bradycardia  without  significant  symptoms; 

• sinoatrial  block  or  sinus  arrest  without  significant 
symptoms; 

• prolonged  R-R  intervals  with  atrial  fibrillation  or  with 
other  causes  of  transient  ventricular  pause; 

• bradycardia  during  sleep; 

• right  bundle  branch  block  with  left  axis  deviation  with- 
out syncope; 

• asymptomatic  second-degree  AV  block. 

As  techniques  in  cardiology  change,  judgements  about 
implantation  also  will  change,  HCFA  promises.  But 
physicians  warn  that  scrutiny  of  the  newer  and  most 
sophisticated  pacemakers  should  continue. 

“Of  course,  we  need  to  decide  when  to  appropriately 
implant  the  pacemaker.  But  we  should  also  decide  what 
type  of  pacemaker  we're  implanting.  Brand  new  mul- 
tiprogrammable  or  AV  sequential  pacemakers  can  cost 
between  $4,000  and  $5,000.  We  need  to  decide:  Do  all 
patients  need  these?  When  are  they  justified?”  says  Ho- 
ward S.  Friedman.  MD,  of  Brooklyn  Hospital. 


. . . and  for  Specimen  Testing 

Many  health  care  providers  are  inappropriately  sending 
specimens  to  the  Centers  for  Disease  Control  laboratories 
in  Atlanta,  GA.  because  this  testing  is  performed  free  of 
charge. 

CDC’s  program  is  intended  to  be  only  a backup  — or 
reference  — testing  service.  Yet  an  estimated  46%  of 
specimens  tested  at  CDC  should  have  been  tested  first  at 
state  or  commerical  facilities,  says  an  April  report  from 
the  U.S.  General  Accounting  Office.  This  cost  federal 
taxpayers  $1.9  million. 

An  estimated  13%  of  CDC  specimens  were  tested  with- 
out any  information  concerning  patient  condition  or  treat- 
ment. Thus,  CDC  testing  may  cause  more  elaborate  or 


less  precise  tests  to  be  performed  than  would  be  suggested 
by  the  pattit’s  signs  and  symptoms. 

The  General  Accounting  Office  has  recommended  to 
Health  and  Human  Services  Secretary  Margaret  Heckler 
that  the  CDC: 

• screen  out  all  diagnostic  tests  that  should  be  performed 
elsewhere; 

• not  accept  specimens  submitted  directly  from  private 
health  care  providers  unless  authorized  by  both  the 
CDC  and  laboratory; 

• and  charge  for  all  diagnostic  testing. 


Call  for  Constitutional  Amendment 
on  Abortion 

Legislation  that  leaves  regulation  of  abortion  up  to  each 
of  the  50  states  has  been  approved  by  the  Senate  Judiciary 
Committee,  but  its  future  on  the  Senate  floor  looks 
doubtful. 

SJ  Res.  3,  sponsored  by  Orrin  G.  Hatch  (R-UT),  says 
simply  that  “a  rights  to  an  abortion  is  not  secured  by  the 
Constitution.”  It  would  overturn  the  Supreme  Court's 
Roe  v.  Wade  decision  and  return  abortion  law  to  its 
pre-1973  status  when  each  state  had  its  own  abortion 
statute. 

The  amendment  is  the  first  sentence  of  a 1983  Hatch 
proposal  that  never  reached  the  Senate  floor.  But  this 
year.  Hatch  has  been  promised  a floor  debate  sometime 
during  the  next  two  months. 

Hatch  believes  the  “states  right”  issue  will  be  warmly 
welcomed  in  the  Senate,  but  anti-abortion  groups  may 
prove  to  be  his  strongest  opponents;  they  believe  only  an 
all-out  ban  on  abortions  is  acceptable. 

The  close  vote  in  the  committee  — 9 to  9 — also  make 
its  chances  look  slim  on  the  Senate  floor.  Furthermore, 
the  amendment  must  be  approved  by  two-thirds  of  the 
members  of  the  Senate  and  House  and  ratified  by  three- 
fourths  of  the  states. 

The  vote  pleased  pro-abortion  opponents  to  the  amend- 
ment, who  recognize  it  as  a turn-around  from  the  10-7 
committee  vote  on  last  year’s  Hatch  amendment.  Two 
Senators  — Joseph  R.  Biden,  Jr.,  (D-DE)  and  Alan  K. 
Simpson  (R-WY)  — changed  their  votes. 

The  American  Medical  Association  opposes  the 
amendment,  believing  that  it  could  deny  a medically 
necessary  procedure.  If  the  legislation  is  adopted,  it  could 
pave  the  way  for  a “national  policy”  that  gives  the  fetus 
the  legal  status  of  a person,  AMA  said  in  a recent  state- 
ment to  Senator  Hatch.  It  is  improper  to  have  a medical 
procedure  singled  out  for  banning  or  restriction,  the  Asso- 
ciation said. 
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DANIEL  W.  DOCTOR,  M.D. 


Born:  New  York  City,  November  21,  1927 

Education: 

New  York  University,  B.A.,  M.S.,  1948 
New  York  Medical  College,  M.D.,  1952 
Internship,  University  of  Chicago,  1952-1953 

New  York  University  Post  Graduate  Medical  School  ( Ophthalmology),  1952-1954 
Resident  in  Ophthalmology,  Manhattan  Eye,  Ear  and  Throat  Hospital,  1954-1956 
Lillia  Babbit  Hyde  Fellowship  (Cornea),  1956-1958 
Practice: 

Attending  Staff,  Manhattan  Eye,  Ear  and  Throat  Hospital,  1956-1979 
Assistant  Director,  Corneal  Clinic,  1956-1967 
Chief,  Ocular  Motility  Clinic,  1968-1975 
Senior  Attending  Surgeon,  Cataract  Clinic,  1976-1979 
Senior  Attending  Surgeon,  Manhattan  Eye,  Ear  and  Throat,  1970  to  present 
Senior  Attending  Surgeon,  Norwalk  Hospital,  1970-1979 
Chief,  Section  of  Ophthalmology,  Norwalk  Hospital,  1974-1979  and  1982 
to  present 

Certification: 

Diplomate,  American  Board  of  Ophthalmology 
Associate  Examiner,  American  Board  of  Ophthalmology 

Professional  Associations: 

Fellow,  American  College  of  Surgeons 
Fellow,  International  College  of  Surgeons 

Connecticut  State  Regent,  International  College  of  Surgeons,  1965-1967 
Member,  American  Medical  Association 
Associate  Member,  New  York  County  Medical  Association 
Member,  Connecticut  State  Medical  Society 
Member,  Fairfield  County  Medical  Association 
President,  Fairfield  County  Medical  Association,  1978-1979 
Member,  Board  of  Trustees,  Fairfield  County  Medical  Association,  1979 
Chairman,  Board  of  Censors,  1978-1979 
Chairman,  Long  Range  Planning,  1978-1980 
Chairman,  Fairfield  County  Legislative  Committee,  1983 
Publications: 

Use  of  Neosporin  in  Donor  Eyes,  Doctor,  D.W.,  Hughes,  P.,  American  Journal 
of  Ophthalmology,  1959 

Air  Injection  in  Corneal  Transplantation,  Doctor,  D.W.,  American  Journal  of 
Ophthalmology,  1960 

Effect  of  Beta  Radiation  on  the  Angle  of  the  Rabbit  Eye,  Doctor,  D.W.,  Almeda 
E.,  American  Journal  of  Ophthalmology,  1961 
Endothelial  Studies  in  Fuchs  Dystrophy,  Doctor,  D.W.,  Traynor,  E.,  American 
Journal  of  Ophthalmology,  1962 
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The  President’s  Page 

Limiting  the  Limited  Practitioner 


The  role  of  the  physician  as  a health  care  provider  has  only  recently  undergone  a 
significant  transformation.  In  our  state,  the  Connecticut  State  Legislature  grants  licenses 
to  practice  medicine.  In  its  wisdom,  it  specifies  in  no  uncertain  terms  what  the  require- 
ments are  for  obtaining  such  a license.  Although  it  is  self  evident  to  our  colleagues,  let 
me  remind  those  consumers  of  health  care  that  aside  from  four  years  of  college,  four 
years  of  medical  school,  and  four  years  of  post  graduate  residency  training  necessary,  of 
the  thousands  of  students  called  to  the  profession  only  a select,  intellectual  few  are  chosen. 

Pursuant  to  current  legislative  policy,  the  physician  must  now  allow  a new  breed  of 
medical  practitioner,  namely  the  limited  practitioner  such  as  chiropractor,  optometrist, 
podiatrist,  acupuncturist,  nutritionist,  orthomolecular  therapist,  and  others,  to  join  them. 
These  limited  practitioners  have  the  same  right  to  assume  primary  responsibility  for 
delivering  health  care  to  patients.  They  have  the  license  to  practice  medicine  while  cir- 
cumventing the  rigorous  requirements  that  this  same  legislature  has  formerly  required 
of  physicians.  This  indiscriminate  granting  of  medical  licensure  to  people  who  not  only 
lack  the  educational  background  but  who  in  many  instances  also  lack  the  intellectual 
ability  to  execute  this  responsibility,  dilutes  the  excellence  of  medicine  practiced  in  our 
state  and  lessens  the  quality  of  health  care  delivered  to  its  citizens. 

The  limited  practitioner  may  still  provide  a legitimate  service  to  the  health  care  con- 
sumer by  helping  to  decrease  medical  costs  and  by  expanding  the  availability  of  medical 
care.  However,  this  service  should  be  strictly  supervised  by  a duly  licensed  physician  in 
order  to  ensure  the  patient's  proper,  responsible  treatment. 

Such  restructuring  is  certainly  not  unrealistic  to  the  changing  times.  The  JCAH  has 
gone  so  far  as  to  recommend  that  the  accredited  hospitals  change  their  bylaws.  Organized 
staffs  have  replaced  medical  staffs  thereby  granting  staff  privileges  to  the  limited  practi- 
tioner who  has  a state  license  to  provide  health  care.  It  is  not  difficult  to  foresee  the  far 
reaching  effects  of  such  a change  in  hospital  staff  bylaws.  Physicians  have  been  advised 
that  it  was  a threat  of  legal  action  on  the  part  of  some  limited  practitioners  and  the  sub- 
sequent possibility  of  financial  obligation  that  forced  the  JCAH  to  initiate  this  change. 
However,  the  bylaw  change  is  merely  a capitulation  to  intimidation  and  threat.  A more 
effective  solution  would  be  to  seek  legislative  redress.  It  is  to  this  issue  that  our  Society 
should  give  its  highest  priority,  that  is,  to  reestablish  the  role  of  the  physician  as  the  sole 
responsible  person  for  the  delivery  of  health  care.  The  citizens  of  our  state,  given  the 
above  information,  would  settle  for  nothing  less. 

The  year  1 983-1984  will  be  a challenging  one  for  medicine.  Block  Grants,  Peer  Re- 
view Improvement  Act,  and  Prospective  Rate  Setting  are  but  a few  of  the  new  issues 
physicians  will  be  dealing  with  in  the  coming  months.  The  Society  has  in  fact  already 
begun  to  address  some  of  them. 

I welcome  the  opportunity  to  serve  as  your  President  for  the  coming  year  and  hope 
that  together  we  will  continue  to  uphold  the  traditions  of  providing  quality  medical  care 
at  a reasonable  cost  to  all  of  our  patients. 

Daniel  W.  Doctor,  M.D. 

President 
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Reflections  from  the  Dean’s  Office 

Excellence  Is  Expensive 


ROBERT  U.  MASSEY,  M.D. 


American  medical  colleges  are  embarked  on  an  am- 
bitious study  of  medical  education  in  response  to  a per- 
vasive notion  that  the  time  for  reform  has  come  again. 
The  title  of  the  project  seems  to  mean  business:  General 
Professional  Education  of  the  Physician  and  College 
Preparation  for  Medicine. 

Hearings  have  been  held  across  the  nation,  concluding 
with  the  schools  in  the  Northeast  in  New  York  in  May. 
At  that  session  presenters  from  25  universities  and  col- 
leges had  their  ten  minute  say  during  a daylong  ses- 
sion. 

Talking  about  education  and  meaning  to  do  something 
about  it  will  bring  about  change;  most  schools  will  take 
stock  and  do  some  things  differently;  large  undertakings 
of  this  kind  tend  to  relax  opposition  to  change.  But  change 
in  university  education  is  more  than  a matter  of  taking 
thought;  society  too  must  change,  and  the  pressure  to 
change  must  come  mostly  from  outside.  It  is  not  only  the 
medical  schools  which  we  are  worried  about.  The  title 
of  the  project  includes  college  preparation  for  medicine. 

The  recent  report,  “A  Nation  at  Risk,”  from  the  Na- 
tional Commission  on  Excellence  in  Education  implies  that 
the  nation  already  senses  these  outside  pressures  and  now 
must  deal  with  them.  Historically  outside  pressures  have 
been  economic  and  military;  those  squeezing  us  now  are 
no  exception.  Historically  nations  and  civilizations,  par- 
ticularly older  ones,  have  adapted  badly  to  outside 
pressures;  only  a few  have  grown  greater  under  pressure: 
these  are  the  ones  who  have  carried  our  patrimony. 

What  we  do  about  our  schools  may  be  a clue  to  the  out- 
come. The  nations  that  have  moved  ahead  most  rapidly 
in  the  past  century  or  two  are  those  that  have  invested 
the  most  in  education.  The  cultures  that  have  survived 
have  valued  learning  above  all  else.  The  reform  of 
teaching  is  less  important  than  the  reform  of  fiscal  policy. 
As  physicians  and  biomedical  scientists,  we  know  that 
good  medical  care  and  good  research  cost  money.  Good 
education  costs  even  more. 

It  is  reassuring  that  the  report  of  the  National  Commis- 
sion sees  education  as  more  than  merely  the  training  of 
young  men  and  women  to  make  their  way  in  a competitive 


ROBERT  U.  MASSEY,  M.D.,  Professor  and  Dean,  School  of 
Medicine,  University  of  Connecticut  Health  Center,  Farmington. 


and  technical  world;  it  refers  to  education  as  undergirding 
“American  prosperity,  security,  and  civility.” 

The  last  may  be  the  most  important;  without  it  prosperi- 
ty and  security  are  mere  means  turned  into  worthless  ends. 
It  is,  after  all,  civility  that  civilization  is  all  about. 

Reform  in  medical  education,  like  reform  in  education 
generally,  is  not  difficult  to  plan.  The  way  is  not  hidden, 
nor  are  the  methods  obscure.  The  difficulty  is  that  ex- 
ecution will  require  more  of  the  national  treasure  than  we 
have  been  willing  to  direct  to  it.  Medical  education  is  in- 
creasingly dependent  upon  student  tuition,  faculty  prac- 
tice plans,  and  indirectly  upon  research  funds,  rather  than 
upon  resources  provided  specifically  by  the  state  or  by 
donors  for  education.  Medical  schools  have  faced  this  pro- 
blem before  and  will  manage;  more  serious  is  the  matter 
of  support  for  teaching  in  the  primary  and  secondary 
schools,  and  in  the  undergraduate  colleges  and  univer- 
sities. If  all  of  our  best  and  brightest  teachers  are  drawn 
away  into  industry  and  the  more  lucrative  professions, 
where  will  the  next  generation  of  teachers  come  from? 
Devotion  and  love  of  teaching  are  not  enough.  We  must 
start  by  deciding  that  educational  reform  will  cost  more 
than  we  have  ever  before  been  willing  to  pay. 
Democracies  historically  have  been  suspicious  of  educa- 
tion, fearing  the  creation  of  an  elitist  class.  That  difficul- 
ty is  not  easily  removed. 

“Education  is  a proud  tower  that  everyone  should  be 
free  to  climb;  but  the  climber  should  be  able  to  halt 
at  any  stage  without  loss  of  dignity,  without  stigma, 
without  shame.  Standards,  therefore,  should  not  be 
lowered  so  as  to  put  their  achievement  within  the  reach 
of  all.”  1 

The  outside  pressures  compelling  change  may  be 
serious;  we  are  too  close  to  them  to  tell,  and  popguns  have 
been  confused  with  cannons  before.  But  most  of  us  sense 
that  something  has  gone  wrong  in  our  schools,  and  we 
have  good  evidence  that  no  society  can  long  sustain  its 
“prosperity,  security,  and  civility”  without  giving  more 
concern  to  the  education  of  its  next  generation  than  it  is 
prepared  to  give  to  anything  else.  To  paraphrase  Goethe, 
our  best  efforts  will  barely  be  good  enough. 

REFERENCES 

1.  Royster  V:  Watching  the  Pendulum  in  Education,  The  American 
Scholar.  Vol  52,  No  2:  193-204.  1983. 
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Why  do  more  than  2,700  Connecticut  physicians 
participate  in  the  Century  Plan? 


They  looked  at  the  facts. 


And  they  liked  what  they  saw. 

They  liked  the  new  procedure  for  determining 
Century  Plan  provider  allowances.  Plus  the  fact 
that  allowances  are  now  reviewed  annually. 

They  also  appreciated  the  convenience  of 
Blue  Cross  & Blue  Shield’s  policy  of  direct  pay- 
ment for  covered  services  to  Century  Plan  partici- 
pating providers  — a feature  not  readily  available 
in  other  health  coverage  plans. 

The  fact  that  Blue  Cross  & Blue  Shield 
finances  the  health  care  of  over  half  the  population 
of  Connecticut  really  impressed  them.  They  rec- 


ognized this  is  especially  significant  during  a tight 
economy  when  cost-conscious  subscribers  tend 
to  select  participating  providers. 

Why  do  more  than  2,700  Connecticut  physi- 
cians* participate  in  the  Century  Plan?  They  liked 
what  they  saw. 

Blue  Cross 
Blue  Shield 

of  Connecticut 

The  Century  Plan  — nothing  covers  better. 


The  Resident’s  Page 


Spring  and  Trauma 


There  are  many  harbingers  of  spring,  but  one  of  the  saddest  is  the  rash  of  motorcycle 
fatalities  that  begins  anew  every  year  in  Connecticut. 

As  predictable  as  robins,  cyclists  are  on  the  road  as  soon  as  the  snow  clears  and  in- 
crease steadily  as  the  weather  warms  up.  All  too  many  of  this  growing  crowd  are  helmetless 
and  unprotected.  It  is  time,  now,  to  mandate  protection  for  all  riders. 

While  it  may  not  be  the  duty  of  the  state  to  require  the  protection  of  its  citizens,  it  is 
the  rightful  domain  of  government  regulation  to  protect  the  common  interest.  When  a motor- 
cyclist rides  off,  bareheaded,  it  is  literally  more  than  just  his  own  head  he  is  risking. 

Each  person  who  suffers  a major  head  injury  for  want  of  a helmet  places  a tremendous 
drain  on  the  overall  supply  of  all  the  essentials  of  medical  care.  Intensive  care  beds,  CAT 
scanners,  and  physician  and  nursing  time  are  all  in  short  supply;  to  devote  them  to  needless 
injuries  is  a tragic  waste.  Major  brain,  open  heart,  and  cancer  surgery  is  often  delayed 
or  even  cancelled  due  to  the  urgent  needs  of  the  traumatically  injured.  Farther  along,  in- 
tensive rehabilitation  and  lifelong  therapy  are  a continuing  drain  on  desperately  over- 
burdened facilities. 

Wearing  a helmet  is  not  a panacea.  There  are  many  ways  to  improve  the  care  and  outlook 
of  the  injured  patient.  Clearly,  other  preventive  measures  need  to  be  addressed  as  well: 
wearing  seatbelts  and  eliminating  drunk  driving  would  be  health  milestones  on  a par  with 
discovery  of  antibiotics  and  curing  cancer.  Clearly,  mandatory  head  protection  for  all  motor- 
cyclists is  only  a part,  but  a clear,  rational  and  necessary  step  in  improving  life  and  health 
for  all  our  patients. 

Probably  the  supreme  irony  of  all  time  is  the  annual  cyclists’  rally  to  celebrate  the  helmet 
law  repeal.  Each  spring,  hundreds  of  motorcyclists  gather  to  commemorate  their  “freedom” 
at  the  graveside  of  the  leading  enthusiast  of  helmet  repeal,  killed  on  a motorcycle. 

As  Dr.  Trunkey  pointed  out  in  his  presidential  address  to  the  Society  of  University 
Surgeons,  trauma  costs  humanity  more  useful  productive  years  of  life  than  cancer  and 
heart  disease  combined,  yet  traumatic  injuries  and  deaths  are  uniquely  subject  to  prevention. 

Motorcycle  helmet  laws  are  perhaps  the  clearest  example  of  this.  They  are  a lifesaving 
measure  of  proven  effectiveness,  minimal  cost  and  easy  enforceability.  We  all  ought  to 
urge  our  representatives  to  take  this  simple  straightforward  step  to  protect  and  improve 
the  health  of  our  patients. 

Lee  Morisy,  M.D.,  President 
CSMS  Postgraduate  Physicians  Section 
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The  AMA  Announces... 

20  NE  W PATIENT 

MEDICATION 
INSTRUCTION  SHEETS 


Now  there  are  40  PMIs  available  to  help 
your  patients  understand  more  about 
the  drugs  you  prescribe  for  them. 


THE  AMA  PATIENT  MEDICATION 
INSTRUCTION  PROGRAM 

Benefits  both  you  and  your  patients. 

Join  the  thousands  of  doctors  nationwide  who 
contribute  to  better  patient  education  by  dis- 
tributing Patient  Medication  Instruction  sheets. 
Providing  this  service  requires  little  time  or  effort, 
yet  may  significantly  strengthen  your  profes- 
sional relationship  with  your  patients,  enhance 
patient  compliance  in  the  use  of  drugs,  and 
decrease  adverse  reactions. 

Simplified  drug  information. 

PMIs  contain  easily  understood  language  and 
include  only  commonly  accepted,  scientific 
statements  on  drugs.  To  minimize  the  risk  of 
alarming  patients  with  an  "overload"  of  infor- 
mation, PMIs  do  not  list  all  reported  rare 
adverse  reactions. 

PMIs  are  available  in  pads  of  100  and  are 
designed  to  be  distributed  at  the  time  the 
prescription  is  written. 

Order  your  PMIs  today!  Remember... 

You  pay  only  postage  and  handling. 


ORDER  FORM 

PMI  Order  Dept. 

American  Medical  Association 
P.O  Box  52 

Rolling  Meadows,  IL  60008 


PMI  pads  are  provided  to  you  by  the  American 
Medical  Association  To  defray  the  cost  of 
oostage  and  handling,  a charge  of  $.50  per 
oad  has  been  established 

Minimum  order  is  ten  pads  ( 1 00  PMIs  per  pad) 


Mame 


Q 


4ddress 


City 


State Zip 

Occupation  (check  one); 

1 O Physician 

2 □ Pharmacist 

3 D Dentist 

4 □ Other 


Vour  check,  payable  to  the  AMA,  must 
accompany  order  Please  allow  three  weeks 
for  delivery 


Please  send  me  PMIs  in  the  following  quantities; 


Number 
of  Pads 


PMI  Number  and  Title 

001  Furosemide 

002  Thiazide  Diuretics 

003  Penicillins — Oral 

004  Beta-Blockers 

005  Digitalis  Medicines 

006  Coumarin-Type 
Anticoagulants 

007  Oral  Antidiabetic  Medicine 

008  Tetracyclines 

009  Cephalosporins  — Oral 

010  Erythromycin 

0 1 1 Nonsteroidal  Anti- 
Inflammatory  Drugs 

012  Benzodiazepines 

013  Nitroglycerin  Sublingual 
Tablets 

014  Methyldopa 

015  Insulin 

016  Corticosteroids  — Oral 

017  Cimetidine 

018  Belladonna  Alkaloids  and 
Barbiturates 

019  Phenytoin 

020  Sulfonamides 


NEW  PMIs  Now  Available 


021 

022 

023 

024 

025 

026 

027 

028 


Lithium 
Haloperidol 
Hydralazine 
Guanethidine 
Valproic  Acid 
Ethosuximide 
Allopurinol 
Oral  Xanthine 


Derivatives 


029  Thyroid  Replacement 

030  Metronidazole 

031  Oral  Clindamycin/Lincomycin 

032  Oral  Chloramphenicol 

033  Levodopa/Carbidopa  and 
Levodopa 

034  Ergot  Derivatives 

035  Indomethacin 

036  Phenylbutazone/ 
Oxyphenbutazone 

037  Quinidine/Procainamide 

038  Iron  Supplements 

039  Verapamil 

040  Nifedipine 


Total  number  of  pads 

x$  50 per  pacj  fQr  postage  and  handling 

$ SUBTOTAL 

$ Residents  of  IL  and  NY,  please  add 

appropriate  sales  tax  to  SUBTOTAL. 
$ TOTAL  PAYMENT  (CHECK  ENCLOSED) 


FROM  THE  EXECUTIVE  DIRECTOR’S  OFFICE 

160  St.  Ronan  Street,  New  Haven,  Conn.  0651!  Telephone  865-0587 

Timothy  B Norbeck,  Executive  Director 
Josephine  P Lindquist.  Associate  Executive  Director 

Francis  G.  Sweeney  Robert  J.  Brunell  Richard  I Florentine 

Assistant  Executive  Director  Assistant  Executive  Director  Coordinator 

Public  Affairs  Scientific  Activities  Special  Services 


Council  Meeting 

Wednesday,  April  27,  1983 

Attendance 

Present  were:  Drs.  Parrella,  Doctor,  Whalen,  Jr.,  Zlot- 
sky,  Mendillo,  Canzonetti,  Hess,  Friedberg,  Van  Syckle, 
Abbot,  Petrie,  James,  Kaess,  Eslami,  Villa,  Hayes, 
Sullivan,  Jr.,  Reyelt,  Jr.,  Sweet,  Czarsty,  Bobruff, 
Sharon,  Waldron  and  Dean  Massey. 

Also  present:  Mr.  Norbeck,  Mrs.  Lindquist,  Mr. 
Brunell,  Mr.  Fiorentino,  Mrs.  Sandler  (President,  Aux- 
iliary) and  Dr.  Hinz  (UConn  Health  Center). 

Absent  were:  Drs.  Sadowski,  Hecklau,  Orphanos, 
Rubinow,  Concannon,  Barrett,  Ragusa,  Ahrens,  Beck, 
McDonnell  and  Fabro. 

Opening  Remarks 

Prior  to  the  official  opening  of  the  meeting  of  the  Coun- 
cil, Chairman  Guy  W.  Van  Syckle  thanked  Dean  Massey 
and  Dr.  Hinz  for  their  gracious  invitation  and  hospitality 
in  hosting  the  meeting  at  the  UConn  Health  Center. 

Report  from  Physicians  Serving  on  State 
and  Federal  Agencies 

Dr.  Hess  reported  that  the  Health  Systems  Agency  of 
South  Central  Connecticut,  in  Woodbridge,  has  estab- 
lished a task  force  which  will  be  seeking  monies  from 
foundations  to  augment  their  regular  funding  from  HHS. 
He  also  noted  that  the  HSA  had  completed  its  review  of 
Skilled  Nursing  Facilities  (SNF)  beds  in  its  area.  The 
study  had  three  main  conclusions:  (1)  that  20%  of  the  beds 
were  being  utilized  “inappropriately,”  (2)  that  additional 
mental  health  beds  be  made  available,  and  (3)  Home 
Health  Care  is  a good  supplement,  but  has  not  yet  prov- 
en to  be  cost-effective. 

Dr.  Eslami  reviewed  the  current  activities  of  the 
Statewide  Health  Coordinating  Council  (SHCC)  noting 
that  they  had  completed  and  adopted  an  HMO  Study 
Group  Report.  In  other  activity,  the  SHCC  accepted  for 
public  comment  process  a policy  “Long  Term  Care  Bed 
Need,”  and  tabled  another  on  “Construction  of  New  Am- 
bulatory Surgery  Facilities.”  He  also  noted  that  the  SHCC 
was  supportive  of  the  Certificate-of-Need  legislation 
covering  a physician’s  office  and  discussed  the  issue  at 
length. 

Mr.  Fiorentino  summarized  his  state  and  federal  report 
and  mentioned  that  the  SHCC  had  announced  at  its  April 
meeting  that  reauthorization  legislation  for  HSAs  and 


SHPDAs  would  be  authored  in  Washington,  D.C.  in  late 
April  and  that  a positive  vote  is  expected  in  May.  Fund- 
ing for  the  health  planning  program  is  expected  to  be  in- 
creased for  FY84. 

Report  of  the  President 

President  Gioacchino  S.  Parrella,  M.D.,  reminded 
Council  members  of  the  House  of  Delegates  meeting  on 
Wednesday,  May  25,  1983,  at  the  Parkview  Hilton  Hotel 
in  Hartford.  He  mentioned  that  in  a change  of  format, 
the  inauguration  of  the  President  would  be  held  in  the 
House  of  Delegates  late  in  the  afternoon  followed  by  a 
reception  in  lieu  of  the  past  traditional  dinner. 

Dr.  Parrella  also  reported  that  a May  18  luncheon  would 
be  held  with  Mr.  John  Driscoll,  President  of  the  state 
AFL-CIO.  Mr.  Driscoll  had  requested  the  meeting  in 
order  to  discuss  health  insurance  for  the  unemployed  and 
indigent.  The  President  of  CSMS  also  discussed  the  cer- 
tificate of  need  proposal  which  had  passed  the  CT  Senate 
and  would  require  physicians  to  obtain  permission  from 
the  Commission  on  Hospitals  and  Health  Care  to  purchase 
equipment  costing  $400,000  or  more.  The  House  of 
Representatives  in  Connecticut  was  due  to  take  a vote  on 
the  day  of  the  Council  meeting.  CSMS  staunchly  opposes 
such  legislation. 

Report  of  the  Task  Force  to  Develop  a 
Connecticut  Peer  Review  Organization 

Dr.  Canzonetti,  chairman  of  the  Task  Force,  briefly 
reviewed  the  chronology  of  the  CPRO.  He  indicated  that 
once  the  CPRO  was  incorporated  that  it  would  “spin-off’ 
and  become  an  independent  entity.  The  incorporation  of 
the  CPRO  has  been  put  “on-hold”  pending  the  vote  of  the 
House  of  Delegates  at  the  Annual  Meeting.  After  this 
presentation.  Dr.  Canzonetti  placed  the  proposed  CPRO 
Bylaws  on  the  table  for  discussion.  The  Council  approved 
of  the  following  revisions  to  the  proposed  CPRO  Bylaws 
and  instructed  staff  to  transmit  the  changes  back  to  the 
Task  Force  and  then  for  submission  to  the  House  of 
Delegates: 

1 . Sec . 2 . 1 - ELIGIBILITY  FOR  MEMBERSHIP  and  Sec . 
2.6—  Termination  of  Membership  are  in  conflict  and 
should  improve  by  delineation  within  the  bylaws  docu- 
ment of  such  requirements  with  none  to  be  added  by 
the  Board  at  a later  time.  (Raymond  James,  M.D.,  p. 
1 & 3)  *Also  see  p.  18  B.  & C.  in  regard  to  same  ques- 
tion and  make  it  consistent. 
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2.  (1)  Sec.  A. 2— Number,  Qualifications,  Election  and 
Terms  of  Office  add  a labor  seat  — therefore  change 
number  to  thirty-two  (32)  on  Board  of  Directors. 

(2)  The  Connecticut  State  Medical  Society  shall  pro- 
vide a list  of  five  (5)  candidates  from  which  three  (3) 
shall  be  selected  by  the  corporation’s  Nominating  Com- 
mittee. (Drs.  Abbot,  Bobruff,  Eslami  and  James,  p.  6). 

3. (1)  Add  labor  seat  to  category  and  change  all  references 
of  12  other  members  of  board  to  thirteen  (13)  (p.  7). 

4.  Article  VII-CONFLICTS  OF  INTEREST  p.  15.  “No 
physician  director  or  physician  committee”  change  to 
read  ‘No  member"  (Dr.  Abbot). 

5.  ARTICLE  XI -NOMINATING  COMMITTEE  (p.  17) 
A.l.  Change  to  read 

“A  list  of  five  (5)  physician  candidates  shall  be 
prepared  by  the  Connecticut  State  Medical  Socie- 
ty. From  the  list,  the  Nominating  Committee 
shall  appoint  three  (3)  physician  members. 

A. 2.  Four  regions  — spell  out  PSRO  areas  or  regions 
and  how  16  physician  candidates  get  elected. 
(Raymond  James  & M.  Eslami). 

A. 3.  Add  labor  representative 

Change  twelve  to  thirteen  members. 

6.  Bylaws  — Page  9 — “Certificate  of  Resignation”  should 
be  “Certificate  of  Registry.” 

7.  Eligibility  requirement  that  all  physicians  on  Board  be 
members  of  CSMS. 

8.  Be  specific  that  Medical  Director  by  a physician. 

Legislative  Update 

Isadore  H.  Friedberg,  M.D.,  Chairman  of  the  CSMS 
Committee  on  Legislation,  discussed  the  legislative  ac- 
tivities of  the  Society.  He  placed  particular  emphasis  on 
a certificate  of  need  proposal  which  had  passed  the  Senate 
and  was  to  be  acted  on  soon  by  the  House.  This  proposal 
would  require  physicians  to  secure  a certificate  of  need 
from  the  Commission  on  Hospitals  and  Health  Care  in 
order  to  purchase  medical  equipment  costing  $400,000 
or  more  or  to  make  a capital  expenditure  exceeding 
$600,000.  The  CSMS  vigorously  opposed  such  legisla- 
tion and  Dr.  Friedberg  praised  Drs.  Parrella,  Whalen, 
Kemler,  Alisberg  and  Frank  Sweeney  of  the  CSMS  staff 
for  their  efforts  on  the  certificate  of  need  bill  and  other 
pieces  of  legislation. 

Chairman  Friedberg  also  pointed  out  the  need  for 
greater  participation  of  physicians  in  the  legislative  pro- 
cess. He  will  address  the  Council  at  another  meeting  on 
ways  to  achieve  such  participation. 

Resolution  from  Committee  on 
Public  Health 

A resolution,  the  resolved  portion  of  which  reads,  “that 
the  CSMS  continue  to  foster  and  strengthen  the  linkage 
between  the  Public  Health  Committee  of  the  Society  and 
the  state  legislature,”  was  considered  by  the  Council.  After 
discussion,  it  was  VOTED  to  have  Thomas  Draper, 


M.D.,  Chairman  of  the  CSMS  Committee  on  Public 
Health,  appear  at  the  next  meeting  of  the  Council  and 
discuss  the  resolution. 

Communication  from  FCMA  RE:  Third 
Party  Payments 

The  Council  discussed  a communication  from  FCMA 
which  suggested  that  when  a fee  is  being  contested,  Con- 
necticut carriers  should  pay  a physician  what  the  carrier 
considers  is  his  or  her  usual  and  customary  fee,  and  then 
initiate  the  review  of  the  fee  through  appropriate  chan- 
nels. It  was  VOTED  to  refer  the  FCMA  letter  to  the 
CSMS  Committee  on  Third  Party  Payments  with  Coun- 
cil approval  for  such  a concept;  however,  the  Committee 
should  investigate  the  potential  problems  of  accepting 
token  payments. 

Commission  on  Hospitals  and 
Health  Care  (CHHC) 

The  Council  discussed  Mr.  Gardner  Wright’s  letters  as 
Chairman  of  the  Commission  on  Hospitals  and  Health 
Care,  requesting  a physician  to  serve  on  a Task  Force 
to  evaluate  the  impact  of  federal  changes  on  hospital 
budgets  caused  by  a change  in  the  Medicare  reimburse- 
ment policies.  Mr.  Wright  also  requested  an  advisory 
committee  of  8-10  physicians  with  a variety  of  specialties 
and  a cross-section  of  the  state  represented  to  discuss 
issues  of  mutual  concern. 

It  was  VOTED  to  implement  both  requests  but  to  in- 
clude a letter  from  the  President  pointing  out  the  difficult 
circumstances  which  exist  due  to  Mr.  Wright’s  attempt 
to  secure  certificate  of  need  legislation  for  physicians 
offices. 

It  was  also  VOTED  to  appoint  Kenneth  R.  Kaess, 
M.D.,  Watertown,  as  the  CSMS  representative  on  the 
Task  Force. 

It  was  further  VOTED  that  the  Chairman  of  the  Coun- 
cil through  CSMS  staff  solicit  names  from  the  counties, 
with  emphasis  on  geographical  and  specialty  represen- 
tatives, to  serve  on  the  Advisory  Committee. 

1983  Semi-Annual  Meeting 

It  was  agreed  to  have  the  meeting  on  November  17, 
1983,  either  at  the  Ramada  Inn  in  North  Haven  or  in  Fair- 
field  County  should  Fairfield  University  be  able  to  ac- 
commodate suitable  date. 

Family  Practice  Survey 

James  Walker,  M.D.,  addressed  the  Council  briefly  on 
the  follow-up  to  his  Primary  Care  Physician  Distribution 
Survey  of  1977.  The  survey  was  directed  to  2000  primary 
care  physicians  in  Connecticut  and  a 70%  return  is 
expected. 

Letters  from  Medical  Students  at 
UConn  and  Yale 

It  was  VOTED  to  receive  for  information  the  letters 
thanking  the  CSMS  for  financial  support  of  medical 
students  at  the  AMS  A meeting. 
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Anxious  patients 
improve  in  just 
a few  days 


And  what  is  more  reassuring 
to  an  excessively  anxious 
patient  than  medication  that 
promptly  starts  to  relieve  his 
discomforting  symptoms? 

Valium®  (diazepam/Roche) 
begins  working  within  30  to 
90  minutes.  Patients  continue 
to  improve  in  just  a few  days, 
and  relief  continues  through- 
out the  course  of  treatment. 

There  are  other  impor- 
tant benefits  with  Valium  as  well — along  with  its 
broad  clinical  range,  Valium  has  an  efficacy/safety 
profile  that  few,  if  any,  drugs  can  match.  This 
record  has  been  achieved  with  extensive  clinical 
experience,  undoubtedly  including  yours.  And, 
as  you  must  have  observed,  side  effects  more 
serious  than  drowsiness,  fatigue  or  ataxia  rarely 
occur  Nevertheless,  as  with  any  CNS-acting 
agent,  patients  should  be  cautioned  about  driv- 
ing, operating  hazardous  machinery  or  ingesting 
alcohol  or  other  CNS-depressant  drugs  while 
taking  Valium. 

Yet  another  benefit  Valium  affords  is  flexibility 


Available  in  2-mg,  5-mg  and 
10-mg  scored  tablets,  Valium 
enables  you  to  titrate  dosage 
to  individual  patient  needs. 
For  the  geriatric  patient, 
a starting  dosage  of  2 to 
2Vi  mg  once  or  twice  a day 
is  recommended.  And,  for 
patients  who  forget  or  skip 
medication,  you  can  prescribe 
Valrelease™  (diazepam/Roche) 
a a 15-mg  slow-release  capsules, 
knowing  that  Valrelease  will  assure  all  the  benefits 
of  Valium  3 mg  t.i.d.  with  the  convenience  of 
once-a-day  dosage. 

Discontinuation  of  Valium  (or  Valrelease) 
is  typically  as  smooth  as  its  start  in  short-term 
therapy  However,  Valium  and  Valrelease  should 
be  discontinued  gradually  after  more  extended 
treatment.  As  you  diminish  dosage,  the  built-in 
tapering  action  of  Valium  and  Valrelease  will 
help  avoid  rapidly  recurring  anxiety  symptoms 
and  symptoms  of  withdrawal,  and  will  help  ease 
the  patient’s  transition  to  independent  coping 
when  therapeutic  goals  have  been  achieved. 


...that’s  one  of 
the  unique  benefits  of 

Milium 

diazepam/Roche 


Copyright  ©1983  by  Roche  Products  Inc.  All  rights  reserved. 


For  a summary  of  product  information,  please  turn  the  page.  / ROCHE 


Valium®  (diazepam/Roche)®  Tablets 

Valrelease™  (diazepam/Roche)®  slow-release  Capsules 

Injectable  Valium®  (diazepam/Roche)  ® 


Before  prescribing,  please  consult  complete  product  information,  a summary 
of  which  follows: 


t 


I 

i 


Indications:  Management  of  anxiety  disorders,  or  short  term  relief  of  symptoms 
of  anxiety.  Anxiety  or  tension  associated  with  the  stress  of  everyday  life  usually 
does  not  require  treatment  with  an  anxiolytic.  Symptomatic  relief  of  acute  agita- 
tion, tremor,  impending  or  acute  delirium  tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal;  adjunctively  in:  relief  of  skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology;  spasticity  caused  by  upper  motor  neuron  disorders; 
athetosis;  stiff-man  syndrome  Oral  forms  may  be  used  adjunctively  in  convulsive 
disorders,  but  not  as  sole  therapy  Injectable  form  may  also  be  used  adjunctively 
in:  status  epilepticus;  severe  recurrent  seizures;  tetanus;  anxiety,  tension  or  acute 
stress  reactions  prior  to  endoscopic/surgical  procedures;  cardioversion. 

The  effectiveness  of  diazepam  in  long-term  use,  that  is,  more  than  4 months,  has 
not  been  assessed  by  systematic  clinical  studies.  The  physician  should  periodi- 
cally reassess  the  usefulness  of  the  drug  for  the  individual  patient. 
Contraindications:  Tablets  or  capsules  in  children  under  6 months  of  age, 
known  hypersensitivity;  acute  narrow  angle  glaucoma;  may  be  used  in  patients 
with  open  angle  glaucoma  who  are  receiving  appropriate  therapy. 

Warnings:  As  with  most  CNS-acting  drugs,  caution  against  hazardous  occupations 
requiring  complete  mental  alertness  (eg.,  operating  machinery,  driving).  With- 
drawal symptoms  similar  to  those  with  barbiturates  and  alcohol  have  been 
observed  with  abrupt  discontinuation,  usually  limited  to  extended  use  and 
excessive  doses.  Infrequently,  milder  withdrawal  symptoms  have  been  reported 
following  abrupt  discontinuation  of  benzodiazepines  after  continuous  use,  gen- 
erally at  higher  therapeutic  levels,  for  at  least  several  months.  After  extended 
therapy,  gradually  taper  dosage  Keep  addiction-prone  individuals  (drug  addicts 
or  alcoholics)  under  careful  surveillance  because  of  predisposition  to  habitua- 
tion/dependence 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  their  use  is  rarely  a matter  of 
urgency  and  because  of  increased  risk  of  congenital  malformations,  as 
suggested  in  several  studies.  Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to  discuss  therapy  if  they  intend  to 
or  do  become  pregnant. 

oral  Advise  patients  against  simultaneous  ingestion  of  alcohol  and  other  CNS 
depressants. 

Not  of  value  in  treatment  of  psychotic  patients;  should  not  be  employed  in  lieu 
of  appropriate  treatment.  When  using  oral  forms  adjunctively  in  convulsive  dis- 
orders, possibility  of  increase  in  frequency  and/or  severity  of  grand  mal  seizures 
may  require  increase  in  dosage  of  standard  anticonvulsant  medication;  abrupt 
withdrawal  in  such  cases  may  be  associated  with  temporary  increase  in  fre- 
quency and/or  severity  of  seizures. 

injectable  To  reduce  the  possibility  of  venous  thrombosis,  phlebitis,  local  irritation, 
swelling  and,  rarely,  vascular  impairment  when  used  I V inject  slowly,  taking  at 
least  one  minute  for  each  5 mg  (1  ml)  given,  do  not  use  small  veins,  i.e.,  dorsum 
of  hand  or  urist , use  extreme  care  to  cwoid  intra-arterial  administration  or 
extravasation  Do  not  mix  or  dilute  with  other  solutions  or  drugs  in  syringe  or 
infusion  flask  If  it  is  not  feasible  to  administer  Injectable  Valium  directly  IV,  it 
may  be  injected  slowly  through  the  infusion  tubing  as  close  as  possible  to  the 
vein  insertion 


Administer  with  extreme  care  to  elderly,  very  ill,  those  with  limited  pulmonary 
reserve  because  of  possibility  of  apnea  and/or  cardiac  arrest;  concomitant  use 
of  barbiturates,  alcohol  or  other  CNS  depressants  increases  depression  with 
increased  risk  of  apnea;  have  resuscitative  facilities  available.  WTien  used  with 
narcotic  analgesic  eliminate  or  reduce  narcotic  dosage  at  least  1/3,  administer  in 
small  increments.  Should  not  be  administered  to  patients  in  shock,  coma,  acute 
alcoholic  intoxication  with  depression  of  vital  signs 

Has  precipitated  tonic  status  epilepticus  in  patients  treated  for  petit  mal  status  or 
petit  mal  variant  status  Not  recommended  for  OB  use 

Efficacy/safety  not  established  in  neonates  (age  30  days  or  less);  prolonged  CNS 
depression  observed.  In  children,  give  slowly  (up  to  0.25  mg/kg  over  3 minutes) 
to  avoid  apnea  or  prolonged  somnolence;  can  be  repeated  after  15  to  30  min- 
utes If  no  relief  after  third  administration,  appropriate  adjunctive  therapy  is 
recommended. 


Precautions:  If  combined  with  other  psychotropics  or  anticonvulsants,  carefully 
consider  individual  pharmacologic  effects — particularly  with  known  compounds 
which  may  potentiate  action  of  diazepam,  i.e , phenothiazines,  narcotics,  barbitu- 
rates, MAO  inhibitors  and  antidepressants.  Protective  measures  indicated  in 
highly  anxious  patients  with  accompanying  depression  who  may  have  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  hepatic  function;  avoid  accu- 
mulation in  patients  with  compromised  kidney  function.  Limit  oral  dosage  to 
smallest  effective  amount  in  elderly  and  debilitated  to  preclude  ataxia  or  overse- 
dation (initially  2 to  214  mg  once  or  twice  daily,  increasing  gradually  as  needed 
and  tolerated). 

The  clearance  of  diazepam  and  certain  other  benzodiazepines  can  be  delayed  in 
association  with  Tagamet  (cimetidine)  administration  The  clinical  significance  of 
this  is  unclear. 

injectable  Although  prompdy  controlled,  seizures  may  return;  readminister  if 
necessary;  not  recommended  for  long-term  maintenance  therapy.  Laryngospasm/ 
increased  cough  reflex  are  possible  during  peroral  endoscopic  procedures;  use 
topical  anesthetic,  have  necessary  countermeasures  available  Hypotension  or 
muscular  weakness  possible,  particularly  when  used  with  narcotics,  barbiturates 
or  alcohol.  Use  lower  doses  (2  to  5 mg)  for  elderly/debilitated. 

Adverse  Reactions:  Side  effects  most  commonly  reported  were  drowsiness, 
fatigue,  ataxia.  Infrequently  encountered  were  confusion,  constipation,  depres- 
sion, diplopia,  dysarthria,  headache,  hypotension,  incontinence,  jaundice, 
changes  in  libido,  nausea,  changes  in  salivation,  skin  rash,  slurred  speech, 
tremor,  urinary  retention,  vertigo,  blurred  vision.  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucinations,  increased  muscle  spasticity, 


insomnia,  rage,  sleep  disturbances  and  stimulation  have  been  reported;  should 
these  occur,  discontinue  drug 

Because  of  isolated  reports  of  neutropenia  and  jaundice,  periodic  blood  counts, 
liver  function  tests  advisable  during  long-term  therapy.  Minor  changes  in  EEG 
patterns,  usually  low-voltage  fast  activity,  observed  in  patients  during  and  after 
diazepam  therapy  are  of  no  known  significance. 

INJECTABLE:  Venous  thrombosis/phlebitis  at  injection  site,  hypoactivity,  syncope, 
bradycardia,  cardiovascular  collapse,  nystagmus,  urticaria,  hiccups,  neutropenia. 
In  peroral  endoscopic  procedures,  coughing,  depressed  respiration,  dyspnea, 
hyperventilation,  laryngospasm/pain  in  throat  or  chest  have  been  reported. 
Dosage:  Individualize  for  maximum  beneficial  effect. 

oral  Adults:  Anxiety  disorders,  relief  of  symptoms  of  anxiety — Vfilium  (diaze- 
pam/Roche) tablets.  2 to  10  mg  b i d.  to  q.i.d ; or  1 or  2 Valrelease  capsules  (15  to 
30  mg)  daily.  Acute  alcohol  withdrawal — tablets.  10  mg  t i.d.  or  q.i.d.  in  first 
24  hours,  then  5 mg  t.i.d.  or  q.i.d.  as  needed;  or  2 capsules  (30  mg)  the  first 
24  hours,  then  1 capsule  (15  mg)  daily  as  needed  Adjunctively  in  skeletal  muscle 
spasm — tablets.  2 to  10  mg  t.i.d.  or  q.i.d.;  or  1 or  2 capsules  (15  to  30  mg)  once 
daily  Adjunctively  in  convulsive  disorders — tablets,  2 to  10  mg  b i d.  to  q.i.d.,  or 
1 or  2 capsules  (15  to  30  mg)  once  daily 

Geriatric  or  debilitated  patients  Tablets — 2 to  214  mg  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated  (see  Precautions)  Capsules — 1 capsule 
(15  mg)  daily  when  5 mg  oral  Nhlium  has  been  determined  as  the  optimal  daily 
dose. 

Children:  Tablets — 1 to  214  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  in  children  under  6 months).  Capsules — 1 capsule  (15  mg) 
daily  when  5 mg  oral  Valium  has  been  determined  as  the  optimal  daily  dose  (not 
for  use  in  children  under  6 months ) 

injectable:  Usual  initial  dose  in  older  children  and  adults  is  2 to  20  mg  I.M.  or  I.V, 
depending  on  indication  and  severity  Larger  doses  may  be  required  in  some 
conditions  (tetanus).  In  acute  conditions  injection  may  be  repeated  within 
1 hour,  although  interval  of  3 to  4 hours  is  usually  satisfactory  Lower  doses 
(usually  2 to  5 mg)  with  slow  dosage  increase  for  elderly  or  debilitated  patients 
and  when  sedative  drugs  are  added.  (See  VChmings  and  Adverse  Reactions.) 

For  dosages  in  infants  and  children  see  below;  have  resuscitative  facilities 
available. 

I.M.  use:  by  deep  injection  into  the  muscle 

I.V.  use:  inject  slowly  take  at  least  one  minute  for  each  5 mg  (1  ml)  given.  Do 
not  use  small  veins,  i.e.,  dorsum  of  hand  or  wrist.  Use  extreme  care  to  avoid 
intra-arterial  administration  or  extravasation  Do  not  mix  or  dilute  Valium 
with  other  solutions  or  drugs  in  syringe  or  infusion  flask  If  it  is  not  feasible 
to  administer  Valium  directly  I.V,  it  may  be  injected  slowly  through  the 
infusion  tubing  as  close  as  possible  to  the  lein  insertion 
Moderate  anxiety  disorders  and  symptoms  of  anxiety,  2 to  5 mg  I.M.  or  I.V,  and 
severe  anxiety  disorders  and  symptoms  of  anxiety,  5 to  10  mg  I.M.  or  I.V,  repeat 
in  3 to  4 hours  if  necessary;  acute  alcohol  withdrawal,  10  mg  I.M.  or  I.V  initially, 
then  5 to  10  mg  in  3 to  4 hours  if  necessary.  Muscle  spasm,  in  adults.  5 to  10  mg 
I.M.  or  IV  initially,  then  5 to  10  mg  in  3 to  4 hours  if  necessary  (tetanus  may 
require  larger  doses),  in  children  administer  IV.  slowly,  for  tetanus  in  infants 
over  30  days  of  age,  1 to  2 mg  I.M.  or  I.V,  repeat  every  3 to  4 hours  if  necessary; 
in  children  5 years  or  older.  5 to  10  mg  repeated  every  3 to  4 hours  as  needed. 
Respiratory  assistance  should  be  available 

Status  epilepticus,  severe  recurrent  convulsive  seizures  (I.V  route  preferred), 

5 to  10  mg  adult  dose  administered  slowly,  repeat  at  10-  to  15-minute  intervals  up 
to  30  mg  maximum.  Repeat  in  2 to  4 hours  if  necessary,  keeping  in  mind  possi- 
bility of  residual  active  metabolites.  Use  caution  in  presence  of  chronic  lung 
disease  or  unstable  cardiovascular  status.  Infants  (over  30  days)  and  children 
(under  5 years).  0.2  to  0.5  mg  slowly  every  2 to  5 min.,  up  to  5 mg  (I.V  pre- 
ferred). Children  5 years  plus.  1 mg  every  2 to  5 min  , up  to  10  mg  (slow  I.V 
preferred);  repeat  in  2 to  4 hours  if  needed.  EEG  monitoring  may  be  helpful 
In  endoscopic  procedures,  titrate  IV  dosage  to  desired  sedative  response,  gener- 
ally 10  mg  or  less  but  up  to  20  mg  (if  narcotics  are  omitted)  immediately  prior  to 
procedure;  if  I.V  cannot  be  used,  5 to  10  mg  I.M.  approximately  30  minutes  prior 
to  procedure.  As  preoperative  medication,  10  mg  I.M.;  in  cardioversion,  5 to 
15  mg  I V within  5 to  10  minutes  prior  to  procedure.  Once  acute  symptomatology 
has  been  properly  controlled  with  injectable  form,  patient  may  be  placed  on 
oral  form  if  further  treatment  is  required. 

Management  of  Overdosage:  Manifestations  include  somnolence,  confusion, 
coma,  diminished  reflexes.  Monitor  respiration,  pulse,  blood  pressure;  employ 
general  supportive  measures,  I V fluids,  adequate  airway.  Use  levarterenol  or 
metaraminol  for  hypotension.  Dialysis  is  of  limited  value. 

How  Supplied: 

oral  Valium  scored  tablets — 2 mg,  white,  5 mg,  yellow;  10  mg,  blue — bottles  of 
100  and  500;  Prescription  Paks  of  50,  available  in  trays  of  10;  Tel-E-Dose®  pack- 
ages of  100,  available  in  trays  of  4 reverse-numbered  boxes  of  25  and  in  boxes 
containing  10  strips  of  10. 

\hlrelease  (diazepam/Roche)  slow-release  capsules — 15  mg  (yellow  and  blue), 
bottles  of  100,  Prescription  Paks  of  30. 

injectable:  Ampuls,  2 ml,  boxes  of  10;  Vials,  10  ml,  boxes  of  1;  Tel-E-Ject®  (dis- 
posable syringes),  2 ml,  boxes  of  10.  Each  ml  contains  5 mg  diazepam,  com- 
pounded with  40%  propylene  glycol,  10%  ethyl  alcohol,  5%  sodium  benzoate 
and  benzoic  acid  as  buffers,  and  1.5%  benzyl  alcohol  as  preservative. 
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Life  Members 

It  was  VOTED  to  accept  for  information  the  following 
list  of  life  members: 

Alberto  M.  Barrera,  M.D.,  308  Main  St.,  Niantic 
(NL)  - 1/1/83 

Lawrence  Koleshko,  M.D.,  1022  Bunker  Hill  Ave., 
Waterbury  (NH)  - 1/1/83 

Abbott  A.  Newman,  M.D.,  2660  Main  St.,  Bridgeport 
(F)  - 1/1/83 

Jessamine  R.  Goerner,  M.D.,  404  Main  St., 
Watertown  (L)  - 1/1/83 

John  G.  DiFrancesco,  M.D.,  Box  214,  Candlewood 
Isle,  New  Fairfield  (F)  - 1/1/83 

Oliver  J.  Purnell,  M.D.,  1257  Hartford  Turnpike, 
Vernon  (T)  - 1/1/83 

Mervyn  H.  Little,  M.D.,  125  Summit  Street, 
Willimantic  (W)  - 1/1/83 

Olga  A.G.  Little,  M.D.,  125  Summit  Street, 
Willimantic  (W)  - 1/1/83 

Richard  A.  Loiacono,  M.D.,  61  Parkway  South,  New 
London  (NL)  - 1/1/83 


Miscellaneous 

FTC:  Guy  W.  Van  Syckle,  M.D.,  discussed  the  March 
15  letter  sent  by  the  AMA  to  physician  members  regard- 
ing the  FTC  complaint  against  medicine.  It  will  be  in- 
cluded in  his  report  to  the  House  of  Delegates. 

JCAH:  Frank  K.  Abbot,  M.D.,  mentioned  that  the 
AMA  Board  of  Trustees  confirmed  an  action  of  the  AMA 
Commissioners  to  the  JCAH  that  the  term  “Medical  Staff' 
be  continued  in  the  title  of  the  chapter  and  throughout  the 
manual . 

N.B.:  The  foregoing  is  a summary  of  the  proceedings  and 
actions  of  the  Council  on  April  27,  1983.  Detailed 
minutes  of  the  meetings  are  on  file  at  160  St.  Ronan 
Street,  New  Haven,  for  perusal  by  any  interested 
member  of  the  Society. 


NEW  MEMBERS 

(Continued  from  p.  368) 

WINDHAM  COUNTY 
Denis  R.  Baillargeon,  Putnam 
Herbert  E.  Gray,  III,  Willimantic 
Nenna  Singh,  Willimantic 


NEW  HAVEN  COUNTY 
Jeanne  A.  Audet,  Waterbury 
Alfredo  L.  Axtmayer,  Wallingford 
Ira  J.  Berg,  Woodbury 
Patricia  C.  Brines,  Milford 
Jan  K.  Brydon,  West  Haven 
Thomas  N.  Byrne,  Jr.,  New  Haven 
Dominick  A.  Curatola,  Hamden 
Joao  P.  de  Azevedo,  New  Haven 
Dilmer  L.  Diaz,  Ansonia 
William  Fischer,  Hamden 
Linda  J.  Gardiner,  New  Haven 
Kabul  S.  Garg,  New  Haven 
Mary  Elizabeth  Gillette,  New  Haven 
David  J.  Goodkind,  New  Haven 
Peter  H.  Haffner,  Hamden 
Kay  F.  Johnson,  New  Haven 
Gordon  I.  Kuster,  Derby 
Steven  B.  Lanse,  Waterbury 
William  A.  Lieber,  New  Haven 
David  A.  Lober,  New  Haven 
David  B.  London,  Madison 
Michael  A.  Luchini,  New  Haven 
Shirin  Mahooti,  Waterbury 
James  R.  Merikangas,  New  Haven 
Farshid  Mosavat,  Waterbury 
George  R.  Prioleau,  New  Haven 
Prakash  N.  Puranik,  Wallingford 
Norman  A.  Ravski,  New  Haven 
Richard  J.  Schulten,  New  Haven 
Alan  L.  Schwarz,  Meriden 
Timothy  L.  Sharpe,  Milford 
Gerald  M.  Vladimer,  New  Haven 
Elizabeth  A.  Wiesner,  Orange 
Harrison  F.  Wood,  Hamden 


FAIRFIELD  COUNTY 
Diane  N.  Allawi,  Stamford 
Rakesh  Anand,  Bridgeport 
Lorraine  L.  Braza,  Danbury 
Samuel  J.  Brodsky,  Stamford 
David  M.  Brody,  Norwalk 
Mitchell  H.  Driesman,  Fairfield 
Jeffrey  P.  Friedman,  Newtown 
William  J.  Giesen,  Darien 
Cheryl  V.  Hawkins,  Danbury 
Richard  Jankowski,  Danbury 
Maria  Khan,  Danbury 
Mark  J.  Kunkel,  Danbury 
Angelo  Mallozzi,  Stamford 
John  D.  Manning,  Bridgeport 
Frank  A.  Masino,  Stamford 
Charles  Miner,  III,  Darien 
Alicia  Perez,  Danbury 
Nicholas  V.  Polifroni,  Norwalk 
Arthur  W.  Stratton,  Jr.,  Bridgeport 
Peter  E.  Van  Dell,  Fairfield 
John  V.  Williams,  Fairfield 
Martin  H.  Williams,  Danbury 
Micheline  F.  Williams,  Danbury 
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CLASSIFIED 


NEW  YORK  FERTILITY 
RESEARCH  FOUNDATION,  INC. 

For  the  Investigation  of  Problems  of 
Human  Infertility 

The  Foundation  provides  a complete  diag- 
nostic and  consultation  service  for  infertile 
couples.  Investigations  are  conducted  bv  well- 
known  specialists  in  conjunction  with  consul- 
tants in  the  various  fields  of  medicine  related 
to  infertility. 

The  Foundation  is  supported  by  an  in-house 
modern  laboratory  equipped  to  do  most  tests 
required  for  diagnosis  and  treatment.  Litera- 
ture on  request. 

1430  Second  Avenue,  New  York,  N.Y.  10021 
Phone:  744-5500 


Your  Medical 
Education- 

may  lead  to  a career  choice  you  haven't  consid- 
ered— Insurance  Medicine. 

We  are  looking  for  an  M.D.  specialist  in  Internal 
Medicine  to  fill  this  salaried  position  evaluating 
medical/I labil ity  claims  and  life/health  applica- 
tions. Ability  to  train  non-medical  personnel  and 
negotiation  skills  necessary. 

Regular  hours  mean  time  for  you  to  pursue  other 
interests.  Excellent  living  conditions  and  recre- 
ational areas  nearby  our  suburban  Hartford 
location. 

We  are  a leading  provider  of  insurance  and  related 
financial  services. 

Please  send  C.V.  and  reply  to: 

Kenneth  C.  Carson  A-1 1 
Assistant  Director  of  Employment 
Connecticut  General  Life  Insurance  Company 
Hartford,  CT  06152 

Connecticut  General  Life  Insurance  Company 

a CIGNA  company 


CIGNA 


Equal  Opportunity  Employer  M/F/HC 


CLASSIFIED  ADVERTISING  RATES 

$40.00  for  25  words  or  less;  50  cents  for  each  additional 
word. 

$3.00  per  insertion  for  confidential  answers  sent  in  care  of 
CONNECTICUT  MEDICINE.  Payable  in  advance. 

No  agency  commission  on  classified  advertising. 

Closing  date:  Copy  must  be  received  by  the  first  day  of  month 
preceding  month  of  issue. 


MEDICAL  OFFICE  for  rent.  Woodland  Street,  Hartford,  CT.  1400 
sq.  ft.,  7 rooms,  2 lavs.,  ample  parking.  J.D  Brown,  44  Newell  Lane, 
Glastonbury,  CT  06033. 


OFFICE-BY  THE  HOUR  for  rent  Completely  equipped  including  x- 
ray,  lab.  PT;  Billing,  insurance  forms,  month-end  reports  optional. 
203-886-1448,  Norwich,  CT. 


AUTOMATED  AMES  PACER  and  thyrometer.  Good  condition.  Three 
years  old.  Call  248-8142. 


CORRECTION 

In  the  April  issue  of  Connecticut  Medicine,  the  illustrations.  Figures 
4 and  5,  were  inadvertently  reversed  in  the  article  “Coronary  Spasm: 
A Life  Threatening  Complication  of  Coronary  Bypass  Surgery"  by  J. 
Scott  Galle,  M.D.  and  Arthur  B Landry,  Jr.,  M.D. 


PRIMARY  CARE/EMERGENCY  MEDICINE 
physicians  needed  for 

FAIRFIELD.  CT.  WALK-IN 
MEDICAL  CARE  CENTER 


We  will  open  Spring-Summer  1983  and  operate 
9 AM  - 9 PM  seven  days  per  week 
Full  and  Part-time  positions  available 


Contact:  S.  Dieterich,  Medical  Director, 
15  School  St. 

East  Granby.  CT  06026 

Tel:  203-653-4526 
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PHYSICIAN  PLACEMENT  SERVICE 

The  Society  maintains  the  Physician  Placement  Service  as  a service  to  the  medical  profession  in  Connecticut. 
Opportunities  for  physicians  to  locate  in  Connecticut  will  be  published  as  space  permits  and  will  be  distributed 
to  physicians  making  inquiries  of  such  opportunities.  Information  should  be  sent  to  160  St.  Ronan  St.,  New 
Haven,  CT06511  (203-865-0587). 

Physicians  wishing  to  establish  practice  in  Connecticut  are  invited  to  submit  a resume  to  be  kept  on  file  with 
the  Society.  An  announcement  of  a physician’s  availability  will  be  published  in  two  issues  of  Connecticut 
Medicine  as  space  permits. 


MEDICAL  PRACTICE  WANTED 

A Board  Internist  is  seeking  to  buy  a general  Internal  Medicine  practice 
in  greater  Bridgeport  area.  Please  call  374-0588 


OPPORTUNITIES  FOR  PRACTICE 

Aetna  Life  & Casualty  has  an  immediate  opening  for  an  Associate 
Medical  Director  in  the  Claim  Department  of  the  Commercial  Insurance 
Division.  This  will  be  a challenging  opportunity  to  work  in  a Medical 
Department  involved  on  a national  level  with  malpractice,  product 
liability,  occupational  medicine,  workers’  compensation  and  No  Fault 
automobile  claims  analysis.  The  physician  will  assist  defense  attorneys 
and  coordinate  health  issues  programs  with  major  national  accounts.  The 
successful  candidate  will  have  board  eligibility  or  be  board  certified  in  a 
major  specialty.  Applicants  must  have  a minimum  of  five  years  clinical 
experience.  Prior  insurance  consulting  experience  desirable  Some 
travel  should  be  expected.  Salary  up  to  $60,000  plus  comprehensive 
benefits  package.  Send  replies  to  Maureen  Kolago,  Executive  Develop- 
ment. Aetna  Life  & Casualty,  450  Capitol  Ave.,  Hartford,  CT  06156. 
An  equal  opportunity/affirmative  action  employer. 


EMERGENCY  MEDICINE 

EMERGENCY  PHYSICIAN  — Full  time  position  available  at  modem 
226-bed  community  hospital  in  eastern  Connecticut;  40,000  visits 
yearly;  42-hour  work  week;  salary  negotiable.  Prefer  emergency  medi- 
cine, family  practice  training  or  experience  with  ACLS.  ATLS  certifica- 
tion Send  resume  to  Director  of  Personnel,  The  William  W Backus 
Hospital,  326  Washington  St.,  Norwich,  CT  06360. 

EMERGENCY  DEPARTMENT  PHYSICIAN,  Full  time  position  avail- 
able in  Fairfield  County,  CT.  Seeking  physician  interested  in  Emergen- 
cy Medicine  as  a career  to  join  established  staff  in  new,  modem  universi- 
ty affiliated  teaching  hospital  with  40,000  visits  per  year.  Salary  com- 
petitive. Excellent  benefit  package  including  liability  coverage.  Also 
interested  in  applicants  who  may  only  wish  to  work  night  shifts  Please 
submit  curriculum  vitae  to  ER/DVS,  CSMS,  160  St  Ronan  St.,  New 
Haven,  CT  065 1 1 

Full-time  position  available  in  modem,  well-equipped  emergency  room, 
73  bed  hospital  in  beautiful  northwestern  Connecticut.  Contact  Albert 
Ayers,  M.D  , Director  of  Emergency  Services,  Winsted  Memorial 
Hospital,  1 15  Spencer  St.,  Winsted,  CT  06098. 

Community  hospital  located  in  New  England  near  a major  metropolitan 
area  is  seeking  a board  eligible  or  certified  physician  to  become  Director 
of  the  Emergency  Department.  Prime  opportunity  to  join  medical  man- 
agement team  and  participate  in  delivering  high-quality  care.  Also 
involves  community  outreach  and  directing  staff.  Excellent  salary  and 
benefits  package.  Strict  confidentiality.  Contact:  Scott  A.  Farber,  (203) 
866-1144. 


Emergency  physician  to  join  full-time  group;  paramedic  program  in 
operation.  SendCV  to  Department  of  Emergency  Medicine,  Milford 
Hospital,  2047  Bridgeport  Ave.,  Milford,  CT  06460. 


GENERAL/FAMILY  PRACTICE 

GENERAL/FAMILY  PRACTITIONER  with  Connecticut  license 
needed  to  join  an  established  group  practice  in  Hamden  (New  Haven 
Area).  Excellent  income  opportunity  and  good  benefits  with  no  invest- 
ment required  Forty-hour  week.  Office  Practice  Call:  Mrs.  Sicilia 
203-787-7194. 

GROUP  PRACTICE 

Part-time  experienced  physician  needed  for  active  primary  medical 
care  center  in  Hamden,  hours  flexible,  phone  248-8142. 

300  Main  St.,  Bristol,  CT.  Health  care  group  re-organizing.  Seeking 
Opthalmologist  and  Neurologist  to  set  up  independent  practice  in  an 
established  health  care  facility.  Facility  is  group  owned  and  presently 
includes  Radiologists,  Pediatricians,  Surgeons,  Ear  Nose  and  Throat, 
Optometrists  and  a Clinical  Laboratory.  Contact:  Dr.  Herbert  Glass 
(203)  589-2112. 


INSTITUTIONAL  MEDICINE 
General  practitioner  wanted  as  full-time  Staff  Physician  for  450-bed 
multi-licensed,  JCAH  approved  geriatric  institution. Geriatric 
experience  preferred.  Will  work  standard  workweek,  rotation  with 
weekend  call.  Please  send  resume  with  salary  requirements  to: 
Director  of  Personnel,  Masonic  Home  and  Hospital,  P.O.Box  70, 
Wallingford,  CT  06492. 

Internist  for  hospital  ward  and  staff  duty  in  a State  Hospital  of  350 
beds  (300  Chronic  and  50  acute)  mainly  geriatric  patients. Hospital 
has  an  organized  Medical  Staff,  all  standard  services  and  is  JCAH 
approved.  Work  week  of  35  hours  (occasional  nights  and  week-end 
work  is  compensated)  with  liberal  State  fringe  benefits. Send  C.V.  to 
R.J.  Cavalieri,  M.D.,  Chief  of  Medicine,  Veterans  Home  and  Hospi- 
tal, 287  West  St.,  Rocky  Hill,  CT  06067. 


INTERNAL  MEDICINE 

CIGNA  Corporation  is  looking  for  a specialist  in  internal  medicine  to  fill 
a salaried  position  as  Assistant  Medical  Director,  evaluating  medical/ 
liability  claims  and  life/health  applications.  This  also  requires  the  ability 
to  train  non-medical  personnel  and  negotiation  skills.  C.V.  and  reply  to: 
Kenneth  C.  Carson,  A-l  1 . Assistant  Director  of  Employment,  CIGNA 
Corporation,  Hartford.  CT  06152. 

PHYSICIAN  WISHING  TO  LOCATE  IN  CONNECTICUT 
ANESTHESIOLOGY 

Oct.  '83.  Age  32.  Presently  in  practice.  FLEX.  AB  elig.  MD.  Auton- 
omous University  of  Guadalajara,  Mexico;  Int. , Nassau  County  Medical 
Center.  Prefers  solo  or  group  type  of  practice  in  a medium  to  large-sized 
community.  Contact,  Robert  Sackheim,  M.D.,  200  Carman  Ave..  2B, 
East  Meadow,  NY  1 1554. 

July  ’83.  Age  35.  Licensed  in  Connecticut.  AB  elig.  MD,  M P Shah 
Medical  College,  Jamnagar,  India;  Int.,  Booth  Memorial  Medical  Cen- 
ter, Flushing,  NY;  Res.  and  Fellowship,  Albert  Einstein  Medical  Cen- 
ter, Philadelphia,  PA.  Prefers  group  practice  in  a medium-sized  com- 
munity. Write,  Vithal  D.  Kardani.  M D . 408  Elkin  Residence,  5501  N 
1 1th  St.,  Philadelphia,  PA  19141. 
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EMERGENCY  MEDICINE 

May  '83.  Age  25.  Presently  in  practice.  Nat  l bds.  MD,  University  of 
Missouri-Kansas  city  Int..  University  of  Kansas  Medical  Center. 
Wishes  group  or  institutional  type  practice  in  medium  to  large-sized 
community.  Currently  practicing  in  St.  Louis,  MO  as  a full  time 
emergency  department  physician.  Write,  Denise  Lynn  Davis,  M.D  , 
6176  Pershing  Street.  St.  Louis,  MO  631 12. 


INTERNAL  MEDICINE 

July  "83.  Age  28.  Nat'l  bds.  AB  elig,  MD,  NY  Medical  College;  Int. 
and  Res..  University  of  California,  Irvine  Medical  Center.  Desires 
group  or  associate  type  practice  opportunity  within  90  minutes  of 
New  York  City.  Write,  Robert  Grossman,  M.D.,  929  Santa  Ana  St., 
Laguna  Beach,  CA  92651. 

CARDIOLOGY.  July  '83.  Age  30.  AB  cert.  (IM),  AB  elig.  (cardi- 
ology). MD,  University  of  the  West  Indies;  Int.  and  Res.,  College  of 
Medicine  & Dentistry  of  New  Jersey;  Fellowship,  Queens  Uni- 
versity-Kingston,  Ontario,  Canada.  Prefers  group  or  institutional 
type  practice  in  medium  to  large-sized  community.  Also  would  like 
to  practice  Cardiology  or  Cardiology/Internal  Medicine  with  Cath. 
facilities.  Echo,  etc.  Write,  Denis  McMillan,  M.D.,  #4B,244  Sir 
John  McDonald  Blvd.,  Kingston.  Ontario,  Canada  K7M  5W9. 

GASTROENTEROLOGY.  July  '83.  Age  27.  AB  elig.  MD,  SN 
Medical  College,  University  of  Rajasthan;  Int.,  Helene  Fuld  Medi- 
cal Center,  Trenton,  NJ;  Res.  and  Fellowship,  The  Brooklyn- 
Cumberland  Hospital.  Wishes  solo  or  group  type  practice  in  small  to 
medium-sized  community.  Write,  Kailash  C.  Singhvi,  M.D.,  240 
Willoughby  St.,  Apt.  10C,  Brooklyn,  NY  1 1201. 

July  '83.  Presently  in  practice.  Age  30.  Nat’l  bds.  AB  cert.  MD,  New 
York  University;  Int.  and  Res.,  Long  Island  Jewish  Hillside  Medi- 
cal Center,  Fellowship,  Georgetown  University  Hospital.  Wishes 
group,  associate  or  institutional  type  practice.  Has  two  years  of  post 
residency  training  in  primary  care  general  Internal  Medicine  in- 
volving clinical  research  and  teaching  activities.  Write,  David  M. 
Horowitz,  M.D.,  2201  42nd  St.,  N.W.,  Apt.  103,  Washington,  DC 
20007. 

CARDIOLOGY.  July  '83.  Age  30.  AB  cert.  MD,  Government 
Medical  College,  Bellary,  India;  Int.,  Res,  and  Fellowship,  Chicago 
Medical  School,  North  Chicago,  IL.  Prefers  Invasive  Cardiology. 
Desires  solo,  group  or  associate  type  practice  in  a medium  to  large- 
sized community.  Write,  Maturu  S.  Rao,  M.D..  9635  Brandy  Ct., 
#12,  Des  Plaines,  IL  60016. 

OBSTETRICS/GYNECOLOGY 

July  '83.  AB  elig.  Age  37.  MD,  Chonaam  University  Medical 
School;  Int.,  Lutheran  Medical  Center;  Res.,  Jersey  Shore  Medical 
Center.  Desires  solo,  group  or  associate  type  practice.  Write,  Ho 
Young  Kim.  M.D.,  1945  Corlies  Ave.,  Apt.  #3,  Neptune,  NJ 
07753. 

July  '83.  Age  35.  FLEX.  AB  elig.  MD,  University  of  Bologna, 
College  of  Medicine;  Int.,  Brooklyn  Jewish  Hospital  (Downstate); 
Res.,  Bronx  Lebanon  Hospital  (Einstein).  Interested  in  group  or 
associate  type  practice.  Has  experience  in  Gynecological  pathology, 
high-risk  pregnancies  and  accompaning  surgery.  Write,  Reuven 
Levy,  M.D.,  553  Churchill  Rd.,  Teaneck.  NJ  07666. 

July  '83.  Age  38.  AB  elig.  MD,  Korea  University;  Int.,  Little  Company 
of  Mary  Hospital;  Res.,  Brooklyn  Hospital.  Desires  solo,  group  or 
associate  type  practice.  Contact,  KyungS.  Cha,  M.D.,  240  Willoughby 
St.,  #6G,  Brooklyn,  NY  11021 

OPHTHALMOLOGY 

July  '83  Age  40.  FLEX.  AB  elig.  MD,  Liaquat-Medical  College, 
Pakistan;  Int  , Roger  Williams  General  Hospital,  Providence,  Rl;  Res., 
Howard  University  Hospital,  Washington,  DC;  Fellowship,  Downstate 
Medical  Center.  Brooklyn.  NY.  Write,  Tanq  Saeed,  M.D.,  6906 
Sprouse  Court.  Springfield,  VA  22153. 


Immediately  available.  Age  34.  Licensed  in  Connecticut.  Presently 
in  practice.  AB  elig.  MD,  McGill  University;  Int.,  Genesee  Hospital; 
Res.,  McGill  University.  Write,  CSMS,  Box  SPN/OPH. 

ORTHOPEDIC  SURGERY 

July  '83.  Age  32.  Nat’l  bds.  AB  elig.  MD,  Medical  College  of 
Wisconsin  (Marquette);  Int.,  County  General,  Milwaukee,  WS; 
Res.,  Mt.  Sinai  Medical  Center,  Cleveland.  Desires  medium  to 
large-sized  community  group  or  associate  type  practice.  Write, 
Jerrold  M.  Gorski,  M.D.,  P.O.  Box  489,  Gates  Mills,  OH  44040. 

PATHOLOGY 

Availability  immediate.  Age  41.  Licensed  in  Connecticut.  AB  cert. 
(Anatomic  and  Clinical  Pathology).  MD  and  Int.,  Jawaharlal  Insti- 
tute of  Postgraduate  Medical  Education  and  Research,  Pondicherry, 
India;  Res.,  State  University  of  New  York  at  Buffalo.  Wishes  group, 
associate  or  institutional  type  practice.  Write,  CSMS,  DN/PATH. 

Aug.  '83.  Age  33.  Presently  in  practice.  Nat'l  bds.  AB  cert.  MD, 
University  of  Utah;  Int.,  University  of  New  Mexico;  Res.,  Roger  Wil- 
liams General  Hospital,  Providence,  RI;  Fellowship,  Washington  Hos- 
pital Center,  Washington.  DC  and  Hartford  Hospital,  Hartford,  CT. 
Prefers  assoc,  or  institutional  type  practice  in  small  to  medium-sized 
community.  Also,  interested  in  general  surgical  pathology  and  cytology. 
Write,  Robert  S.  Grover,  M.D.,  229  N.  English,  Springfield,  IL  62704. 


PEDIATRICS 

July  '83.  Age  31.  FLEX.  AB  elig.  MD,  Autonomous  University  of 
Guadalajara;  Int.  and  Res.,  Brookdale  Hospital  Medical  Center. 
Has  a special  interest  in  Adolescent  Medicine.  Would  prefer  group 
or  associate  type  practice.  Write,  Harvey  Hirsch,  M.D.,  137-03 
70th  Road,  Flushing,  NY  1 1367. 

July  '83.  Presently  in  practice.  Age  34.  Nat’l  bds.  AB  elig.  MD, 
Cornell  Medical  College;  Int.  and  Res.,  Columbia  Presbyterian 
Medical  Center,  NY.  Looking  for  20-30  hours  a week  preferably  one 
hour  drive  from  Stamford.  Write.  Rosemary  Klenk,  M.D.,  120 
Carbrini  Blvd.,  #76,  New  York,  NY  10032. 

July  '83.  Presently  in  practice.  Age  28.  Nat'l  bds.  AB  elig.  MD, 
Albert  Einstein  College  of  Medicine.  NY:  Int.  and  Res..  Columbia 
Presbyterian  Medical  Center,  NY.  Looking  for  20- 30  hours  a week  if 
possible  near  the  Stamford  area.  Will  consider  any  type  of  practice. 
Write,  Dorothy  A.  Levine,  M.D.,  100  Haven  Ave.,  #17G.  New 
York.  NY  10032. 


PSYCHIATRY 

Available  anytime.  Licensed  in  Connecticut.  Presently  in  practice. 
Age  42.  FLEX.  AB  elig.  MD,  Int.  and  Res.,  Osmania  University, 
Hydibad,  India;  Fellowship,  Williams  Hall  Psychiatric  Institute, 
Columbia,  SC.  Would  prefer  part-time  consultation  work  during 
evenings  and  weekends  and  two  full  working  days  per  month. 
Contact,  Naimetulla  A.  Syed,  M.D.,  Fairfield  Hills  Hospital, 
Newtown,  CT  06470. 

CARDIOTHORACIC/VASCULAR.  Oct.  '83.  Age  35.  Presently 
in  practice.  FLEX.  AB  cert.  MD,  Ohio  State  University,  Columbus, 
OH;  Int.  and  Res.,  Walter  Reed  Army  Medical  Center,  Washington, 
DC;  Fellowship,  Brooke  Army  Medical  Center,  San  Antonio,  TX. 
Is  interested  in  a partnership  or  group  private  practice  in  a medium- 
sized or  large  city,  preferably  with  university  affiliation.  Clinical 
research  interests.  Write:  Michael  A.  Oddi,  M.D.,  Letterman  Army 
Medical  Center,  Box  1600,  San  Francisco,  CA  94129. 


UROLOGY 

July  '84.  Age  31.  Nat'l  bds.  AB  elig.  MD  and  Int.,  S.U.N.Y.  at 
Upstate  Medical  College  and  Buffalo  Hospital;  Res.,  Buffalo 
General  Hospital;  Fellowship,  Boston  University  Medical  Center. 
Desires  solo,  group  or  associate  type  practice  in  a medium  to  large- 
sized community.  Write,  Gary  N.  Dunetz.  M.D.,  3 10  LaGrange  St., 
Chestnut  Hill,  MA  02167. 
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The  Use  of  Corticosteroids  in  Asthma, 
Chronic  Obstructive  Pulmonary 

CARL  B.  SHERTER,  M.D. 


Bronchitis  and 
Disease 


ABSTRACT —Corticosteroids  are  frequently  used  in 
the  treatment  of  obstructive  exacerbations  of  chronic 
obstructive  pulmonary  disease  (COPD).  Target  cells  in- 
clude bronchovascular  smooth  muscle,  mucous  glands, 
mast  cells  and  vagally  controlled  sensory  motor  nerves. 
Intersubject  variation  in  response  to  corticosteroids  is 


There  has  been  an  increasing  use  of  corticosteroids  in 
patients  with  obstructive  exacerbations  of  their  airways 
disease.  Their  efficacy  in  asthma  is  well  known  but  re- 
cent data  suggest  efficacy  in  patients  with  chronic 
bronchitis.  ' New  information  obtained  over  the  last  15 
years  has  elucidated  some  possible  mechanisms  of  action 
of  corticosteroids  and  given  us  a more  rational  approach 
to  therapy. 

Possible  Mechanisms  of  Action 

Corticosteroids  are  hormones  and  share  a common  pat- 
tern of  action  which  is  summarized  as  follows:  (1)  up- 
take by  the  target  cell;  (2)  binding  to  a cytoplasmic  recep- 
tor; (3)  transportation  of  the  steroid-receptor  complex  to 
the  cell  nucleus;  (4)  binding  of  the  complex  to  specific 
receptor  sites  on  the  DNA;  (5)  production  of  a new 
mRNA;  (6)  transportation  of  the  new  steroid  specific 
mRNA  to  the  ribosomes;  (7)  new  protein  synthesis  with 
specific  effects.  The  target  cells  are  at  least  bron- 
chovascular smooth  muscle,  mucous  glands,  mast  cells 
and  vagally  controlled  sensory  motor  nerves.  Cor- 
ticosteroids are  anti-inflammatory.  More  specific  actions 
will  be  described  below. 

An  issue  that  has  made  studies  using  different  groups 
of  subjects  difficult  to  compare  is  the  marked  variability 
of  clinical  response  to  administered  corticosteroids.  A 
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likely  due  to  the  number,  type  and  activity  of  DNA 
receptors.  Corticosteroids  can  cause  a rapid  increase 
in  activity  of ^-adrenergic  receptors  potentiating  inhal- 
ed sympathomimetics.  In  many  steroid  dependent  sub- 
jects inhaled  beclomethasone  can  reduce  the  need  for 
chronic  oral  steroids. 


dose  of  corticosteroid  that  is  clinically  appropriate  for  one 
individual  may  be  too  little  for  another  or  cause  gross 
adverse  effects  in  still  another.  Serum  levels  and 
bioavailability  studies  of  a steroid  may  be  misleading. 
Most  circulating  hydrocortisone  is  bound  to  transcortin 
and  it  is  the  unbound  portion  (5%  to  8%)  that  is  free  to 
interact  with  target  cells.  With  pharmacological  doses  of 
hydrocortisone,  transcortin  is  saturated  and  the  unbound 
active  steroid  proportion  is  increased.  Most  of  the  syn- 
thetic steroids  with  the  exception  of  prednisolone  are  poor- 
ly bound  to  transcortin  but  are  bound  to  albumin; 
however,  a larger  proportion  of  the  synthetic  glucocor- 
ticoid remains  unbound  and  metabolically  active. 2 Pa- 
tients with  hypoalbuminemia  have  increased  steroid  ef- 
fect and  side  effects  when  given  prednisone  or 
prednisolone. 3 

Absorption  into  the  body  via  skin,  gastrointestinal  tract 
and  airway  mucosa  can  be  influenced  by  conjugation  with 
various  esters.  Phosphate  and  hemisuccinate  esters  are  ab- 
sorbed rapidly  whereas  acetate  derivatives  are  absorbed 
very  slowly.  An  ester  with  poor  solubility  can  be  used 
to  enhance  topical  activity  such  as  with  acetonide. 
Esterification  with  two  propionate  groups  enhances  the 
potency  of  beclomethasone.  After  absorption  the  pro- 
pionate groups  are  removed  leaving  beclomethasone 
which  has  very  weak  systemic  activity. 

Once  absorbed  prednisone  must  be  converted  to  pred- 
nisolone to  become  biologically  active.  Meikle  and 
associates 4 have  recently  shown  that  even  in  some  nor- 
mals the  bioconversion  of  prednisone  to  prednisolone  may 
be  incomplete.  The  clinical  significance  of  this  remains 
to  be  shown. 
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The  rate  of  degradation  of  a corticosteroid  influences 
its  bioavailability;  concomitant  administration  of 
phenobarbital  or  diphenylhydantoin  enhances  steroid 
clearance  possibly  decreasing  efficacy. 5 This  is  not  true 
of  theophylline. 

Rose  and  associates6  recently  demonstrated  that 
chronic  steroid  usage  did  not  increase  steroid  degrada- 
tion. Thus,  it  appears  that  bioavailability  as  measured  by 
serum  levels  and  turnover  rates  does  not  explain  the 
variability  of  response  in  different  patients. 

Recently,  the  focus  of  attention  for  explaining  the  in- 
tersubject variability  has  been  discussed. 7 Binding  of  the 
steroid  to  the  cytoplasmic  receptor  causes  an  allosteric 
change  in  the  steroid  exposing  a binding  site  to  DNA.  The 
binding  to  DNA  can  be  variable  in  some  individuals. 
However,  the  new  protein  produced  that  mediates  the 
steroid  effect  may  have  a slow  turnover  time.  Thus,  some 
steroid  effects  may  persist  long  after  the  serum  level  of 
the  steroid  has  decreased. 7 Cells  contain  a finite  number 
of  receptor  sites  and  this  may  differ  from  subject  to  sub- 
ject. Only  a moderate  percentage  of  receptor  sites  are 
utilized  at  any  particular  time.  The  affinity  of  binding  to 
the  DNA  receptors  is  correlated  with  the  potency  of  the 
glucocorticoid. 2 Different  receptor  sites  in  the  DNA 
may  have  different  activities  such  as  more  or  less 
mineralocorticoid  effect.  Mutant  cells8  and  aging  cells9 
have  shown  changes  in  responsiveness  to  corticosteroids. 

In  summary,  it  is  possible  that  a person  genetically  has 
more  or  less  responsiveness  to  certain  glucocorticoid  ef- 
fects. This  is  probably  due  to  the  number,  type  and  ac- 
tivity of  DNA  receptors.  One  patient  may  have  many  ac- 
tive receptors  that  make  him  quite  sensitive  to  Cushingoid 
side  effects.  Another  patient  may  have  few,  inactive  or 
altered  receptors  and  be  quite  resistant  to  any  glucocor- 
ticoid effects.  Finally,  possibly,  a disease  process  can 
cause  a temporary  change  in  receptor  responsiveness. 
Much  more  data  are  needed  before  these  possibilities  are 
proven. 

Corticosteroid  Effects  in  the  Lung 

Beta-adrenergic  stimulation  facilitates  relaxation  of  both 
bronchial  and  vascular  smooth  muscle.  The  ^-adrenergic 
receptors  when  stimulated  cause  an  increase  in  the  con- 
version of  adenosine  triphosphate  (ATP)  to  cyclic 
adenosine  monophosphate  (cAMP).  The  membrane-linked 
enzyme  adenylcyclase  catalyzes  this  conversion.  As  the 
level  of  cAMP  increases,  less  mediators  are  produced  and 
released  by  mast  cells.  Corticosteroids  further  augment 
the  production  of  cAMP  in  mast  cells  and  most  bronchial 
and  vascular  smooth  muscle.  I0,  11  This  potentiates  the 
beta-adrenergic  effects. 

cAMP  is  broken  down  by  a phosphodiesterase.  Cor- 
ticosteroids decrease  the  activity  of  phosphodiesterase 
allowing  still  further  increase  in  intracellular  cAMP. 12 

Asthmatics  during  an  exacerbation  are  resistant  to 
jS-adrenergic  stimulation.  Ellul-Micallef  and  Fenech  13 
recently  studied  a group  of  asthmatics  unresponsive  to 


catecholamines.  They  demonstrated  a marked  enhanced 
response  to  inhaled  isoproterenol  after  a single  intravenous 
(IV)  injection  of  40  mg  of  prednisolone  phosphate.  The 
onset  of  action  was  in  60  minutes  with  an  increasing 
responsiveness  to  repeat  inhalation  of  isoproterenol  eight 
hours  after  the  IV  prednisolone.  It  may  be  significant  that 
none  of  their  patients  had  ever  received  corticosteroids. 

Albert  and  associates 1 showed  return  of  respon- 
siveness to  j3-adrenergic  stimulation  in  a group  of 
nonasthmatic,  chronic  bronchitics  with  acute  respiratory 
insufficiency  who  were  given  0.5  mg/kg  methylpred- 
nisolone  IV  every  six  hours.  The  large  dose  and  frequen- 
cy were  chosen  to  avoid  giving  an  “inadequate”  trial. 

Dwyer  and  associates 14  demonstrated  that  subjects 
who  were  chronically  on  corticosteroids  required  a much 
larger  dose  of  IV  hydrocortisone  than  asthmatics  not  tak- 
ing steroids.  One  hundred  mg  of  hydrocortisone  provid- 
ed a good  clinical  response  in  nonsteroid  dependent 
asthmatics.  Steroid  dependent  asthmatics  required  from 
300  to  1000  mg  for  good  clinical  effect.  Subjects  were 
not  given  any  j3-adrenergic  agonists  after  hydrocortisone 
administration.  They  noted  that  a cortisol  level  of  100  mg 
% or  higher  was  necessary  for  good  clinical  response. 
They  attributed  the  difference  to  an  enhanced  clearance 
rate  in  chronic  steroid  takers.  However,  Rose  et  al6 
noted  no  difference  in  half  lives  for  prednisone  and  pred- 
nisolone in  chronic  steroid  taking  asthmatics  compared 
to  healthy  volunteers.  Furthermore,  there  were  no  dif- 
ferences in  the  volume  of  distribution,  the  interconver- 
sion of  prednisolone  to  prednisone,  prednisolone  binding 
or  in  renal  clearance  in  chronic  steroid  takers.  It  appears 
that  chronic  steroid  taking  asthmatics  may  be  steroid  resis- 
tant and  this  may  be  caused  by  intracellular  regulatory 
mechanisms  (see  above)  rather  than  alterations  in 
bioavailability. 7 

The  optimal  frequency  of  glucocorticosteroid  ad- 
ministration in  a severe  exacerbation  has  never  been  ade- 
quately studied.  Hydrocortisone  has  a metabolic  clearance 
rate  that  is  quite  high.  The  plasma  cortisol  level  drops 
to  one-half  its  peak  approximately  one  hundred  minutes 
after  IV  administration.  14  This  suggests  that  frequent 
dosing  (at  least  every  six  hours)  is  necessary  when  treating 
a severe  exacerbation.  Prednisolone  clearance  is  slower 
with  a serum  level  dropping  to  one-half  its  peak  in  about 
three  hours. 6 Thus,  it  is  common  to  administer  IV  pred- 
nisolone every  six  hours  to  preclude  giving  the  steroid 
too  infrequently.  1 This  author  has  noted  clinically  that  if 
a severe  asthmatic  is  switched  to  a single  daily  dose  of 
glucocorticosteroid  too  early,  airway  obstruction  may 
worsen. 

Summary 

In  a severe  acute  exacerbation,  patients  with  asthma  or 
chronic  bronchitis  become  resistant  to  ^-agonists.  This 
resistance  can  be  overcome  with  glucocorticoids.  Chronic 
steroid  takers  appear  to  be  more  resistant  than  nontakers 
and  require  a higher  dose  of  glucocorticoids  (maybe  five 
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to  ten  times  as  much).  In  an  acute  severe  exacerbation, 
it  is  reasonable  to  repeat  the  dose  of  IV  glucocorticoid 
at  least  every  six  hours. 

Selection  for  Trial  of  Corticosteroids 

The  value  of  corticosteroids  in  the  treatment  of  asthma 
is  rarely  disputed.  However,  their  value  in  the  treatment 
of  COPD  is  uncertain.  Numerous  pro  and  con  studies  have 
been  recently  reviewed. 15  Most  studies  are  uncontrolled, 
with  many  other  depending  upon  subjective  impressions. 
Asthmatics  must  be  separated  from  patients  with  chronic 
bronchitis  and/or  emphysema.  Clues  that  a patient  may 
have  reversible  disease  are  as  follows:  (1)  a nonsmoker 
with  COPD;  (2)  exacerbations  with  worsening  bronchial 
obstruction;  (3)  an  atopic  history;  (4)  maintenance  of  the 
single  breath  diffusing  capacity. 

Mendella  et  al 16  in  a well  controlled  study  treated  46 
patients  with  nonasthmatic  COPD  with  a two  week  course 
of  methylprednisolone,  (32  mg  per  day  in  a single  dose). 
Eight  patients,  17%,  had  significantly  increased  flow  rates 
after  steroid  therapy  (responders).  There  were  no  dif- 
ferences between  steroid  responders  and  nonresponders 
when  age,  sex,  smoking  history,  blood  eosinophilia  and 
intensity  of  symptoms  were  compared.  Responders  tend- 
ed to  have  a greater  initial  response  to  inhaled  sym- 
pathomimetics.  It  is  important  to  note  that  lack  of  response 
to  inhaled  sympathomimetics  suggested  but  did  not 
preclude  a response  to  steroids.  They  concluded  that 
response  to  inhaled  sympathomimetics  was  the  best 
predictor  of  response  to  corticosteroids. 

Inhaled  Beclomethasone 

Inhaled  beclomethasone  has  been  available  in  this  coun- 
try since  June  1976.  Many  patients  with  reversible  air- 
ways disease  who  are  steroid  dependent  have  been  weaned 
from  oral  glucocorticoids  with  the  help  of  inhaled 
beclomethasone.  Beclomethasone  has  weak  systemic  ac- 
tivity. However,  esterification  with  two  propionate  groups 
markedly  enhances  its  topical  activity.  When 
beclomethasone  dipropionate  is  absorbed,  the  propionate 
groups  are  cleaved  leaving  the  weak  beclomethasone. 
Topical  effects  are  maximized;  systemic  side  effects  are 
minimized. 

Toogood  and  associates  17  have  shown  that  there  is  a 
dose  response  with  increasing  dose  yielding  increasing 
overall  improvement  as  measured  by  many  objective  in- 
dices. 200  ug/day  caused  significant  improvement.  There 
was  progressive  improvement  with  up  to  1600  ug/day  (32 
actuations  of  the  inhaler).  Increasing  the  dose  of 
beclomethasone  progressively  decreases  the  requirements 
for  oral  prednisone.  18 

The  optimal  frequency  of  inhalation  of  beclomethasone 
has  not  been  absolutely  established,  but  many  authors  19 
suggest  administration  of  the  drug  at  least  every  eight 
hours. 

Most  patients  can  reduce  their  need  for  oral  steroids 
by  at  least  50%. 20  More  than  50%  of  subjects  can 
withdraw  from  daily  steroids  although  they  may  need  short 


courses  during  an  exacerbation.  This  withdrawal  can  take 
as  long  as  nine  months. 20  Thus,  the  physician  should  not 
give  up  trying  to  wean  a patient  from  oral  glucocorticoids 
after  only  a few  months  trial  of  inhaled  beclomethasone. 
When  a chronic  steroid  dependent  patient  has  succeeded 
in  weaning  from  oral  glucocorticoids,  he  may  still  be  at 
risk  for  adrenal  crisis  at  a time  of  intense  stress  and  should 
be  given  systemic  corticosteroids.  This  inability  to  res- 
pond to  stress  can  last  up  to  one  or  more  years  after  wean- 
ing. 

There  are  little  systemic  side  effects  from  even  large 
doses  of  inhaled  beclomethasone.  Wyatt  and  associates21 
noted  suppression  of  the  pituitary-adrenal  axis  in  a group 
of  children  receiving  400-800  ug/day.  They  noted  no 
greater  suppression  than  seen  with  20  to  40  mg  of  pred- 
nisone orally  every  other  day.  The  suppression  of  the 
pituitary -adrenal  axis  was  minimal  on  both  regimens. 
Prednisone  is  much  less  expensive  than  beclomethasone 
but,  unfortunately,  few  patients,  especially  adults,  can  be 
maintained  on  an  every  other  day  prednisone  regimen. 
Certainly,  if  a patient  is  having  many  side  effects  from 
prednisone,  beclomethasone  is  indicated. 

Local  side  effects  from  inhaled  beclomethasone  include 
candidiasis  of  the  oral  mucous  membranes  and  hoarseness. 
Most  clinicians  19  have  noted  a marked  decrease  in  these 
side  effects  if  the  patient  gargles  with  water  after 
inhalation. 

Indications  for  the  use  of  beclomethasone  include  reduc- 
tion of  oral  steroids  in  steroid  dependent  patients  with 
reversible  airways  disease.  Exacerbations  should  still  be 
treated  with  the  reinstitution  of  a short  course  of  oral 
glucocorticoids.  If  a patient  is  not  responding  adequately 
to  a maximum  regimen  including  adequate  theophyllines 
and  sympathomimetics,  a trial  of  beclomethasone  may  be 
indicated. 

Compliance  is  a problem  with  metered  dose 
beclomethasone.  A patient  must  be  educated  on  how  to 
use  the  inhaler.  The  patient  should  understand  that  unlike 
other  metered  dose  inhalants,  beclomethasone  is  not  a 
bronchodilator  and  should  be  used  not  only  during  an 
exacerbation. 

The  proper  use  of  metered  dose  inhalers  (MDI)  has  been 
a topic  of  recent  studies.  22, 23  These  authors  noted  the 
following:  (1)  the  MDI  should  be  held  approximately  four 
cm.  from  an  open  mouth;  (2)  the  MDI  should  be  actuated 
at  or  slightly  below  resting  end  expiration;  (3)  the  inhala- 
tion should  be  only  of  moderate  intensity;  (4)  after  actua- 
tion the  subject  should  hold  breath  at  maximal  inhalation 
for  up  to  ten  seconds. 

Proper  education  with  frequent  reinforcement  will  turn 
many  beclomethasone  failures  to  successes. 
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Effects  of  Physician  Education  on  the  Evaluation  of 
Deep  Venous  Thrombosis  in  a Small  Community  Hospital 
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ABSTRACT— A Department  of  Medicine  audit  in 
1979  showed  that  physicians  at  this  small  community 
hospital  were  infrequently  using  objective  methods  to 
confirm  the  clinical  impression  of  deep  venous  throm- 
bosis (DVT).  A year-long  educational  effort,  and  the 

In  January  1980,  an  audit  of  25  randomly  selected  charts 
with  discharge  diagnosis  of  deep  venous  thrombosis 
(DVT)  was  presented  to  the  Department  of  Medicine  at 
Day  Kimball  Hospital.  It  showed  that  during  the  study 
period  from  January  1,  1979  through  September  30,  1979, 
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addition  of  impedance  plethysmography  (IPG)  resulted 
in  a correction  of  the  deficiency.  This  study  shows  the 
remarkable  effect  on  hospital  admissions,  duration  of 
hospital  stay,  and  costs.  It  emphasizes  the  value  of  a 
focused  educational  effort. 

only  24%  of  patients  reviewed  had  any  objective  testing 
used  to  confirm  the  clinical  impression  of  DVT.  This  was 
felt  to  be  unacceptable  since  a number  of  studies  had 
shown  that  the  diagnosis  of  DVT  is  only  34-55%  accurate 
if  based  on  history  and  physical  examination  alone. 1,2,3 
A study  performed  by  Eastern  Connecticut  PSRO  in  1979 
showed  that  the  failure  to  incorporate  this  knowledge  in- 
to clinical  practice  was  not  limited  to  Day  Kimball 
Hospital.  Of  170  patients  discharged  with  DVT  from 
seven  area  hospitals,  only  40%  had  objective  testing  us- 
ed to  establish  a diagnosis. 

Because  of  this  deficiency,  the  Department  of  Medicine 
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focused  on  the  problem  throughout  1980  and  presented 
the  following  information  to  its  members: 

1 . The  concept  of  the  need  to  obtain  objective  data  in- 
order  to  establish  a diagnosis  was  noted  in  monthly 
departmental  minutes  seven  times  during  1980.  Per- 
tinent literature  was  reviewed  at  departmental 
meetings. 

2.  An  orthopedic  surgeon  discussed  orthopedic  problems 
of  the  lower  extremity  which  could  mimic  DVT. 

3.  A case  of  pseudo  thrombophlebitis  due  to  synovial 
rupture  of  the  knee  joint  was  discussed. 

4.  An  impedance  plethysmogram  (IPG)  was  purchased 
and  its  use  explained. 

5.  A workshop,  conducted  by  Dr.  Timothy  Lepore, 
Assistant  Professor  of  Surgery,  Brown  University  Pro- 
gram in  Medicine,  Roger  Williams  General  Hospital, 
was  held  for  the  IPG  interpreters. 

6.  Dr.  Bruce  Cutler,  Associate  Professor  of  Surgery  at 
the  University  of  Massachusetts  Medical  School, 
discussed  the  diagnosis  and  treatment  of  DVT  at  an 
evening  conference.  The  advantages  and  disadvan- 
tages of  venography  and  various  screening  methods 
for  DVT  were  emphasized. 

7.  Dr.  Arthur  Sasahara,  Professor  of  Medicine  at  the 
Harvard  Medical  School,  from  the  West  Roxbury 
Veterans  Administration  Hospital,  discussed 
pulmonary  emboli  and  DVT  at  the  Gordon  Harrower 
Lecture. 

Day  Kimball  Hospital  is  a 148-bed  community  hospital, 
without  house  staff,  located  in  rural  northeastern  Connect- 
icut. It  services  an  estimated  population  of  70,000  peo- 
ple scattered  over  a 514-square  mile  area.  The  Depart- 
ment of  Medicine  primary  care  staff  in  1979  was  made 
up  of  14  family  practitioners,  43%  of  whom  were  board 
certified  with  an  average  age  of  54  years,  and  eight  in- 
ternists, 75%  of  whom  were  board  certified  with  an 
average  age  of  37  years.  In  1981,  the  staff  composition 
was  altered  by  the  retirement  of  one  family  practitioner 
and  the  addition  of  one  internist  and  one  family  practi- 
tioner to  the  staff. 


Methods 

In  order  to  determine  the  value  of  the  educational  ef- 
fort, an  audit  of  the  cases  of  DVT  from  January  1,  1981 
through  September  30,  1981,  and  a repeat  audit  based  on 
admission  diagnosis  rather  than  discharge  diagnosis  from 
January  1,  1979  through  September  30,  1979  was  car- 
ried out  using  strict  standards  of  case  selection. 

The  records  of  all  patients  with  an  admission  diagnosis 
of  possible  DVT  during  these  two  periods  were  review- 
ed. Cases  complicated  by  chest  pain,  possible  myocar- 
dial infarction,  pulmonary  embolism,  or  known  advanced 
malignancy  were  not  included  in  the  study.  Cases  where 
suspected  DVT  developed  after  admission  or  complicated 
another  major  illness,  surgery,  or  pregnancy  were  not  in- 
cluded. The  charts  reviewed,  therefore,  represented  all 
cases  admitted  to  Day  Kimball  Hospital  with  suspected, 
uncomplicated  DVT. 

Each  chart  was  reviewed  as  to  the  admission  and 
discharge  diagnosis,  length  of  stay,  and  method  of  ob- 
jective evaluation. 

Hospital  charges  were  determined  from  actual  billing 
information  adjusted  by  the  24%  increase  in  average 
revenue  per  patient-day  which  occurred  from  1979  to 
1981.  Physician  charges  were  based  on  1981  Connecti- 
cut Blue  Shield  admission  and  daily  visit  allowances  for 
participating  physicians. 

Results 

Data  comparing  the  evaluation  of  suspected  DVT  in 
1979  and  in  1981  by  members  of  the  Department  of 
Medicine  as  a whole  are  presented  in  Table  1 . There  was 
a dramatic  decrease  in  the  number  of  admissions  for 
suspected,  uncomplicated  DVT  (55  admissions  in  1979 
and  29  admissions  in  1981),  and  an  even  greater  decrease 
in  the  number  of  patients  discharged  with  a diagnosis  of 
uncomplicated  DVT  (46  patients  in  1979  and  nine  patients 
in  1981).  In  1979,  nine  physicians  had  at  least  three  ad- 
missions with  suspected  DVT  and  only  two  physicians 
used  objective  testing  more  than  50%  of  the  time.  Only 


Table  1 

USE  OF  OBJECTIVE  STUDIES  IN  EVALUATING  SUSPECTED  DVT 


No.  of 

Objective 

Tests  Performed 

At  Least 

Any  Two 

Year 

Category 

Patients 

Venogram 

IPG 

Doppler 

One  Test 

Tests 

1979 

Admission  Diagnosis 
? DVT 

55 

7 

1 

8 

15  (27%) 

1 (2%) 

Final  Diagnosis 
DVT 

46 

3 

1 

7 

11  (24%) 

0 (0%) 

Final  Diagnosis 
Other 

9 

4 

_ 

1 

4 (44%) 

1 (11%) 

1981 

Admission  Diagnosis 
? DVT 

29 

22 

28 

15 

29  (100%) 

26  (90%) 

Final  Diagnosis 
DVT 

9 

5 

8 

8 

9 (100%) 

8 (89%) 

Final  Diagnosis 
Other 

20 

17 

20 

7 

20  (100%) 

18  (90%) 
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three  physicians  in  1979  routinely  used  objective  testing 
and  they  accounted  for  only  one  admission  each.  While 
only  27%  of  the  patients  admitted  with  suspected  DVT 
in  1979  had  at  least  one  objective  study,  fully  100%  of 
cases  admitted  in  1981  had  at  least  one  objective  study. 
Ninety  percent  of  the  patients  in  1981  had  at  least  two 
studies  used  to  establish  a diagnosis. 

Sixteen  members  of  the  Department  of  Medicine  (six 
internists  and  10  family  practitioners)  accounted  for  the 
cases  reviewed  in  1979,  and  13  of  this  same  group  plus 
one  additional  family  practitioner  accounted  for  the  total 
number  of  cases  of  suspected,  uncomplicated  DVT  ad- 
mitted in  1981 . A decrease  in  the  total  number  of  admis- 
sions with  suspected  DVT  was  seen  in  13  instances,  and 
a decrease  in  the  number  of  patients  discharged  with  a 
diagnosis  of  DVT  was  seen  in  12  instances.  In  all  instances 
of  deficiency  noted  in  1979,  there  was  improvement. 

The  general  admission  rate  and  average  length  of  stay 
for  patients  with  diagnoses  other  than  DVT  and  cared  for 
by  the  same  16  physicians,  decreased  slightly  over  the 
two  study  periods  with  total  admissions  decreasing  by 
4.5%  and  the  length  of  stay  decreasing  from  7.3  days  to 
7.0  days. 

Impedance  plethysmography  (IPG)  was  not  available 
in  1979.  From  January  1,  1981  to  September  30,  1981, 
46  IPGs  were  performed  on  outpatients.  There  were  six 
outpatient  venograms  performed  in  the  1979  period  and 
five  outpatient  venograms  performed  in  the  1981  period. 
Venous  Doppler  studies  for  suspected  DVT  are  rarely  per- 
formed on  outpatients  at  this  hospital. 

In  1979,  of  55  patients  with  suspected,  uncomplicated 
DVT,  nine  patients  had  DVT  ruled  out.  These  patients 
were  discharged  with  the  following  diagnoses:  superficial 
phlebitis  (3);  leg  trauma  (2);  neuropathy  (2);  post  phlebitic 
syndrome  (1);  tibial  plateau  fracture  (1).  In  1981,  of  29 
patients  admitted  with  uncomplicated,  suspected  DVT,  20 
patients  had  DVT  ruled  out  and  were  discharged  with  the 


following  diagnoses:  complication  of  knee  arthritis  (7); 
superficial  phlebitis  (4);  leg  pain,  unknown  etiology  (6); 
leg  trauma  (2);  anterior  compartment  syndrome  (1). 

Discussion 

The  best  method  to  continually  educate  physicians  is 
being  debated  in  the  literature  and  no  consensus  has  been 
reached. 4 5 At  the  community  hospital  level,  we  feel  the 
first  phase  in  any  organized  educational  effort  is  to  iden- 
tify needs.  The  practicing  physician  must  then  be  helped, 
at  times,  to  unlearn  habits  and  time-honored  clinical  im- 
pressions, and  replace  them  at  the  bedside  with  newer  con- 
cepts. Finally  a successful  educational  program  should 
ideally  show  measurable  improvement  in  patient  care  and 
not  just  improved  test  scores  on  a written  examination. 

Previous  attempts  at  our  hospital  to  measure  change  in 
physician  behavior  after  a single  lecture  on  a subject  have 
not  been  successful.  This  method  seems  inadequate  to 
change  old  thought  processes.  A relatively  prolonged 
educational  approach  with  frequent  signals  to  change  has 
in  the  present  study  produced  a measurable  improvement 
in  patient  care  over  a prolonged  period. 

This  study  shows  a remarkable  correction  of  a previous- 
ly well  documented  deficiency.  In  1979,  admission  to  Day 
Kimball  Hospital  with  a possible  diagnosis  of  uncom- 
plicated DVT  resulted  in  treatment  as  DVT  in  84%  of  the 
cases.  A 1979  audit  at  this  hospital  and  at  seven  area 
hospitals  showed  a gross  deficiency  in  the  methods  used 
to  diagnose  DVT.  A year-long  educational  effort  con- 
sisting of  frequent  repetition  of  clinical  concepts,  case 
discussions  at  Department  of  Medicine  meetings,  guest 
lecturers,  and  the  addition  of  impedance  plethysmography 
to  help  in  the  non-invasive  diagnosis  of  DVT  apparently 
resulted  in  a remarkable  improvement.  It  appears  that  the 
ready  availability  of  IPGs  for  outpatient  evaluation  and 
the  realization  of  the  fallibility  of  clinical  diagnosis  without 
objective  testing,  resulted  in  a decrease  in  the  number  of 


Table  2 


DURATION  AND  COST  OF  HOSPITALIZATION 


Year 

Category 

No.  of 
Patients 

Hospital 

Days 

Average 

LOS1 

Hospital 

Charges 

Adj.  Hosp. 
Charges2 

M.D. 

Charges3 

Est 

Total 

1979 

Admission  Diagnosis 
? DVT 

55 

519 

9.4 

$90,481 

$112,197 

$13,044 

$125,241 

Final  Diagnosis 
DVT 

46 

451 

9.8 

77,222 

95,755 

11,265 

107,020 

Final  Diagnosis 
Other 

9 

68 

7.6 

13,259 

16.441 

1,779 

18,220 

1981 

Admission  Diagnosis 
? DVT 

29 

223 

7.7 

$51,272 

_ 

$ 5,814 

$ 57,086 

Final  Diagnosis 
DVT 

9 

102 

11.3 

23,211 

_ 

2,493 

25,704 

Final  Diagnosis 
Other 

20 

121 

6.1 

28,060 

3,321 

31,381 

1.  LOS  — length  of  stay  (days). 

2.  Adjusted  Hospital  Charges  — actual  charges  adjusted  by  the  24%  increase  in  average  revenue  pier  patient  day  from  1979  to  1981. 

3.  M.D.  Charges  — based  on  1981  Connecticut  Blue  Shield  admission  and  daily  visit  allowances. 
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patients  admitted  with  possible  DVT.  More  importantly, 
the  use  of  objective  testing  resulted  in  a marked  decrease 
in  the  number  of  patients  unnecessarily  treated  for  DVT. 
Not  only  were  patients  spared  the  known  risks  of  an- 
ticoagulalant  therapy,  but  they  were  also  spared  the  short 
term  and  long  term  emotional  sequelae  of  this  diagnosis. 

The  authors  have  made  no  value  judgment  regarding 
the  adequacy  of  the  objective  evaluation  in  each  specific 
case  of  suspected  DVT.  While  the  medical  literature  has 
come  to  a consensus  that  history  and  physical  alone  are 
inadequate  in  evaluating  patients  with  suspected  DVT, 
there  is  no  general  agreement  on  the  best  way  to  screen 
for  DVT. 6 Some  authorities  argue  that  venography 
should  be  performed  in  all  cases.  While  several  authors 
have  argued  that  the  IPG  is  an  effective  screening  test, 
others  have  been  concerned  that  its  inability  to  detect 
isolated  calf-vein  thromboses  limits  its  reliability.  The 
clinical  significance  of  isolated  calf-vein  thromboses  has 
not  been  settled.  In  a nonacademic  community  hospital, 
it  is  not  possible  to  dictate  a specific  protocol  for  evalua- 
tion of  DVT  when  the  medical  literature  has  not  reached 
a consensus.  However,  a focused  educational  effort  can 
effectively  improve  the  approach  of  a community  hospital 
medical  staff  to  this  clinical  problem. 

Hull  et  al 6 have  calculated  the  theoretical  cost  effec- 
tiveness of  objective  testing  for  diagnosing  DVT  in  an 
academic  setting  and  have  emphasized  the  potential  im- 
portance of  outpatient  diagnostic  procedures  in  control- 


ling costs.  The  present  study  confirms  their  prediction  at 
the  community  hospital  level  (Table  2).  As  a result  of  a 
decrease  in  the  number  of  patients  admitted  to  the  hospital 
for  evaluation  and  the  shortened  stay  of  patients  where 
DVT  v/as  ruled  out,  there  was  a marked  decrease  in  the 
hospital  days  devoted  to  the  treatment  of  suspected  and 
proven  DVT  (519  hospital  days  in  1979  and  223  hospital 
days  in  1981).  Inpatient  costs  showed  the  expected 
decrease  with  the  adjusted  hospital  and  physician  charges 
amounting  to  $125,241  in  1979  and  $57,086  in  1981.  The 
cost  of  subsequent  outpatient  therapy,  which  is  usually 
prolonged  in  proven  DVT,  was  not  determined  but  would 
also  be  expected  to  be  dramatically  decreased. 
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Computed  Tomography  of  Lenticulostriate  Infarction 

ERIC  A.  HYSON,  M.D.  AND  STEPHEN  STEIN,  M.D. 


ABSTRACT-Three  cases  of  lenticulostriate  infarc- 
tion are  presented  to  illustrate  a characteristic  computed 
tomographic  pattern  of  contrast  enhancement  involving 
the  deep  grey  matter  of  the  basal  ganglia  with  sparing 
of  the  intervening  white  matter. 

The  differentiation  of  infarction  from  tumor  is  a com- 
mon problem  when  a contrast-enhancing  lesion  of  the  brain 
is  encountered  on  CT  scan.  Preferential  grey  matter 
enhancement  can  be  a distinguishing  feature  favoring  the 
diagnosis  of  cerebral  infarction. 1-3  We  present  three 
cases  illustrating  what  we  believe  to  be  a characteristic 
pattern  of  deep  grey  matter  contrast  enhancement  in  len- 
ticulostriate infarction. 

ERIC  A.  HYSON,  M.D.  and  STEPHEN  STEIN,  M.D.,  Attending 
Physicians,  Department  of  Diagnostic  Radiology,  Waterbury  Hospital 
Health  Center;  Assistant  Clinical  Professors,  Diagnostic  Radiology,  Yale 
University  School  of  Medicine. 
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Case  Reports 

Case  1;  A 56-year-old  woman  presented  with  the  acute  onset  of  slurred 
speech  and  right-sided  weakness.  By  the  time  the  patient  reached  the 
hospital  the  weakness  had  improved  so  that  only  mild  right  arm  weakness 
remained.  The  slurred  speech  also  improved,  but  more  gradually  over 
the  next  five  days.  At  no  time  was  any  sensory  deficit  detected.  The  initial 
CT  scan  of  the  head  was  performed  nine  days  after  the  onset  of  the  pa- 
tient’s symptoms  (Figure  1).  The  non-contrast  scan  revealed  a small  area 
of  low  attenuation  just  lateral  to  the  frontal  horn  of  the  left  lateral  ventri- 
cle, straddling  the  anterior  limb  of  the  internal  capsule  and  including 
adjacent  portions  of  the  basal  ganglia.  Contrast  administration  resulted 
in  marked  enhancement  of  separate  areas  of  grey  matter  in  the  head  of 
the  caudate  nucleus  and  the  lentiform  nucleus  on  the  left  without  mass 
effect.  The  contrast  enhancement  spared  the  intervening  white  matter 
of  the  anterior  limb  of  the  internal  capsule. 

Although  the  clinical  history  was  most  suggestive  of  a cerebrovascular 
accident,  the  contrast  enhancement  on  CT,  at  an  early  time  in  our  ex- 
perience, raised  the  question  of  neoplasm.  Cerebral  angiography  was 
performed  and  was  normal.  A repeat  CT  scan  done  five  and  a half  weeks 
after  the  first  scan  showed  only  residual  low  attenuation  in  the  same  area 
without  enhancement.  More  than  two  years  after  the  episode  the  patient 
has  done  well,  confirming  the  diagnosis  of  infarct  rather  than  neoplasm. 
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Case  2:  A 60-year-old  man  with  mitral  valvular  disease  presented  with 
right-sided  weakness  and  difficulty  forming  words.  The  symptoms  were 
of  acute  onset  three  weeks  before  when  the  patient  was  first  seen  at  an 
out-of-state  hospital.  Gradual  partial  improvement  had  been  noted  over 
the  ensuing  three  weeks.  The  sensory  examination  was  normal.  A CT 
scan  with  and  without  contrast  on  the  fifth  hospital  day  demonstrated 
separate  areas  of  contrast  enhancement  in  the  left  caudate  and  lentiform 
nuclei  without  mass  effect  and  without  internal  capsule  enhancement 
(Figure  2). 


Case  3:  A 73-year-old  woman  presented  with  sudden  onset  of  left- 
sided weakness,  without  loss  of  consciousness.  A mild  left  hemi-sensory 
deficit  was  noted  intially.  While  in  the  hospital  gradual  return  of  left- 
sided strength  was  observed.  A CT  scan  with  and  without  contrast  on 
the  ninth  hospital  day  revealed  abnormal  contrast  enhancement  in  the 
right  caudate  and  lentiform  nuclei  with  sparing  of  the  intervening  inter- 
nal capsule. 


Figure  1 

Case  1:  Left  lenticulostriate  infarct  at  9 days  in  56-year-old  woman.  of  caudate  and  lentiform  nuclei.  C and  D,  With  contrast  there  is  enhance- 

A and  B,  Non-contrast  CT  scan  with  low  attenuation  lesion  (arrowheads)  ment  of  involved  basal  ganglia  grey  matter  (arrowheads)  but  not  of  in- 
involving left  anterior  limb  of  internal  capsule  and  adjacent  portions  tervening  white  matter  of  internal  capsule  (arrow). 
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Figure  2 

Case  2:  Left  lenticulostriate  infarct  at  three  and  a half  weeks  in  60-year-  (arrowheads)  and  lentiform  (arrow)  nuclei  following  IV  contrast  with 

old  man.  Non-contrast  CT  demonstrated  subtle  low  attenuation  in  left  white  matter  sparing, 

lentiform  nucleus  (not  shown).  A and  B,  Marked  enhancement  of  caudate 


Discussion 

When  a contrast-enhancing  lesion  is  encountered  on  a 
CT  scan  of  the  brain,  one  must  almost  always  consider 
the  diagnosis  of  neoplasm.  However,  cerebral  infarctions 
can  also  enhance  and  they  are  so  common  that  diagnostic 
confusion  can  be  expected  frequently. M All  three  of  our 
patients  demonstrated  marked  infarct  enhancement  during 
the  expected  period  of  maximum  enhancement  one  to  four 
weeks  post- infarct. w During  this  period  infarct  enhance- 
ment is  very  common,  appearing  in  28  of  30  patients  in 
one  series. 1 The  clinical  history  certainly  will  clarify 
many  cases;  an  infarction  typically  is  of  acute  onset  with 
gradual  resolution,  as  in  our  cases. 

In  those  cases  where  the  history  is  unclear  or  atypical, 
the  radiologist  is  called  upon  to  help  distinguish  these  two 
common  contrast-enhancing  lesions.  The  presence  of  mass 
effect  favors  tumor,  but  within  the  first  week  infarction 
may  be  associated  with  swelling  in  as  many  as  70%  of 
cases. 5 Angiography  to  look  for  tumor  vascularity  and 
follow-up  CT  scans  to  document  disappearance  of  contrast- 
enhancement  are  helpful  but  would  require  an  invasive 
modality  or  a delay  in  diagnosis,  respectively. 

Our  three  cases  demonstrate  infarction  in  the  distribu- 
tion of  the  lenticulostriate  arteries. 7 These  small  bran- 
ches from  the  proximal  middle  cerebral  artery  supply  por- 
tions of  the  internal  capsule,  the  head  and  body  of  the 
caudate  nucleus,  and  much  of  the  lentiform  nucleus 
(putamen  and  globus  pallidus).  Our  lenticulostriate  infarcts 
contrast-enhanced  only  in  the  caudate  and  lentiform  nuclei 
with  sparing  of  the  anterior  limb  of  the  internal  capsule 
separating  the  two  nuclei.  The  tendency  of  infarct  enhance- 


ment to  involve  principally  grey  matter,  including  the  deep 
grey  matter  of  the  basal  ganglia,  has  been  described. 1 

The  separate  areas  of  caudate  and  lentiform  nucleus  grey 
matter  enhancement  with  sparing  of  the  intervening  white 
matter  of  the  anterior  limb  of  the  internal  capsule  should 
suggest  infarction  of  1-4  weeks  age  rather  than  tumor. 
Although  our  patients  had  clear  histories  of  vascular  ac- 
cidents, in  a case  where  the  history  is  unclear  this  pattern 
of  lenticulostriate  infarct  enhancement  could  be  of  value 
in  deferring  angiography  or  other  invasive  procedures  in 
favor  of  follow-up  CT  scan  to  document  decrease  in  the 
enhancement. 
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Important  Advances  in  Clinical  Medicine 


Epitomes  of  Progress — Psychiatry 


Heterogeneity  of  Dementia 

The  clinical  syndrome  of  dementia  is  characterized 
by  deficits  in  memory,  judgment,  language  and  other 
cognitive  functions,  as  well  as  changes  in  personality 
and  behavior.  It  is  distinguished  from  delirium  by  the 
presence  of  clear  consciousness  in  a patient.  Dementia 
is  etiologically  heterogeneous,  and  a physician’s  first 
responsibility  is  to  identify  those  patients  whose  de- 
mentia is  caused  by  disorders  amenable  to  specific  treat- 
ments— for  example,  drug  reaction,  depression,  meta- 
bolic dysfunction,  infection,  trauma,  nutritional  defi- 
ciency or  neoplastic  processes. 

Unfortunately,  the  most  frequent  causes  of  dementia 
generally  lead  to  progressively  greater  mental  impair- 
ment despite  symptomatic  treatment.  A study  including 
422  patients  admitted  to  hospital  with  a diagnosis  of 
dementia  gave  the  following  etiologic  information: 
dementia  of  the  Alzheimer  type,  47  percent;  multi- 
infarct type.  9 percent;  alcohol  related.  1 0 percent;  nor- 
mal-pressure hydrocephalus,  5 percent;  depression, 
4.5  percent;  central  nervous  system  tumors,  3.5  per- 
cent; hereditary  chorea  (Huntington’s  disease),  3.5 
percent;  drug  toxicity,  2 percent;  paralysis  agitans 
(Parkinson's  disease),  Creutzfeldt-Jakob  disease  and 
other  causes,  each  less  than  1 percent. 

Dementia  of  the  Alzheimer  type  has  begun  to  at- 
tract the  most  attention.  It  appears  to  increase  in  fre- 
quency with  advancing  age  and  is  said  to  account  for  at 
least  20  percent  of  demented  patients  in  80  years  of  age 
and  older.  A cholinergic  deficit  has  become  an  accepted 
correlate  of  Alzheimer  type  dementia  and  yet  in  a sig- 
nificant number  of  clinically  diagnosed  patients  involve- 
ment of  the  cholinergic  system  has  not  been  found. 

In  contrast  to  the  etiologic  heterogeneity  of  the  clini- 
cal syndrome  of  Alzheimer  type  dementia,  one  small 
autopsy  series  reported  highly  significant  loss  of  neurons 
in  the  nucleus  basalis  (the  major  source  of  cholinergic 
brain  innervation)  in  all  cases,  whereas  a different 
group  reported  an  equally  striking  loss  of  neurons  in  the 
locus  ceruleus  ( the  major  source  of  noradrenergic  brain 
innervation)  in  another  small  autopsy  series. 

The  clinical  diagnosis  of  Alzheimer  type  dementia 
remains  largely  one  of  exclusion:  computerized  tomo- 
graphic scans  are  important  to  rule  out  other  causes  of 
dementia,  electroencephalographic  changes  tend  to  be 
confirmatory  rather  than  diagnostic  and  the  clinical 


value  of  positron  emission  tomography  (PET)  and  nu- 
clear magnetic  resonance  (NMR)  scans  is  yet  to  be  es- 
tablished. The  role  of  various  etiologic  agents  (infec- 
tious, toxic  metals,  nutritional  deficiencies  and  the  like) 
remains  questionable.  Current  treatment  research  fo- 
cuses on  correcting  possible  neurotransmitter  imbal- 
ances and  maximizing  the  function  of  surviving  neurons. 
The  search  for  etiologically  distinct  subgroups  has 
been  directed  toward  genetic  markers  (for  example, 
haptoglobins  and  human  leukocyte  antigens),  chromo- 
somal abnormalities  (for  example,  aneuploidy  and  sis- 
ter chromatid  exchange)  and  deficits  in  host  defense 
mechanisms  involving  the  immunoglobulin  system  and 
the  philothennal  response.  Many  treatments  have  been 
suggested  for  Alzheimer  type  dementia;  so  far,  only 
those  aimed  at  symptomatic  relief  have  an  acceptably 
high  level  of  efficacy  (for  example,  low  doses  of  anti- 
psychotic drugs  for  paranoid  or  agitated  behavior,  or 
both,  and  low  doses  of  antidepressants  for  affective  or 
vegetative  concomitants  of  depression).  Current  ex- 
perimental approaches  include  attempts  to  increase 
central  nervous  system  concentrations  of  acetylcholine, 
chelating  agents  to  lower  aluminum  concentrations, 
metabolic  enhancers  and  treatments  combining  two  or 
more  approaches.  None  are  particularly  encouraging. 

Patients  with  multiinfarct  dementia  may  benefit 
from  taking  medications  expected  to  reduce  the  inci- 
dence of  further  infarctions  (for  example,  anticoagu- 
lants such  as  aspirin,  llA  grains  every  other  day), 
though  the  prophylactic  efficacy  of  this  approach  has 
not  been  proved.  Of  course,  attempts  should  be  made  to 
control,  at  least  in  patients  with  multiinfarct  dementia, 
risk  factors  for  cerebrovascular  disease,  such  as  hyper- 
tension and  smoking. 

Lissy  F.  Jarvik,  M.D.  Ph.D. 

Robert  E.  Neshkes,  M.D. 
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Phencyclidine  (PCP)  Psychosis 

The  abuse  of  phencyclidine  hydrochloride  (known 
on  the  street  as  PCP,  angel  dust,  wack,  shermans  or 
super  kools)  is  common,  perhaps  epidemic,  in  most  ur- 
ban areas.  Persons  who  have  ingested  large  doses 
either  through  a single  exposure  or  frequent  use  can 
have  detectable  concentrations  of  phencyclidine  in 
their  blood  for  months  or  even  years  afterward.  The  in- 
cidence of  phencyclidine  intoxication  in  patients  pre- 
senting to  urban  psychiatric  emergency  services  is 
alarming  and  usually  underestimated.  Commonly  used 
laboratory  detection  methods  (gas  chromatographic 
techniques  using  flame  ionization)  are  relatively  in- 
sensitive with  lowest  limits  of  50  to  100  ng  per  ml, 
whereas  a glass  capillary-gas  chromatographic  nitro- 
gen detector  method  readily  identifies  phencyclidine  in 
the  5 to  10  ng  per  ml  range.  Furthermore,  phencycli- 
dine screenings  are  commonly  done  on  urine  samples 
that  are  usually  falsely  negative  if  the  urine  is  alkaline 
(pH  above  6.0)  even  in  the  presence  of  high  blood  con- 
centrations. Using  the  more  sensitive  techniques,  phen- 
cyclidine has  been  detected  in  the  blood  of  40  percent 
to  70  percent  of  patients  presenting  to  a Los  Angeles 
public  hospital  psychiatric  emergency  service. 

The  psychiatric  features  of  phencyclidine  intoxica- 
tion are  protean  and  atypical.  The  commonly  ascribed 
symptoms — toxic  psychosis  with  agitation,  disorienta- 
tion, visual  hallucinations  and  paranoid  delusions 
coupled  with  nystagmus,  tachycardia  and  hypertension 
—are  found  in  less  than  20  percent  of  phencyclidine- 
positive patients  and  are  not  related  to  blood  concen- 
trations of  phencyclidine.  Instead,  patients  have  symp- 
toms more  typical  of  schizophrenia  and  affective  dis- 
order. Prospective  comparisons  of  persons  with  labora- 
tory tests  positive  for  phencyclidine  with  those  with 
negative  results  show  no  clinical  or  demographic  fea- 
tures that  distinguish  the  two  groups,  except  a history  of 
phencyclidine  use,  which  is  obtained  only  25  percent  of 
the  time.  Optimum  treatment  of  phencyclidine  psy- 
chosis is  not  firmly  established  but  involves  chemo- 
therapy appropriate  to  the  behavioral  and  psychiatric 
symptoms  and  administration  of  ammonium  chloride 
(0.5  grams  three  times  a day)  to  acidify  the  urine  and 
enhance  excretion. 

Robert  E.  Allen,  M.D. 
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Behavioral  Treatment  of  Mild  Hypertension 

With  the  recent  publication  of  the  findings  of  major 
clinical  trials  of  antihypertensive  drugs,  it  is  now  con- 
sidered good  practice  to  treat  mild  hypertension  (di- 
astolic pressure  of  90  to  1 04  mm  of  mercury)  as  well  as 
more  severe  cases.  Given  that  40  million  people  in  the 
United  States  are  estimated  to  have  mildly  elevated 
pressures,  the  economic  and  social  consequences  of 
such  treatment  are  enormous.  On  close  scrutiny  of  the 
design  of  the  trials  and  the  interpretation  of  the  find- 
ings, however,  serious  questions  have  been  raised 
about  the  wisdom  of  drug  therapy  in  mild  cases,  es- 
pecially for  those  persons  free  of  cardiovascular  risk 
factors  such  as  smoking  or  hypercholesterolemia.  Drug 
toxicity,  disturbing  side  effects,  possible  adverse  ef- 
fects of  long-term  drug  use  and  poor  adherence  are 
additional  reasons  for  caution. 

Nonpharmacologic  modes  of  treatment  are  an  alter- 
native first  step  in  uncomplicated  cases.  Weight  loss 
and  sodium  restriction  can  be  effective  and  are  indicated 
in  many  cases,  but  poor  adherence  to  diets  no  doubt  re- 
flects strong  constitutional  factors  and  the  lifelong 
nature  of  eating  habits. 

Behavior  patterns  and  psychologic  and  social  stress 
have  been  shown  to  play  a role  in  hypertension. 
Whether  fundamental  changes  in  behavior  patterns 
and  life-style  can  be  achieved  is  uncertain.  Nonethe- 
less, people  can  be  shown  how  to  relax,  trained  to  lower 
their  blood  pressure  levels  and  advised  on  reducing  re- 
sponses to  stress  that  facilitate  blood  pressure  reduc- 
tion. 

Recent  studies  have  shown  that  behavioral  methods 
such  as  biofeedback  and  the  regular  practice  of  relaxa- 
tion are  effective,  and  studies  of  direct  comparisons 
between  drug  and  behavioral  treatments  have  found 
comparable  pressure  reductions  in  many  cases.  Studies 
have  shown  that  with  the  use  of  relaxation  tapes  and 
blood  pressure  biofeedback  methods  adapted  for  self- 
use, behavioral  methods  can  also  be  used  effectively  by 
persons  at  home,  thereby  facilitating  regular  practice 
and  self-help  in  pressure  reduction.  Using  small  groups, 
hypertensive  patients  have  also  been  taught  how  to 
manage  stress  more  effectively.  Finally,  the  simple 
procedure  of  daily  self-recording  of  blood  pressure  is 
useful  for  many  people  by  itself. 

Large-scale  studies  are  now  in  progress,  but  the  ac- 
cumulated evidence  suggests  that  behavioral  treat- 
ments may  prove  beneficial,  cost  effective  and  advan- 
tageous for  mild  hypertension. 

David  Shapiro,  Ph.D. 
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Panic  Disorders 

Panic  disorder  has  been  classified  in  the  Diagnostic 
and  Statistical  Manual  of  Mental  Disorders,  3rd  Ed. 
(DSM  III)  as  distinct  from  other  anxiety  disorders. 
This  distinction  came  from  compelling  evidence  pro- 
duced by  Donald  Klein,  M.D.,  in  the  1 960s  and  others 
in  the  1 970s  that  panic  disorder  has  a differential  treat- 
ment response  compared  with  other  disorders  in  which 
anxiety  is  prominent. 

The  essential  features  are  recurrent  paroxysmal  at- 
tacks of  anxiety  without  warning  or  apparent  reason, 
though  certain  situations — for  example,  driving  a car, 
being  in  crowds  or  a supermarket — may  become  asso- 
ciated with  a panic  attack.  There  is  a sudden  onset  of  in- 
tense apprehension,  fear  or  terror,  often  associated 
with  feelings  of  impending  death.  The  symptoms  can 
involve  almost  all  the  physioanatomic  systems  so  that 
patients  are  consciously  aware  of  the  attack,  which 
usually  lasts  several  minutes  and,  rarely,  hours.  Symp- 
toms include  palpitation,  chest  pain  or  discomfort, 
dyspnea,  a choking  sensation,  dizziness,  vertigo,  faint- 
ness, a feeling  of  unreality  (depersonalization  or  de- 
realization), paresthesias,  hot  and  cold  flashes,  sweat- 
ing, trembling  or  shaking,  severe  anxiety  with  fear  of 
dying  or  going  crazy,  a sense  of  losing  control  and  the 
like. 

Because  of  the  complexity  of  symptoms,  panic  dis- 
order was  often  diagnosed  as  polysymptomatic  hys- 
teria in  the  latter  part  of  the  19th  century.  It  also  car- 
ried various  diagnostic  labels  reflecting  the  specialty 
interests  of  the  treating  physicians:  “cardiac  neurosis,” 
“hyperventilation  syndrome,”  “vertigo  hysterique,” 
“hypochondriasis,”  “spastic  colon  syndrome,”  “anxi- 
ety neurosis”  and  “agoraphobia.”  The  recent  estab- 
lishment of  panic  disorder  as  a disease  entity  by  the 
American  Psychiatric  Association  no  doubt  validates 
it  as  an  entity  requiring  accurate  diagnosis  and  effec- 
tive treatment. 

Epidemiologically,  panic  disorder  is  estimated  to  oc- 
cur in  2 percent  to  5 percent  of  the  general  population 
and  10  percent  to  14  percent  of  patients  in  cardiology 
practice,  with  80  percent  of  the  patients  being  women. 
The  onset  is  usually  in  the  early  20s  with  a uniform, 
unimodal  age-of-onset  distribution.  The  course  of  the 
illness  is  often  chronic  and  fluctuating,  with  50  percent 
or  more  of  the  affected  having  some  level  of  disability. 
A common  complication  of  this  disorder  is  the  develop- 
ment of  phobia  and  avoidance  of  the  place  or  situation 
where  a patient  first  experienced  a panic  attack  (clas- 
sical conditioning).  Patients  become  reluctant  to  be 
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alone  or  in  public  places  away  from  home.  Because  the 
illness  usually  affects  persons  in  their  wage-earning 
years,  monetary  losses  amount  to  more  than  $ 100  mil- 
lion a year,  not  to  mention  the  costs  in  human  suffer- 
ing. 

Recent  studies  have  elicited  more  information  on  the 
biologic  factors  of  this  condition,  in  addition  to  the 
long-held  psychosocial  dynamic  factors.  These  include 
an  increased  incidence  in  the  disorder  in  the  first- 
degree  relatives,  a higher  concordance  rate  in  monozy- 
gotic than  in  dizygotic  twins,  a unique  age-of-onset  dis- 
tribution and  a poor  response  to  benzodiazepine  anti- 
anxiety agents.  In  addition,  the  attacks  are  precipitated 
by  sodium  lactate  administration  in  persons  with  a his- 
tory of  panic  disorder  but  not  in  control  subjects. 

Psychotherapy — psychodynamically  oriented,  sup- 
portive or  group  therapy  or  psychoanalysis— -has  yield- 
ed limited  results,  probably  not  significantly  different 
from  the  spontaneous  remission  rate.  Behavioral  thera- 
py was  reported  to  be  effective  for  patients  with  a single 
phobia  and  phobic  avoidance,  particularly  if  medica- 
tion prevents  primary  panic  attacks.  The  pharmaco- 
therapy is  most  promising  with  best  cost-benefit  ratios. 
All  antidepressants  including  monoamine-oxidase  in- 
hibitors and  tricyclic  antidepressants,  given  at  doses 
ranging  from  homeopathic  doses  to  the  conventional 
ones  used  for  depression,  have  been  found  to  be  effec- 
tive. The  effectiveness  in  treating  a panic  disorder  with 
antidepressants  is  independent  of  the  presence  of  the 
autonomic  signs  of  a depression. 

Ching-Piao  Chien,  M.D. 
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Benzodiazepine  Receptors 

The  discovery  of  the  benzodiazepine  receptor  in 
1977  has  important  clinical  implications  for  our  under- 
standing the  utility  of  benzodiazepines  and  their  poten- 
tial for  abuse.  These  receptors  are  located  throughout 
the  brain  and  elsewhere,  but  their  locations  in  the  brain 
may  give  some  indication  of  the  functions  of  these 
drugs.  Thus  receptors  in  the  cortex  may  account  for 
seizure  relief,  in  the  limbus,  anxiolytic  effects,  in  the 
reticular  formation,  muscle  relaxation,  and  in  the  cere- 
bellum, the  ataxic  uncoordination  seen  with  higher  doses. 

Two  types  of  receptors  have  been  identified,  denoted 
types  I and  II.  Drugs  that  bind  to  type  I receptors  and 
not  type  II,  such  as  triazolopyridine,  selectively  pro- 
vide relief  of  anxiety  without  the  other  effects  of  benzo- 
diazepines. Although  presently  available  benzodiaze- 
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pines  bind  to  both  types  of  receptors,  antagonist  drugs 
have  been  developed  that  will  selectively  block  one  type 
of  receptor.  Betacarbolines  selectively  block  type  I recep- 
tors, thereby  blocking  the  anxiety-reducing  effects  of 
benzodiazepines.  These  findings  may  help  in  the  de- 
velopment of  a drug  that  relieves  anxiety  without  other 
less  desirable  effects  or  a combination  of  benzodiaze- 
pine and  receptor  type  II  antagonist  that  accomplishes 
the  same  useful  function.  The  benzodiazepines  bind 
better  to  receptors  in  the  presence  of  neurotransmitter 
y-aminobutyric  acid  (GABA)  and  these  receptors  may 
play  a role  in  G AB  A-ergic  transmissions.  This  may  ex- 
plain the  profound  effect  of  benzodiazepines  on  G ABA- 
ergic  transmission. 

The  benzodiazepine  receptors  may  also  help  to  ex- 
plain the  benzodiazepine  withdrawal  syndrome.  The 
discovery  of  these  receptors  has  led  to  the  hypothesis 
that  the  body  produces  endogenous  benzodiazepine- 
like compounds  that  have  not  yet  been  identified.  Thus, 
if  exogenous  benzodiazepines  are  supplied,  then  the 
body’s  production  of  benzodiazepines  would  decrease 
through  inhibition  of  the  feedback  loop.  The  body  may 
require  several  weeks  to  resynthesize  its  own  benzo- 
diazepines after  exogenous  compounds  are  withdrawn, 
leaving  the  benzodiazepine  receptors  devoid  of  benzo- 
diazepines and  leading  to  prolonged  withdrawal  symp- 
toms. Another  explanation  of  withdrawal  is  that  ad- 
ministration of  high  doses  of  diazepam  produces  a high- 
ly significant  increase  in  the  density  of  brain  benzodi- 
azepine receptors  that  are  then  left  without  benzodi- 
azepines when  the  exogenous  drug  is  withdrawn. 

In  conclusion,  the  discovery  of  the  benzodiazepine 
receptor  helps  to  clarify  the  function  of  these  drugs,  to 
explain  the  withdrawal  syndrome  and  to  provide  a 
basis  for  the  future  development  of  drugs  that  relieve 
anxiety  without  producing  undesirable  effects. 

Edward  Kaufman,  M.D. 
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Bulimia 

Bulimia  is  a syndrome  of  recurrent  episodes  of  rapid 
binge  eating  of  high-caloric  foods,  usually  secretively. 
Binges  are  terminated  by  pain,  sleep,  self-induced 


vomiting  or  interruption  by  another  person.  Weight 
gain  is  limited  by  severely  restrictive  diets  or  fasts,  self- 
induced  vomiting  or  use  of  laxatives,  or,  in  some  cases, 
all  of  these.  Patients  often  experience  weight  fluctua- 
tions of  greater  than  4.5  kg  ( 1 0 lb).  They  are  aware  that 
their  eating  patterns  are  abnormal  and  fear  not  being 
able  to  voluntarily  stop.  Depressed  mood  and  low  self- 
esteem are  common.  Bulimia  is  properly  diagnosed 
only  in  the  absence  of  anorexia  nervosa  or  other 
physical  causes.  The  prevalence  may  be  as  high  as  5 
percent  among  college  women.  There  are  far  fewer 
recognized  male  bulimic  patients.  The  age  of  onset  is 
ordinarily  in  the  midteens,  with  eating  binges  follow- 
ing attempts  at  caloric  restriction  or  related  to  frustra- 
tion and  anxiety,  or  both.  Typically,  vomiting  begins  a 
year  or  two  following  severe  diets  and  fasts,  and  laxative 
abuse  begins  several  years  later.  Complications  in- 
clude hypokalemia  and  its  sequelae,  various  gastroin- 
testinal complaints,  dental  problems  and  parotid  and 
sublingual  gland  swelling  with  “squirrel  face.”  Coex- 
istent personality  problems  are  common.  Treatment  in- 
cludes individual  and  group  psychotherapy  and  admin- 
istration of  antidepressant  medications  when  indicated. 
Several  other  classes  of  medication  are  currently  being 
tested.  Self-help  groups  are  often  beneficial. 

Factors  thought  to  contribute  to  the  pathogenesis  of 
both  anorexia  nervosa  and  bulimia  include  personality, 
family  and  as-yet-unidentified  biologic  factors  and  cul- 
tural pressures  on  women  to  be  thin. 

Joel  Yager,  M.D. 
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Combined  Tricyclic  and  Monoamine- 
Oxidase  Inhibitor  Antidepressant 
Treatment 

Combining  tricyclic  drugs  and  monoamine-oxidase 
inhibitors  in  antidepressant  treatment  was  at  one  time 
considered  so  hazardous  that  pharmaceutical  com- 
panies identified  treatment  with  one  class  of  drug  as  an 
absolute  contraindication  to  treatment  with  the  other. 
Nevertheless,  some  clinicians  have  used  the  two  types 
of  drugs  together  ever  since  they  first  became  avail- 
able, and  some  have  claimed  that  such  combinations 
may  work  well  when  all  else  has  failed. 

Repeated  reviews  of  the  literature  on  adverse  reac- 
tions have  led  to  the  same  conclusion:  the  combination 
appears  reasonably  safe  if  used  within  certain  guide- 
lines. Severe  reactions  have  occurred  mainly  when  a 
tricyclic  was  added  to  an  established  course  of  treat- 
ment with  a monoamine-oxidase  inhibitor.  These  reac- 
tions— characterized  by  hyperthermia,  hypertonicity, 
seizures  and  agitated  delirium  sometimes  progressing 
to  coma— resemble  the  clinical  picture  of  overdose 
more  closely  than  that  of  hypertensive  crises  or  “cheese 
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reactions”  experienced  by  monoamine-oxidase  inhibi- 
tor-treated patients  who  ingest  tyramine  or  indirectly 
acting  sympaihomimetics.  Such  reactions  have  virtual- 
ly never  been  reported  when  tricyclic  and  monoamine- 
oxidase  inhibitor  administration  is  started  together,  at 
low  dosage,  after  at  least  a week  of  not  taking  either 
type  of  drug.  Dosage  should  then  be  increased  gradu- 
ally for  both  drugs  together  to  a maximal  dose  of  half 
that  used  with  the  single  drugs. 

The  major  indication  for  a trial  of  combined  mono- 
amine-oxidase inhibitors  and  tricyclic  treatment  is  de- 
pression that  has  proved  refractor)'  to  adequate  trials  of 
treatment  with  more  usual  approaches — such  as  tricy- 
clic antidepressants  alone,  monoamine-oxidase  inhibi- 
tor alone,  electroconvulsive  therapy  and  so  forth.  A 
clinician  choosing  to  try  combination  treatment  should 
bear  in  mind  that  whereas  some  uncontrolled  clinical 
experience  has  suggested  its  effectiveness  for  refrac- 
tory depression,  none  of  the  four  controlled  studies  so 
far  reported  has  supported  any  advantage  for  combined 
monoamine-oxidase  inhibitor  and  tricyclic  treatment 
over  administration  of  single  drugs  or  electroconvul- 
sive therapy.  Nevertheless,  official  sanctions  against 
the  use  of  this  approach  are  lifting  in  the  face  of  evi- 
dence for  reasonable  safety  with  proper  use.  Pharma- 
ceutic companies  are  revising  package  inserts  according- 
ly, and  last  year  the  American  College  of  Neuropsy- 
chopharmacology adopted  as  its  official  position  paper 
the  review  by  White  and  Simpson  (1981). 

Kerrin  White,  M.D. 

REFERENCES 

Stem  SL.  Mendels  J:  Drug  combinations  in  the  treatment  of  re- 
fractory depression:  A review.  J Clin  Psychiatry.  42:368-373,  Oct 
1981. 

White  K.  Razani  J,  Simpson  G.  et  al:  combined  MAOI-tricyclic 
antidepressant  treatment:  A controlled  trial:  Psychopharmacol  Bull, 
18:180-181.  Oct  1982. 

White  K,  Simpson  G:  Combined  MAOI-Tricyclic  antidepressant 
treatment:  A reevaluation.  J Clin  Psychopharm,  1:264-282,  Sep 
1981. 

Use  of  Lithium  Carbonate  in  Psychiatric 
Treatment 

Lithium  carbonate  is  used  to  treat  recurrent  mood 
disorders.  It  is  most  effective  in  controlling  acute  mania 
and  for  prophylaxis  or  bipolar  I (mania)  and  bipolar  II 
(hypomania)  manic-depressive  disorders,  schizoaffec- 
tive disorders  and  recurrent  unipolar  depression.  It  is 
less  effective  as  a treatment  for  acute  depression.  When 
lithium  is  used  to  treat  acute  mania,  relatively  high 
serum  concentrations  (up  to  1.8  mEq  per  liter)  are  ac- 
ceptable as  long  as  toxic  symptoms  are  not  produced. 
Neuroleptic  medication  is  commonly  added  for  the 
acute  manic  period.  The  use  of  lithium  as  prophylactic 
treatment  has  to  be  adjusted  for  each  patient  but  is 
generally  indicated  for  those  who  have  two  or  more 
affective  episodes  within  two  years,  those  who  have  a 
history  of  more  than  three  affective  episodes  and  pa- 


tients whose  previous  depressions  had  not  responded 
quickly  to  antidepressants. 

Prophylactic  administration  of  lithium  is  not  indi- 
cated after  a single  manic  episode,  but  extreme  care 
must  be  used  to  document  the  lack  of  previous  manic  or 
hypomanic  episodes.  It  is  not  uncommon  to  have  con- 
tinued mood  swings  during  the  initial  prophylactic 
treatment  with  lithium  because  its  maximum  prophy- 
lactic value  may  not  occur  for  more  than  a year  after 
onset  of  treatment.  In  most  persons  control  can  be 
achieved  with  maintenance  lithium  blood  concentra- 
tions of  0.6  to  0.8  mEq  per  liter.  Some  persons,  how- 
ever, especially  the  elderly  or  organically  impaired, 
cannot  toierate  such  levels,  and  in  these  cases  concen- 
trations as  low  as  0. 3 mEq  per  liter  may  be  effective.  At 
the  other  extreme  are  some  patients  in  whom  main- 
tenance levels  as  high  as  1 .6  mEq  per  liter  are  required. 

Lithium  treatment  may  be  started  in  the  following 
ways:  using  a large  loading  dose  with  careful  subse- 
quent monitoring  of  the  blood  concentration,  giving  a 
single  600-mg  test  dose  with  determination  of  a 24- 
hour  blood  concentration  or  starting  the  patient  on  a 
regimen  of  600  mg  a day  and  increasing  the  dose 
weekly  after  checking  the  blood  lithium  concentration. 
Standard  lithium  serum  values  are  measured  10  to  14 
hours  after  the  last  dose  of  lithium.  The  measurement  of 
erythrocyte  lithium  value,  as  opposed  to  plasma  or 
serum  levels,  is  not  commonly  used  in  most  clinical 
settings.  Once  persons  have  been  stabilized  on  a parti- 
cular blood  concentration  at  a particular  dose,  there  is 
little  fluctuation  and  for  uncomplicated  maintenance 
therapy  lithium  levels  should  be  checked  only  every 
four  to  six  months. 

There  is  no  agreement  among  experts  on  laboratory 
tests  that  should  be  done  before  starting  lithium  treat- 
ment. Our  consensus  is  that  a pretreatment  examina- 
tion should  include  blood  tests  for  serum  creatinine  and 
thyroid  function  and  analysis  of  urine.  There  are  no 
specific  medical  contraindications  to  lithium  treat- 
ment (including  cardiovascular  disease),  though  in  pa- 
tients with  cardiac  disorders  baseline  and  lithium  treat- 
ment electrocardiograms  should  be  done.  Lithium  has 
some  antithyroid  effects  and  causes  hypothyroidism  in 
a small  percentage  of  patients.  Thus,  yearly  thyroid 
function  tests  should  be  carried  out,  the  best  being  the 
thyroid-stimulating  hormone  level.  Hypothyroid  changes 
are  treated  by  administration  of  thyroid  replacement. 
While  lithium  decreases  the  kidney’s  ability  to  concen- 
trate urine,  this  is  rarely  of  importance.  In  the  absence 
of  preexisting  renal  disease  or  evidence  of  renal  dis- 
ease while  on  lithium,  the  serum  creatinine  level  should 
be  checked  yearly.  Previous  concerns  about  possible 
renal  damage  due  to  lithium  are  now  thought  to  be 
exagerated.  Further,  worries  by  some  patients  that 
lithium  may  affect  “creativity”  have  not  been  substan- 
tiated. 
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Most  persons  receiving  lithium  have  some  side  ef- 
fects, which  are  usually  mild  and  include  thirst,  in- 
creased urination  and  mild,  fine,  resting  tremor.  Sub- 
jective side  effects  such  as  nausea  or  gastrointestinal 
distress  can  often  be  relieved  by  using  the  slow-release 
form  of  lithium  because  peak  blood  concentrations 
after  ingestion  of  medication  are  much  lower  with  this 
form.  Side  effects  of  tremor  are  commonly  treated  with 
administration  of  propranolol,  polyuria  with  hydro- 
chlorothiazide and  acne  with  topical  antibiotics.  Ap- 
proximately 20  percent  of  patients  receiving  lithium 
have  a significant  weight  gain  of  unknown  cause,  but  it 
is,  of  course,  calorie-dependent.  Lithium  is  compatible 
with  all  other  psychotropic  medications,  though  some 
and  possibly  all  neuroleptic  agents  raise  the  intraneu- 
ronal lithium  level  and  thus  may  be  responsible  for  mild 
toxic  changes  at  previously  tolerated  blood  concentra- 
tions. Lithium  can  be  given  in  combination  with  di- 
uretics if  blood  concentrations  are  measured  frequently 
during  initiation  and  adjustment  of  diuretics.  Lithium 
may  increase  the  potential  for  digitalis  toxicity  by 
lowering  intracellular  potassium  levels;  thus,  careful 
monitoring  of  electrocardiograms  should  be  carried  out 
during  stabilization  periods.  Lithium  use  is  contraindi- 
cated during  pregnancy  and  for  women  who  are  breast- 
feeding. 

Robert  H.  Gemer,  M.D. 
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Sleep  Disorders  Medicine:  A New 
Subspecialty 

Sieep  disorders  medicine  has  recently  emerged  as  a 
new  subspecialty.  Nearly  100  sleep  disorder  centers 
have  already  been  established  in  hospitals  throughout 
the  United  States.  Certified  sleep  disorder  specialists 
(clinical  polysomnographers)  drawn  from  pulmonary 
medicine,  neurology,  cardiology,  psychiatry,  psycholo- 
gy and  other  fields  offer  comprehensive  medical  and 
psychiatric  evaluation  and  treatment  for  a wide  variety 
of  clinical  problems.  A few  disorders  are  as  follows: 
Excessive  Daytime  Sleepiness 

Patients  with  excessive  daytime  sleepiness  (EDS) 
show  a persistent  propensity  to  fall  asleep  at  times 
when  they  wish  to  remain  awake.  Two  major  diagnoses 
should  be  considered:  narcolepsy  and  obstructive  sleep 


apnea.  Narcolepsy  is  associated  with  cataplexy,  con- 
sisting of  brief  episodes  of  objective  muscle  weakness 
usually  precipitated  by  emotional  arousal.  It  is  found 
equally  in  men  and  women  and  usually  begins  during 
the  late  teenage  years  and  early  20s.  In  contrast,  pa- 
tients with  obstructive  sleep  apnea  have  hundreds  of 
episodes  during  the  night  when  effective  respiration 
ceases  because  of  upper  airway  obstruction.  It  is  usu- 
ally associated  with  profound  snoring  and  occurs  most 
frequently  in  obese  middle-aged  men.  The  symptoms  of 
excessive  daytime  sleepiness  may  be  related  to  the 
metabolic  and  blood  gas  abnormalities  associated  with 
prolonged,  repeated  apnea.  Patients  with  both  forms  of 
this  disorder  fall  asleep  quickly  in  the  sleep  laboratory 
during  daytime  and  nocturnal  recordings. 

Narcoleptic  patients  usually  enter  rapid-eye-move- 
ment (REM)  sleep  immediately  on  falling  asleep.  Pa- 
tients who  have  sleep  apnea  show  numerous  episodes 
of  apnea  and  may  have  severe,  life-threatening  periods 
of  hypoxemia,  hypercapnea,  pulmonary  and  systemic 
hypertension  and  cardiac  arrhythmias  during  apneic 
episodes.  Once  the  diagnosis  is  established,  relatively 
successful  therapies  are  available  for  both  forms  of 
sleep  disorder. 

Major  Depressive  Disorders 

Most  depressed  patients  have  insomnia,  though  a 
few  have  hypersomnia.  More  recently  it  has  been  found 
that  many  depressed  patients  show  rather  specific  ab- 
normalities of  sleep,  including  a loss  of  stage  4 sleep  ( an 
electroencephalographic  category)  and  a shortened 
REM  latency  (the  elapsed  time  from  sleep  onset  to  the 
first  REM  period).  These  findings  have  stimulated  con- 
siderable research  into  biologic  factors  in  affective  ill- 
ness. The  clinical  usefulness  of  sleep  laboratory  inves- 
tigations of  depressed  patients  is  currently  being  studied 
in  such  areas  as  differential  diagnosis,  assessment  of 
severity  and  prediction  of  response  to  treatment. 
Impotence 

The  differentiation  of  psychogenic  and  organic  fac- 
tors is  an  important  consideration  in  the  management 
of  impotent  patients.  Because  every  normal  man  has 
full  erections  in  association  with  REM  periods,  all- 
night-sleep  laboratory  recordings  of  sleep  and  nocturnal 
penile  tumescence  provide  valuable  information  to 
clinicians  who  must  decide  whether  to  treat  a patient 
psychiatrically,  medically  or  surgically.  During  REM 
periods,  it  is  possible  to  measure  changes  in  penile  cir- 
cumference that  occur  with  erections  and,  on  awaken- 
ing, to  measure  rigidity.  Patients  with  organic  impoten- 
cy  show  little  or  no  evidence  of  an  objective  erection 
during  several  nights  in  a sleep  laboratory  and  are  can- 
didates for  a penile  prosthesis  or  a vascular  operation. 

J.  Christian  Gillin,  M.D. 
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Neuroleptic  Malignant  Syndrome 

The  neuroleptic  malignant  syndrome  appears  in  pa- 
tients being  treated  with  antipsychotic  medication  and  is 
characterized  by  fever,  muscular  rigidity,  altered  con- 
sciousness and  autonomic  dysfunction.  Although  the 
syndrome  is  considered  rare,  it  is  recently  being  re- 
ported with  more  frequency  in  the  United  States.  Usu- 
ally seen  in  men  younger  than  40  years,  it  has  been 
reported  in  patients  with  various  psychiatric  diagnoses. 
Neuroleptic  malignant  syndrome  has  also  been  reported 
to  occur  with  the  administration  of  most  major  families 
of  neuroleptic  drugs,  most  often  in  therapeutic  doses.  It 
is  seen  less  frequently  with  other  psychotropic  agents 
that  are  given  either  alone  or  in  combination. 

The  syndrome  usually  resolves  spontaneously  when 
the  offending  neuroleptic  agent  is  discontinued  and 
does  not  always  reappear  when  the  causative  agent  is 
readministered.  It  is  also  not  related  to  the  duration  of 
drug  administration.  Laboratory  evaluation  shows  non- 
specifically  abnormal  findings,  including  an  elevated 
creatine  kinase,  raised  liver  enzyme  levels  and  diffuse 
slowing  seen  on  the  electroencephalogram.  No  struc- 
tural abnormalities  in  the  central  nervous  system  have 
been  found  in  autopsy  studies.  Death  occurs  in  20  per- 
cent of  the  cases — usually  due  to  respiratory  failure — 
and  50  percent  of  these  have  been  related  to  the  use  of 
long-acting  phenothiazines.  Other  serious  complica- 
tions include  thromboembolism,  aspiration  pneumonia, 
cardiovascular  collapse,  renal  failure  and  irreversible 
brain  damage. 

The  underlying  causative  physiologic  mechanism  of 
this  disorder  is  unknown,  but  speculation  relates  it  to 
dopamine  blockade  in  the  basal  ganglia  and  hypothala- 
mus. Predisposing  factors  may  include  organic  brain 
disease,  dehydration  or  physical  exhaustion. 

Although  there  have  been  scattered  reports  of  treat- 
ment success  with  antiparkinsonian  agents,  there  is 
currently  no  known  treatment  that  can  reverse  the  syn- 
drome in  most  cases.  Palliative  measures  include 
cessation  of  administration  of  the  neuroleptic  agent  and 
supportive  medical  care.  Because  the  most  effective 
treatment,  then,  is  prevention,  clinicians  should  pre- 
scribe neuroleptic  medication  only  when  the  benefits 
outweigh  the  risks  in  a psychotic  patient. 

Charles  B.  Schaffer,  M.D. 
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Underdiagnosis  of  Bipolar  Disorder: 
Causes  and  Implications 

Numerous  studies,  especially  during  the  past  decade, 
have  resulted  in  redefining  the  criteria  for  differential 
diagnosis  of  various  psychiatric  disorders,  especially 
for  distinguishing  the  major  affective  disorders  from  the 
schizophrenic  disorders.  Observations  suggest,  how- 
ever, that  clinical  practice  does  not  yet  fully  reflect 
these  redefinitions,  with  cases  of  bipolar  disorder,  es- 
pecially the  manic  type,  continuing  to  be  diagnosed  and 
therefore  treated  as  schizophrenia.  The  consequences 
of  such  a misdiagnosis  are  several  and  can  be  tragic:  ( 1 ) 
there  is  greater  social  stigma  attached  to  the  label  of 
“schizophrenia”  than  to  “bipolar  disorder”  (manic-de- 
pressive disorder),  (2)  there  are  poorer  prognostic  im- 
plications of  a diagnosis  of  schizophrenia  and  a more 
negative  effect  on  a patient,  the  family  and  treatment 
personnel  (that  is,  “Once  a schizophrenic,  always  a 
schizophrenic”)  and  (3)  often  treatment  is  with  agents 
that  are  less  effective  and  have  the  potential  for  more 
both  short-term  and  long-term  deleterious  effects. 

Multinational  studies  in  Western  Europe  have  es- 
tablished an  approximate  1 : 1 ratio  of  schizophrenia  to 
bipolar  disorder  among  hospital  admissions.  This  ratio 
was  confirmed  by  a study  in  the  United  States  and 
Great  Britain,  indicating  that  the  actual  patient  types  did 
not  differ  in  the  two  countries.  Various  studies  have 
shown,  however,  that  American  psychiatrists  have  di- 
agnosed schizophrenia  as  much  as  8 to  1 2 times  as  fre- 
quently as  bipolar  disorder.  Recent  data  from  Cali- 
fornia suggest  that  underdiagnosis  of  affective  disorder 
relative  to  schizophrenia  is  continuing,  though  the 
trend  is  toward  the  1:1  ratio. 

Pertinent  to  the  underdiagnosis  of  bipolar  disorder  in 
this  country  has  been  the  adage  “even  a trace  of  schizo- 
phrenia is  schizophrenia,”  supported  by  a diagnostic 
approach  that  has  relied  on  a cross-sectional  view  of 
signs  and  symptoms.  The  Diagnostic  and  Statistical 
Manual  of  Mental  Disorders,  2nd  Ed,  which  was  in 
use  until  1 980,  used  such  slice-in-time  descriptions  and 
additionally  required  that  for  a diagnosis  of  affective  re- 
action any  disturbance  of  thought  or  behavior  must  be 
consonant  with  the  primary  disorder  of  mood.  There- 
fore, the  presence  of  any  mood-incongruent  psychotic 
features  excluded  the  diagnosis  of  an  affective  disorder. 
Subsequent  to  this  edition,  research  has  clarified  the 
nonspecificity  of  many  of  the  “schizophrenic”  symp- 
toms, including  mood-incongruent  hallucinations  and 
delusions,  thought  disorder  and  catatonia.  The  entire 
range  of  “schizophrenic”  symptoms  has  been  noted  in 
20  percent  to  50  percent  of  both  manic  and  depressed 
patients.  The  presence  or  absence  of  affective  symp- 
toms, the  family  history  (for  schizophrenia  and  affec- 
tive disorder  particularly),  the  premorbid  personality 
and  the  course  of  illness  are  more  specific  diagnostic 
indicators.  Age  of  onset  is  not  the  differentiating  cri- 
terion once  thought;  it  is  now  recognized  that  bipolar 
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disorder  can  occur  in  childhood  and  adolescence  and 
that  such  cases  tend  to  have  a higher  genetic  loading 
and  a less  favorable  course. 

The  third  edition  of  the  above-mentioned  manual, 
now  in  use,  provides  specific  diagnostic  criteria,  rather 
than  cross-sectional  descriptions,  and  incorporates 
many  of  the  findings  of  recent  research  in  the  criteria  for 
distinguishing  the  schizophrenic  disorders  and  the  af- 
fective disorders.  The  trend  in  the  California  findings 
may  well  reflect  increasing  familiarity  with  these  cri- 
teria. A category  of  schizoaffective  disorder  remains, 
without  diagnostic  criteria,  for  those  instances  in  which 
a clinician  is  unable  to  make  the  differential  diagnosis 
with  any  degree  of  certainty;  it  is  not,  however,  as  was 
formerly  the  case,  included  among  the  schizophrenic 
disorders  but  under  a new  category  of  “psychotic  dis- 
orders not  elsewhere  classified.”  Such  instances  em- 
phasize the  need  for  careful  diagnostic  evaluation  as  an 
ongoing  process. 

In  those  instances  in  which  the  differentiation  be- 
tween a schizophrenic  illness  and  an  affective  illness 
featuring  manic  symptoms  is  not  clear,  it  is  appropriate 
to  institute  a trial  of  lithium  carbonate  treatment.  Such 
is  particularly  the  case  when  response  to  neuroleptics  is 
not  satisfactory.  The  duration  of  such  a trial,  barring 
the  development  of  adverse  reactions,  should  be  at 
least  a month  at  adequate  serum  concentrations.  Re- 
search indicates  that  lithium  is  as  effective  in  manic  pa- 
tients with  “schizophrenic  symptoms”  as  in  those 
without. 

Elaine  Knutsen,  M.D. 
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Ergot  Alkaloids  and  Dementia 

Although  clinicians  have  remained  sceptical  about 
the  use  of  dihydroergotamine  mesylate  in  treating 
senile  dementia,  it  remains  the  only  drug  approved  by 
the  Food  and  Drug  Administration  (FDA)  for  use  in 
“selected  symptoms  in  elderly  patients.”  Recent  re- 
search findings  may  lead  the  way  to  more  effective 
clinical  use  of  this  medication. 

Historical  review  of  studies  of  dihydroergotamine 
mesylate  shows  a general  tendency  for  medication  dos- 
age to  increase,  starting  with  1.5  mg  per  day  in  the  early 
1 950s,  to  doses  of  6,  9 and  1 2 mg  a day  at  present.  The 
dosage  usually  prescribed  in  the  United  States  is  3 mg  a 


day,  whereas  in  Europe  4.5  mg  a day  is  prescribed.  In 
general,  those  studies  done  at  higher  doses  report 
superior  efficacy  for  the  high-dose  regimen.  Of  par- 
ticular interest  is  a recent  direct  comparison  of  3 mg 
versus  6 mg  a day  in  more  than  500  patients  with  cere- 
brovascular disease  that  found  clear  superiority  for  the 
higher  dose. 

Such  studies  improve  our  knowledge  of  dosage  for 
dihydroergotamine  mesylate  but  do  little  to  improve 
our  understanding  of  the  rationale  for  its  use.  Proposed 
effects  have  shifted  from  improvement  of  cerebral  cir- 
culation to  effects  on  cerebral  glucose  metabolism  to, 
most  recently,  neurotransmitter  effects.  Examining  the 
recent  comparison  of  3 mg  versus  6 mg  leads  to  the 
question  of  why  a drug  with  supposed  effects  on  neuro- 
transmitters has  positive  effects  in  a disease  where  the 
cause  is  structural — that  is,  cerebrovascular  accident 
— or  in  other  degenerative  diseases  of  the  brain.  The 
behavioral  rating  subscales  with  greatest  improvements 
were  heavy-headedness,  loss  of  concentration  and  loss 
of  vigor.  These  results  suggest  that  the  drug  probably 
has  a positive  effect  on  arousal  and  attention.  Thus  it 
may  be  that  even  with  structural  damage  some  improve- 
ment may  be  attained  in  clinical  status  by  increasing 
aspects  of  the  alertness-arousal-attention  complex  that 
may  be  mediated  through  other  neural  systems  not  in- 
jured by  the  initial  attack. 

The  use  of  drug  concentration  determinations  and 
biochemical  tests  to  predict  drug  response  is  a fruitful 
area  of  research.  Much  has  been  written  in  the  general 
psychopharmacologic  literature  about  the  use  of  meta- 
bolites of  biogenic  amines  such  as  3-methoxy-4-hy- 
droxyphenylglycol  (MHPG)  to  predict  response  to 
antidepressant  medications.  It  has  been  well  docu- 
mented that  major  changes  occur  in  biogenic  amines 
with  normal  aging  and  also  with  neuropsychiatric  dis- 
eases such  as  dementia,  commonly  found  in  the  elderly. 
To  date  there  has  been  only  one  preliminary  study — by 
Samorajski  and  associates — correlating  changes  in 
serum  prolactin  with  symptomatic  improvement  with 
dihydroergotamine  mesylate  treatment.  This  study  ex- 
amined the  hypothesis  that  this  ergoloid  mesylate’s 
therapeutic  effect  is  related  to  its  dopamine- agonist  ef- 
fects and  that  serum  levels  of  prolactin  fall  with  in- 
creasing agonist  activity.  Many  other  biochemical 
markers  remain  unexamined  as  predictors  of  psycho- 
pharmacologic treatments  in  the  elderly  with  depres- 
sion and  dementia. 

In  conclusion,  encouraging  results  indicate  that  doses 
higher  than  the  FDA- approved  3 mg  a day  are  poten- 
tially more  beneficial.  Further  work  will  need  to  be  done 
to  document  these  dosage  effects  on  populations  in  the 
United  States  and  to  further  explore  potential  bio- 
chemical predictors  of  drug  response  and  the  benefit  of 
combined  therapy. 

Jerome  A.  Yesavage,  M.D. 
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Recent  Developments  in  the  Diagnosis  of 
Childhood  Depression 

Depression  in  children  has  long  been  an  area  ignored 
by  researchers.  This  has  changed  significantly  in  the 
past  ten  years  as  recent  biologic  and  clinical  advances 
in  the  study  of  adult  depression  have  been  duplicated  in 
studies  of  childhood  depression. 

Several  researchers  have  been  working  to  obtain  a 
consistent  set  of  diagnostic  criteria  for  childhood  de- 
pression. The  Diagnostic  and  Statistical  Manual  of 
Mental  Disorders,  3rd  Ed  in  1 980  stated  that  a child 
must  either  show  a dysphoric  mood  or  a pervasive  loss 
of  interest  in  almost  all  usual  activities,  in  addition  to  at 
least  four  of  the  following  eight  symptoms:  ( 1 ) change 
in  appetite,  (2)  sleep  difficulty,  (3)  psychomotor  agita- 
tion or  retardation,  (4)  loss  of  pleasure  in  usual  acti- 
vities, ( 5 ) loss  of  energy,  ( 6 ) feelings  of  self-reproach  or 
guilt,  (7)  complaints  or  evidence  of  diminished  ability 
to  concentrate  and  (8)  recurrent  thoughts  of  suicide  or 
death.  The  duration  of  these  symptoms  must  be  longer 
than  two  weeks.  It  has  been  emphasized  that  though 
these  criteria  offer  the  advantage  of  uniform  applica- 
bility by  researchers,  they  are  the  criteria  for  adult  de- 
pression. Empirical  research  is  necessary  to  determine 
how  these  criteria  might  vary  with  age  and  development. 

Some  researchers  emphasize  the  difficulties  involved 
in  defining  depression  as  a clinical  phenomenon,  the 
diagnosis  of  which  can  be  based  on  the  observation  of  a 
group  of  symptoms  or  an  inference  regarding  some  pre- 
sumed underlying  process.  Nonetheless,  consistent  cri- 
teria, even  with  imperfections,  are  a considerable  ad- 
vantage to  clinicians  and  researchers. 

Biologic  research  is  helping  to  refine  criteria  as  it 
defines  different  subgroups  of  childhood  depression.  In 
one  study  of  1 8 dysphoric  children  aged  6 to  1 2 years, 
using  the  dexamethasone-suppression  test,  nine  children 
were  found  to  meet  diagnostic  criteria  for  a major  de- 
pressive disorder,  and  eight  of  the  nine  met  the  diagnos- 


tic criteria  for  endogenous  depression.  Five  of  the  nine 
depressed  children  had  abnormal  dexamethasone  sup- 
pression, failing  to  have  suppressed  4 PM  cortisol  con- 
centrations the  day  after  an  1 1-PM  dose  (0.5  mg)  of 
dexamethasone.  The  results  parallel  the  research  com- 
pleted in  adults  who  have  endogenous  depression,  sug- 
gesting that  this  illness  is  not  rare  in  childhood  and  that 
it  is  clinically  and  neuroendocrinologically  similar  to 
the  adult  disorder.  This  test  may  have  considerable 
clinical  applicability.  It  is  frequently  used  in  adults  with 
depressive  symptomatology,  and  similar  use  can  be 
anticipated  for  children. 

A variety  of  neuroendocrine  studies  have  been  com- 
pleted that  validate  the  existence  of  childhood  depres- 
sion and  confirm  its  similarity  to  adult  depression. 
Some  of  these  studies  are  linked  directly  to  treatment, 
such  as  a study  ofimipramine  response  in  children.  Re- 
sponse to  the  antidepressant  is  clearly  linked  to  the 
plasma  concentration  of  the  drug.  Steady-state  plasma 
concentrations  of  more  than  150  ng  per  ml  are  associ- 
ated with  clinical  response,  and  optimal  responses  were 
obtained  at  plasma  concentrations  above  200  ng  per 
ml.  Dose  does  not  necessarily  predict  plasma  concen- 
tration, so  levels  have  to  be  monitored  carefully,  as  with 
adults.  Researchers  have  studied  plasma  levels  of 
growth  hormone  at  15-minute  intervals  after  the  injec- 
tion of  insulin  (which  induces  hypoglycemia),  com- 
paring the  growth  hormone  levels  of  children  meeting 
the  research  diagnostic  criteria  for  endogenous  depres- 
sion, nonendogenous  depression  and  a group  with 
neurotic  emotional  disorder.  Of  the  endogenous  group, 
90  percent  were  reported  to  have  a peak  growth  hor- 
mone secretion  in  the  first  hour  of  less  than  4.0  ng  per 
ml.  Virtually  100  percent  of  the  neurotic  group  had 
levels  above  4 ng  per  ml.  A small  group  ( 1 0 percent  to 
1 5 percent)  of  children  who  have  depression  have  an  in- 
creased secretion  of  cortisol  in  a 24-hour  period. 
Another  study  has  found  that  the  older  a child,  the  more 
likely  he  or  she  will  have  this  pattern. 

These  findings  suggest  a similarity  to  major  affec- 
tive disorders  in  adults  but  also  imply  age-related  biolo- 
gic effects.  These  findings  further  support  the  use  of 
diagnostic  criteria  and  suggest  that  there  might  be  de- 
velopmental effects.  This  is  an  area  that  will  continue  to 
be  the  subject  of  considerable  investigation. 

Lynn  Ponton,  M.D. 

Irving  Philips,  M.D. 
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Hysteria,  Behavior  and  Physical  Symptoms 

The  term  hysteria  has  previously  been  used  as  a label 
for  abnormal  preoccupation  with  physical  functions 
and  complaints,  conversion  symptoms,  amnesia  and 
personality  disorders.  However,  the  current  definitions 
published  by  the  American  Psychiatric  Association  in 
the  Diagnostic  and  Statistical  Manual  of  Mental  Dis- 
orders, 3rd  Ed  have  reorganized  this  broad  spectrum  of 
symptoms  into  more  cohesive  categories  and  thus 
should  be  reviewed  by  practitioners. 

These  newer  definitions  basically  relabel  and  more 
clearly  delineate  previously  recognized  aspects  of  the 
diagnoses  of  hysteria.  The  one  exception  is  hypochon- 
driasis, which,  as  before,  is  an  independent  diagnosis 
characterized  by  an  unrealistic  interpretation  of  physi- 
cal signs  or  sensations,  often  leading  to  preoccupation 
with  the  fear  or  belief  in  an  actual  serious  physical  dis- 
ease. 

Examples  of  the  relabeling  process  can  be  seen  in 
both  the  conversion  disorder,  which  continues  in  the 
new  diagnostic  standards  without  the  previous  modi- 
fier “hysterical,”  and  in  the  somatization  disorder,  pre- 
viously described  as  Briquet’s  syndrome.  The  actual 
diagnostic  criteria  of  both  remain  relatively  unchanged. 
A conversion  disorder  is  characterized  by  a loss  or  al- 
teration in  physical  functioning,  suggesting  a physical 
disorder,  but  in  reality  is  an  expression  of  psychologic 
problems.  In  persons  who  have  conversion  disorders, 
difficulties  usually  develop  in  the  voluntary  nervous 
system  or  senses,  frequently  based  on  a precipitating 
event.  Secondary  gains  are  also  common  observations, 
that  is,  a person  unable  to  obtain  support  from  family 
and  friends  begins  receiving  reinforcement  because  of 
his  or  her  “illness.”  Somatization  disorders,  as  des- 
cribed in  the  Diagnostic  and  Statistical  Manual  of 
Mental  Disorders,  3rd  Ed,  emphasize  current,  multi- 
ple somatic  symptoms  of  years’  duration,  leading  to  fre- 
quent medical  consultations  that  never  result  in  ade- 
quate physical  explanation  of  the  symptoms. 

An  example  of  reorganization  and  updated  diagnos- 
tic criteria  is  evidenced  by  the  disorder  previously 
labeled  hysterical  personality  and  now  incorporated 
in  the  current  definition  of  histrionic  personality.  Per- 
sons suffering  from  hysterical  or  histrionic  personality 
disorders  show  features  of  dramatic,  intensely  expressed 
behavior,  emotional  lability,  exhibitionism,  craving  for 
activity  and  excitement,  sexual  problems,  dependency, 
vanity  and  superficial  manipulative  interpersonal  rela- 
tions. The  disorder  often  presents  clinically  in  the  form 
of  verifiable  physical  symptoms  that  develop  as  a con- 
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sequence  of  injury,  illness  or  aging.  However,  patterns 
frequently  emerge  involving  excessive  complaints  of 
the  intensity  of  the  disability,  as  well  as  dependent  rela- 
tionships (based  on  financial  or  emotional  rewards)  en- 
couraging an  unconscious  motivation  to  continue  the 
disability.  Often  drug  or  alcohol  abuse  is  an  associated 
symptom. 

In  the  past,  under  the  heading  “hysterical  personali- 
ty,” these  symptoms  were  almost  exclusively  diagnosed 
in  women  and,  indeed,  were  considered  to  be  a distor- 
tion of  the  “usual”  feminine  characteristics.  Recent 
clinical  observation,  however,  incorporated  into  the 
new  criteria  for  histrionic  personality,  has  concluded 
the  disorder  exists  in  men  as  well  as  women  and  may  be 
manifested  by  either  effeminate  passive  qualities  often 
seen  in  homosexual  men,  or  in  the  newly  recognized 
group  of  “macho”  men,  who  show  the  same  basic  diffi- 
culties of  dramatic,  reactive,  expressive,  exhibitionis- 
tic,  aggressive  and  manipulative  behavior.  Because  this 
latter  group  often  shows  these  behaviors  with  exag- 
gerated stereotypes  of  masculinity  (for  example,  dress, 
tattoos,  fights,  verbal  abusiveness  and  motorcycles  or 
automobiles),  the  critical  characteristic  is  now  con- 
sidered a distortion  of  gender  behavior  with  an  exaggera- 
tion of  either  masculine  or  feminine  characteristics. 

The  treatment  of  choice  for  the  various  diagnoses 
continues  to  be  early  psychotherapeutic  intervention 
and  a return  to  normal  activities,  though  medications 
may  be  helpful  for  short-term  or  focal  use  in  relieving 
symptoms  of  anxiety  or  depression. 

Joe  P.  Tupin,  M.D. 
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The  Newer  Antidepressants 

Several  new  antidepressants  (maprotiline  hydro- 
chloride, trazodone  hydrochloride,  trimipramine  male- 
ate  and  amoxapine)  have  been  marketed  in  the  United 
States  during  the  past  few  years.  An  additional  25 
drugs  are  either  currently  marketed  outside  the  United 
States  as  antidepressants  or  are  in  various  stages  of 
testing. 

Claims  of  rapid  onset  of  action  for  some  of  the  newer 
antidepressants  may  be  true  for  some  patients,  but  to 
date  none  of  the  newer  agents  have  consistently  shown 
shorter  response  times  than  their  older  counterparts. 
Some  of  the  new  agents  may  be  safer  in  overdose  at- 
tempts, but  unfortunately  adequate  assessment  of  a 
safety  profile  of  a new  antidepressant  must  await  the 
evaluation  of  overdosing  by  many  different  persons. 

It  is  not  clear  whether  the  newer  antidepressants 
have  distinctively  fewer  side  effects  than  some  of  the 
older  agents.  However,  particular  side  effects — for  ex- 
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ample,  anticholinergic — may  be  lessened  with  some  of 
the  new  antidepressants.  A complete  profile  of  the  side 
effects  for  a particular  drug  (for  example,  tardive 
dyskinesia  from  long-term  use  of  major  tranquilizers) 
may  take  several  years  to  emerge. 

Several  studies  suggest  that  for  a particular  patient 
one  antidepressant  may  be  substantially  more  effec- 
tive than  another.  The  newer  antidepressants  may 
conceivably  afford  selected  patients  therapeutic  bene- 
fits not  available  with  older  agents. 

Following  are  some  of  the  claimed  advantages  and 
possible  disadvantages  of  the  newly  marketed  antide- 
pressants. Maprotiline  possibly  has  a more  rapid  onset, 
lower  cardiovascular  toxicity  and  lower  anticholiner- 
gic side  effects,  but  also  there  is  the  increased  possibili- 
ty of  skin  rashes;  trazodone  possibly  has  a more  rapid 
onset,  lower  cardiovascular  toxicity  and  lower  anti- 
cholinergic side  effects,  but  also  an  increase  in  drowsi- 
ness; trimipramine  has  actions  similar  to  older  tricyclics, 
and  amoxapine  possibly  has  a more  rapid  onset  but  also 
some  neuroleptic  activity. 

Michael  J.  Garvey,  M.D. 
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Underdiagnosis  of  Physical  Causes  of 
Psychiatric  Symptoms 

Psychiatric  syndromes  resembling  depression,  anxi- 
ety, mania  and  even  schizophrenia  often  result  from  un- 
diagnosed organic  conditions.  One  study  of  more  than 
2,000  psychiatric  clinic  patients  reported  major  medi- 
cal illness  in  43  percent  of  the  sample.  Almost  half  of 
these  illnesses  had  not  been  diagnosed  by  the  referral 
source  (nonpsychiatric  physicians  had  failed  to  diag- 
nose 32  percent  of  these  major  medical  illnesses,  psy- 
chiatrists 48  percent  and  social  agencies  83  percent). 
In  almost  8 percent  of  cases,  the  medical  illness  was  the 


cause  of  the  patient’s  psychiatric  signs  and  symptoms. 
Other  studies  have  produced  similar  findings.  Despite 
previous  medical  examinations,  about  5 percent  of  psy- 
chiatric inpatients  suffer  from  undiagnosed  medical 
diseases  causing  their  psychiatric  disorders.  In  all  like- 
lihood organic  causes  also  underlie  a portion  of  the  psy- 
chiatric symptomatology  that  goes  unrecognized  in 
medical  inpatient  and  outpatient  practices. 

Of  previously  unrecognized  organic  illnesses,  90 
percent  can  be  diagnosed  by  a test  battery  that  in- 
cludes a careful  history,  physical  examination  (in- 
cluding a detailed  neurologic  examination)  and  mental 
status  examination,  plus  laboratory  studies  that  in- 
clude a biochemical  panel,  a urine  analysis,  a com- 
plete blood  count,  an  electrocardiogram  and  a sleep- 
deprived  electroencephalogram  (positive  in  9 percent 
in  one  series).  Diagnostic  accuracy  can  also  be  in- 
creased by  looking  for  organic  causes  for  psychiatric 
symptoms  in  patients  who  have  one  or  more  of  the  fol- 
lowing characteristics:  age  greater  than  60  or  initial 
onset  of  symptoms  after  age  40,  signs  of  cognitive 
impairment,  onset  of  symptoms  in  the  absence  of  en- 
vironmental stress,  use  of  prescribed  or  over-the- 
counter  drugs  or  exposure  to  industrial  toxins.  Finally, 
organic  disease  must  be  considered  despite  a patient's 
vague  or  dramatic  physical  symptoms,  or  a past  history 
of  hypochondriasis  or  “hysteria.” 

Lorrin  M.  Koran,  M.D. 
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In  the  Matter  of  the  Treatment  and  Care  of  Infant  Doe 

Declaratory  Judgment 

CIRCUIT  COURT  FOR  THE  COUNTY  OF  MONROE 
STATE  OF  INDIANA 


This  matter  came  to  be  heard  by  the  Court  under  cer- 
tain extraordinary  conditions  concerning  the  emergency 
care  and  treatment  of  a minor  child  born  at  the  Bloom- 
ington Hospital. 

The  Court  was  contacted  at  his  residence  by  represent- 
atives of  the  Bloomington  Hospital.  On  the  basis  of 
representations  made  by  those  representatives,  the  Court 
quickly  determined  that  an  extreme  emergency  existed. 

The  Court  further  determined  that  the  Judge  of  the 
Monroe  Circuit  Court  had  been  contacted  concerning  this 
matter  and  was  unable  to  attend  the  emergency  hearing, 
and  the  Court  personally  contacted  the  Judge  of  the 
Monroe  Circuit  Court  who  directed  this  Court  to  proceed 
with  hearing.  Thereafter,  hearing  was  held  on  the  Sixth 
Floor  of  the  Bloomington  Hospital  at  approximately  10:30 
p.m.,  Saturday,  the  10th  day  of  April,  1982. 

The  following  persons  were  present:  John  Doe,  natural 
father  of  Infant  Doe,  with  counsel,  Andrew  C.  Mallor, 
Esquire;  Maggie  Keller,  Gene  Perry,  Administrative 
Vice-Presidents  of  Bloomington  Hospital;  Len  E.  Bunger, 
counsel  for  Bloomington  Hospital;  Dr.  Walter  L.  Owens, 
Dr.  William  R.  Anderson,  Dr.  Brandt  L.  Ludlow, 
obstetricians  admitted  to  practice  in  the  State  of  Indiana 
with  privileges  at  Bloomington  Hospital;  Doctor  Owens 
being  the  obstetrician  in  attendance  at  delivery  of  Infant 
Doe;  Dr.  Paul  J.  Wenzler,  family  practitioner  with 
pediatric  privilege  at  Bloomington  Hospital  and  who  has 
attended  to  Mr.  and  Mrs.  Doe’s  other  two  children  after 
their  birth;  Dr.  James  J.  Schaffer  and  Dr.  James  J. 
Laughlin,  pediatricians  holding  pediatric  privileges  at 
Bloomington  Hospital.  (Mrs.  Doe  was  physically  unable 
to  attend.) 


The  Court  thereafter  heard  evidence.  Doctor  Owens 
spoke  for  and  on  behalf  of  the  obstetric  group  that 
delivered  the  Infant  Doe,  advising  the  Court  that  at  ap- 
proximately 8: 19  p.m.  on  the  evening  of  April  9,  Infant 
Doe  was  born  to  Mary  Doe  in  an  uneventful  delivery,  but 


that  shortly  thereafter  it  was  very  apparent  that  the  child 
suffered  from  Down’s  Syndrome,  with  the  further  com- 
plication of  tracheoesophageal  fistula,  meaning  the 
passage  from  the  mouth  to  the  stomach  had  not  ap- 
propriately developed  and,  in  fact,  were  the  child  to  be 
fed  orally,  substances  would  be  taken  into  the  lungs  and 
the  child  most  likely  would  suffocate. 

Doctor  Owens  further  stated  that  he  had  been  previously 
advised  that  Doctor  Wenzler  would  serve  as  practitioner 
for  Infant  Doe  and  that  he  was  further  advised  that  Doc- 
tor Wenzler,  when  faced  with  extraordinary  cases, 
routinely  consulted  with  Doctor  Schaffer.  Doctor  Schaf- 
fer was  at  the  Bloomington  Hospital  at  that  time  and  was 
called  by  Doctor  Owens  and  was  requested  to  examine 
the  baby.  Doctor  Wenzler  was  notified.  Doctors  Owens, 
Schaffer  and  Wenzler  consulted;  Doctors  Wenzler  and 
Schaffer  indicated  that  the  proper  treatment  for  Infant  Doe 
was  his  immediate  transfer  to  Riley  Hospital  for  correc- 
tive surgery.  Doctor  Owens,  representing  the  concurring 
opinions  of  himself,  Drs.  Anderson  and  Ludlow,  recom- 
mended that  the  child  remain  at  Bloomington  Hospital 
with  full  knowledge  that  surgery  to  correct 
tracheoesophageal  fistula  was  not  possible  at  Bloomington 
Hospital  and  that  within  a short  period  of  time  the  child 
would  succumb  due  to  inability  to  receive  nutriment 
and/or  pneumonia. 

His  recommended  course  of  treatment  consisted  of  basic 
techniques  administered  to  aid  in  keeping  the  child  com- 
fortable and  free  of  pain.  Doctor  Owens  testified  that,  even 
if  surgery  were  successful,  the  possibility  of  a minimally 
adequate  quality  of  life  was  non-existent  due  to  the  child’s 
severe  and  irreversible  mental  retardation. 

Doctor  Schaffer  testified  that  Doctor  Owen’s  prognosis 
regarding  the  child’s  mental  retardation  was  correct,  but 
that  he  believed  the  only  acceptable  course  of  medical 
treatment  was  transfer  to  Riley  Hospital  in  Indianapolis 
for  repair  of  tracheoesophageal  fistula. 
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Doctor  Wenzler  concurred  in  Doctor  Schaffer’s  pro- 
posed treatment.  Doctor  Laughlin  testified  that  he  con- 
curred in  the  opinions  of  Doctors  Schaffer  and  Wenzler, 
and  he  differed  with  Doctor  Owen’s  opinion  in  that  he 
knew  of  at  least  three  instances  in  his  practice  where  a 
child  suffering  from  Down’s  Syndrome  had  a reasonable 
quality  of  life.  However,  he  related  no  knowledge  of  treat- 
ment of  children  with  co-existent  maladies  of  Down’s  Syn- 
drome and  tracheosesophageal  fistula. 

Doctor  Owens  testified  that  he  presented  Mr.  and  Mrs. 
Doe  with  the  two  recommended  courses  of  treatment  and 
requested  that  they  come  to  a decision.  Doctor  Owens 
understood  that  Doctors  Schaffer  and  Wenzler  also 
discussed  their  recommendations  with  Mr.  and  Mrs.  Doe. 

Mr.  Doe  testified  that  he  had  been  a licensed  public 
school  teacher  for  over  seven  years  and  had  on  occasion 
worked  closely  with  handicapped  children  and  children 
with  Down’s  Syndrome  and  that  he  and  his  wife  felt  that 
a minimally  acceptable  quality  of  life  was  never  present 
for  a child  suffering  from  such  a condition.  Mr.  Doe  was 
lucid  and  able  to  make  an  intelligent,  informed  decision. 

Mr.  Doe  further  testified  that,  after  consulting  with 
Doctors  Owens,  Schaffer,  Wenzler  and  Laughlin,  he  and 
his  wife  have  determined  that  it  is  in  the  best  interest  of 
the  Infant  Doe  and  the  two  children  who  are  at  home  and 
their  family  entity  as  a whole,  that  the  course  of  treat- 
ment prescribed  by  Doctor  Owens  should  be  followed, 
and  at  approximately  2:45  p.m.,  he  and  his  wife,  in  the 
presence  of  each  other  and  witnesses,  signed  a statement 
directing  Doctor  Owens  to  proceed  with  treatment  of  the 
infant,  the  content  of  said  statement,  omitting  names  and 
dates,  is  as  follows: 

"The  undersigned  being  the  parents  of  Infant 

born at  Bloomington  Hospital, 

have  had  explained  to  them  and  they  acknowledge 
that  they  understand,  the  course  of  this  treatment  for 

Infant  , as  indicated  appropriate  for 

Infant  by  Doctors  Walter  L.  Owens, 

James  J.  Laughlin,  James  J.  Schaffer  and  Paul  J. 
Wenzler. 

Acknowledging  their  understanding  and  the  conse- 
quences of  all  of  the  above  proposals  made  by  all  of 
the  above  four  physicians,  that  they  direct  that  the 
course  of  treatment  shall  porceed  as  directed  by  Dr. 
Walter  Owens,  M.D.,  who  does  not  have  privilege  to 
practice  pediatrics  at  Bloomington  Hospital.” 

Mr.  Len  E.  Bunger,  on  behalf  of  Bloomington  Hospital 
made  a statement  that  it  was  the  hospital’s  primary  func- 
tion to  reduce  morbidity  and  mortality  and  that  the  hospital 
did  not  have  the  knowledge  or  the  authority  to  make 
diagnoses  or  to  prescribe  treatment  and,  for  that  reason, 
had  requested  the  Court  to  make  a ruling  in  this  matter. 


The  Court,  having  heard  evidence,  recesses  and 
thereafter  determines  as  follows: 

1 . All  qualified  persons  available  to  present  evidence  in 

this  matter  were  present  and  thus  appointment  of  a 
guardian  ad  litem  for  Infant  Doe  was  not  required  to 
proceed  further  in  this  hearing. 

2 . The  Court  appeared  solely  as  a representative  of  the 

State  of  Indiana  and  the  laws  of  the  State  of  Indiana 
require  that  the  parents  be  sufficiently  informed,  as  they 
are  in  this  instance,  and  any  personal  feelings  of  the 
Court  should  not  intervene. 

Issue 

Do  Mr.  and  Mrs.  Doe,  as  the  natural  parents  of  Infant 
Doe  have  the  right,  after  being  fully  informed  of  the  con- 
sequences, to  determine  the  appropriate  course  of  treat- 
ment for  their  minor  child? 

Conclusion 

It  is  the  opinion  of  this  Court  that  Mr.  and  Mrs.  Doe, 
after  having  been  fully  informed  of  the  opinions  of  two 
sets  of  physicians,  have  the  right  to  choose  a medically 
recommended  course  of  treatment  for  their  child  in  the 
present  circumstances. 

Order 

The  Court,  being  sufficiently  advised,  now  directs  the 
Bloomington  Hospital  to  allow  treatment  prescribed  by 
Dr.  Walter  L.  Owens,  as  directed  by  the  natural  parents, 
Mr.  and  Mrs.  Doe,  for  the  Infant  Doe. 

The  Court  further  directs  that  the  Clerk  of  this  Court 
assign  a cause  number  and  enter  this  cause  upon  the  guar- 
dianship docket  and  fee  book  of  this  Court. 

The  Court  further  appoints  the  Monroe  County  Depart- 
ment of  Public  Welfare  as  guardian  ad  litem  for  the  In- 
fant Doe  to  determine  whether  the  judgment  of  this  Court 
should  be  appealed. 

DATED  this  12th  day  of  April,  1982. 

(signed) 

JOHN  G.  BAKER 

Judge,  Monroe  Superior  Court 

Division  III,  and  as 

Special  Judge,  Monroe  Circuit  Court 

(copies  to) 

Len  E.  Bunger 
Andrew  C.  Mallor 
Betty  K.  Mintz,  Counsel 
Monroe  County  Department  of  Public  Welfare 
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Lessons  from  the  Infant  Doe  Case 


KEVIN  D.  O'ROURKE,  O P. 


Recently  in  Indiana,  a newborn  boy  with  Down’s 
syndrome  and  esophageal  atresia  died  because  care 
was  withheld.  Doctors  advising  the  parents  said  they 
could  perform  surgery  to  correct  the  digestive  defect  or 
withhold  all  food  and  water  and  let  the  child  die.  The 
parents  chose  the  latter  course.  Uneasy  with  the 
prospect  of  letting  the  child  die  in  this  manner,  hospital 
officials  asked  for  a legal  ruling.  Two  judges  in  the  court 
of  Monroe  County  upheld  the  parents’  right  to  withhold 
care  and  surgical  treatment.  The  county  prosecutor, 
not  satisfied  with  the  decision  of  the  lower  court, 
petitioned  the  Indiana  Supreme  Court  to  overrule  it. 
The  Indiana  Supreme  Court  by  a 3-1  vote  refused  the 
petition,  supporting  the  parents’  right  to  withhold  treat- 
ment of  the  child. 

These  are  the  facts  of  the  Infant  Doe  case.  In 
response  to  the  actions  of  the  physicians,  parents  and 
judges,  there  was  a sustained  cry  of  outrage  and  an 
equally  vociferous  defense  of  the  action.  This  is  a good 
sign  of  interest  in  ethical  issues;  without  such  interest, 
compassion  and  mercy  are  nonexistent.  But  unless  our 
emotional  response  is  founded  upon  ethical  principle,  it 
is  liable  to  do  more  harm  than  good.  The  Infant  Doe  case 
can  be  considered  from  a perspective  of  reason.  First, 
however,  one  should  mention  some  of  the  misrepre- 
sentations and  errors  put  forward  by  press  and  public, 
mainly  the  result  of  responses  founded  only  upon 
emotion.  Some  of  the  glaring  misstatements  were;  ( 1 ) 
every  infant,  no  matter  what  its  birth  defects,  should  be 
kept  alive  with  aggressive  care  for  as  long  as  possible; 
(2)  parents  are  justified  in  withholding  care  if  they  feel 
rearing  a child  will  be  a burden;  (3)  withholding  food 
and  water  is  the  same  as  “letting  nature  take  its 
course’’;  (4)  there  are  no  principles  for  solving  difficult 
ethical  decisions,  so  “outsiders”  have  no  right  to 
comment  on  the  ethical  decisions  of  others;  (5 ) medical 
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means  can  be  defined  as  ordinary  or  extraordinary 
without  any  consideration  of  the  patient’s  circum- 
stances. 

Ethical  Analysis 

The  ethics  of  medicine  mandate  that  life  should  be 
prolonged  if  a patient  has  the  potential  to  strive  for  the 
purpose  of  life.  The  assumption  of  medicine  is  that  life 
is  a very  important  good  and  should  be  prolonged  so 
that  people  may  enjoy  life  and  fulfill  its  meaning.  While 
the  tradition  of  medical  ethics  does  not  approve  of  the 
direct  taking  of  life,  when  disease  or  illness  threatens 
life  the  question  may  be  asked,  should  life  be  prolonged? 
Usually,  response  to  this  question  should  be  in  the 
affirmative,  but  if  one  cannot  strive  for  the  purpose  of 
life,  then  life  need  not  be  prolonged.  For  example,  once 
it  is  determined  that  a patient  is  in  an  irreversible  coma, 
there  is  no  need  to  use  aggressive  means  to  prolong  life. 
Though  it  would  be  contrary  to  the  ethics  of  medicine  to 
kill  the  person  in  an  irreversible  coma,  he  or  she  may  be 
allowed  to  die. 

When  seeking  to  determine  whether  one  can  strive 
for  the  purpose  of  life,  two  questions  should  be  asked.  If 
either  one  is  answered  in  the  affirmative,  the  patient 
may  allow  himself  to  die  or  others  may  do  so  if  the 
patient  cannot  make  decisions  for  himself.  The  first 
question  is:  will  therapy  be  useless?  And  second:  will 
prolonging  life  cause  a grave  burden  for  the  person 
whose  life  is  threatened,  that  is,  make  it  difficult  for  him 
to  strive  for  the  goal  of  life?  Because  of  our  respect  for 
the  human  right  to  life,  the  decision  to  prolong  life  or 
allow  to  die  should  be  made  by  the  person  whose  life  is 
endangered.  Should  the  patient  be  unable  to  make  the 
decision,  then  his  family’s  proxy  decision  should  be 
respected  unless  it  seems  detrimental  to  the  best 
interests  of  the  patient.  No  matter  who  makes  the 
decision,  the  attending  physician  has  the  right  and 
responsibility  to  outline  the  medical  situation  and  offer 
advice  and  counsel.  In  cases  of  proxy  consent,  the 
courts  may  be  asked  to  intervene,  sometimes  because 
the  proxy  decision  seems  contrary  to  the  best  interests 
of  the  patient;  more  often  because  physicians  or 
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hospital  administrators  fear  that  legal  action  might 
result  if  life-sustaining  means  are  removed  or  not  used. 

Applying  the  Principles 

Let  us  apply  this  reasoning  to  the  case  of  Infant  Doe. 

1 . Would  surgery  for  esophageal  atresia  be  useless? 
To  determine  that  surgery  is  useless,  one  must  be 
morally  certain  that  it  will  not  prolong  an  inability 
to  strive  for  the  purpose  of  life.  Could  Infant  Doe’s 
life  have  been  prolonged  for  a significant  time  if 
repair  of  esophageal  atresia  had  been  performed? 
Or  was  it  likely  that  the  person  would  have  died  of 
other  causes?  We  cannot  answer  accurately  because 
we  do  not  have  the  necessary  medical  information; 
the  records  were  sealed  by  order  of  the  Indiana 
Supreme  Court. 

If  esophageal  atresia  were  the  only  threat  to 
survival,  it  seems  surgery  should  have  been  per- 
formed because  in  most  cases  this  surgery  prolongs 
life  for  years.  However,  serious  heart  conditions  are 
often  present  in  children  with  Down’s  syndrome 
and  esophageal  atresia.  If  such  a heart  condition 
were  present  and  not  curable  through  surgery,  the 
answer  to  the  question,  would  surgery  be  useless, 
might  be  yes.  Our  purpose  is  not  to  second-guess 
the  decisions  made  in  this  case,  but  rather  to 
prepare  people  for  rational  ethical  decisions  in  the 
future.  Hence,  though  we  cannot  answer  this  ques- 
tion adequately  because  of  lack  of  medical  informa- 
tion, we  can  say  that  if  the  only  birth  anomaly  were 
esophageal  atresia,  it  appears  surgery  should  have 
been  performed  because  it  would  not  have  been  use- 
less. A good  norm  in  such  cases  is:  surgery  should 
not  be  withheld  only  because  a child  has  Down’s 
syndrome. 

2.  Could  living  with  Down's  syndrome  be  considered 
a grave  burden  in  striving  for  the  purpose  of  life? 
Children  with  Down’s  syndrome  appear  capable  of 
loving  relationships  and  other  actions  associated 
with  the  purpose  of  life;  if  care  and  education  are 
given  in  the  early  years,  these  children  can  learn 
and  become  an  integral  part  of  family  groups. 
(Rearing  a Down’s  syndrome  child  may  be  a grave 
burden  for  parents.  But  the  proxy  decision  must  be 
directed  toward  the  patient’s  benefit,  not  that  of  his 
family  or  society;  depending  on  the  extent  of  the 
burden,  society  should  help  parents  rear  children 
who  suffer  limitations.) 

It  is  difficult  to  maintain  that  life  for  Infant  Doe 
would  have  been  a grave  burden. 

3.  Two  more  thoughts  will  complete  this  analysis.  ( 1 ) 


In  ethics,  the  term  “ordinary  means”  implies  that  a 
certain  therapy  or  medicine  is  necessary — it  would 
be  unethical  or  immoral  to  withhold  it.  The  term 
“extraordinary  means”  implies  that  use  of  the  same 
course  is  optional;  it  may  be  used,  but  need  not  be 
used.  Determining  whether  some  means  of  prolong- 
ing life  is  necessary  or  optional  should  occur  only 
after  the  decision  has  been  made  to  prolong  life  or 
allow  to  die.  When  prolonging  life  is  an  ethical 
responsibility,  the  means  of  doing  so  are  ordinary 
means;  when  a person  will  be  allowed  to  die,  the 
identical  means  would  be  extraordinary.  Thus,  a 
respirator  would  be  ordinary  means  for  a person 
whose  life  should  be  prolonged.  But  it  is  an  extra- 
ordinary means  when  it  is  determined  that  life  need 
not  be  prolonged  because  the  person  is  no  longer 
capable  of  striving  for  the  purpose  of  life.  Too  often, 
people  speak  of  ordinary  and  extraordinary  means 
as  if  procedures  or  medicines  could  be  placed  in 
these  categories  without  previous  determination  as 
to  whether  life  should  be  prolonged.  (2)  Because 
medicine  is  concerned  with  caring  as  well  as  curing, 
water  and  other  comforts  to  the  dying  person  must 
always  be  offered.  Even  if  treatment  for  Infant  Doe 
had  been  judged  useless,  he  should  have  been  given 
water  intravenously,  as  well  as  medicine  or  therapy 
to  relieve  pain.  “Letting  nature  take  its  course” 
never  means  doing  nothing  to  alleviate  human 
suffering.  Indeed,  one  of  the  deepest  responses 
within  us  is  to  help  people  live;  in  the  rare  cases 
when  we  determine  that  another  should  be  allowed 
to  die,  “nature”  moves  us  to  alleviate  suffering. 

Conclusion 

As  the  capacity  to  prolong  life  through  artifical 
means  increases,  questions  concerning  the  proper 
treatment  for  dying  people  will  confront  us  dramatically 
in  the  future.  As  a society,  we  need  to  strive  for  ethical 
consensus  on  these  issues  or  society  will  be  damaged 
through  division.  In  working  toward  consensus,  we 
must  trust  our  emotions  to  offer  ethical  insights,  but  we 
must  realize  that  these  insights  are  not  sufficient  for 
reaching  sound  ethical  decisions.  In  addition  to  our 
emotional  insights,  we  need  the  balanced  and  searching 
power  of  ethical  reasoning.  We  must  determine  the 
significant  ethical  questions  and  answer  them  as  fully 
as  possible.  Having  reached  consensus  at  this  level,  we 
can  support  our  conclusions  with  laws  and  legal 
decisions.  If  the  Infant  Doe  case  teaches  us  anything,  it 
should  be  that  as  a society  we  have  not  solved  a very 
basic  question:  when  should  we  prolong  human  life  and 
when  should  we  allow  people  to  die. 
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Medical  Decision-Making  for  Defective  Infants  by  the 

Federal  Government 

SHEILA  TAUB,  J.D. 


On  March  7,  1983,  the  Department  of  Health  and 
Human  Services  issued  an  interim  final  rule,  effective 
March  22,  1983,  requiring  providers  of  health  care  to  in- 
fants to  post  a conspicuous  notice  in  all  locations  where 
such  care  is  provided  (all  delivery  rooms,  maternity 
wards,  pediatric  wards,  and  nurseries,  including  inten- 
sive care  nurseries)  stating:  “Discriminatory  failure  to  feed 
and  care  for  handicapped  infants  in  this  facility  is  pro- 
hibited by  federal  law.  Section  504  of  the  Rehabilitation 
Act  of  1973  states  that  no  otherwise  qualified  handicapped 
individual  shall,  solely  by  reason  of  handicap,  be  excluded 
from  participation  in,  be  denied  the  benefits  of,  or  be  sub- 
jected to  discrimination  under  any  program  or  activity 
receiving  federal  financial  assistance.  Any  person  hav- 
ing knowledge  that  a handicapped  infant  is  being 
discriminatorily  denied  food  or  customary  medical  care 
should  immediately  contact:  Handicapped  Infant  Hotline” 
(an  address  and  toll-free  telephone  number,  stated  to  be 
available  24  hours  a day,  follows)  or  “your  state  child  pro- 
tective agency.  Federal  law  prohibits  retaliation  or  in- 
timidation against  any  person  who  provides  information 
about  possible  violations  of  the  Rehabilitation  Act  of  1973. 
Identity  of  callers  will  be  held  confidential.  Failure  to  feed 
and  care  for  infants  may  also  violate  the  criminal  and  civil 
laws  of  your  state.”1 

The  obvious  purpose  of  the  regulation  is  to  deter  parents 
and  physicians  from  withholding  medical  care  from  defec- 
tive infants  by  threatening  to  cut  off  federal  funding  from 
institutions  where  such  care  is  withheld.  The  regulation 
is  remarkable  for  the  manner  in  which  it  was  promulgated 
as  well  as  for  its  contents.  DHHS  conducted  no  investiga- 
tion to  determine  how  frequently  handicapped  infants  were 
being  denied  food  or  medical  care  and  it  allowed  almost 
no  time  for  public  comment  on  the  rule  prior  to  its  effec- 
tive date,  contrary  to  the  usual  procedure  when  new  rul- 
ings are  issued. 
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A “Notice  to  Health  Care  Providers,”  reminding  them 
of  the  supposed  applicability  of  section  504  of  the 
Rehabilitation  Act  to  the  care  of  handicapped  infants, 
preceded  the  interim  final  rule.  The  notice  was  issued  on 
May  18,  1982,  in  response  to  the  much-publicized  “Baby 
Doe  case”  which  occurred  in  Bloomington,  Indiana  in 
April,  1982.  Baby  Doe  was  born  with  Down  syndrome 
and  esophageal  atresia.  He  may  have  had  other  serious 
defects  in  addition,  specifically,  an  enlarged  heart.  The 
parents  refused  to  consent  to  surgery  to  repair  the  defect 
in  his  digestive  tract.  In  a lawsuit  filed  by  the  State  of 
Indiana  in  an  effort  to  obtain  judicial  consent  for  the 
surgery,  the  Indiana  courts  upheld  the  parents’  decision. 
While  an  attempt  was  being  made  to  take  the  case  before 
the  United  States  Supreme  Court,  the  baby  died.  There 
is  some  dispute  as  to  whether  the  baby  died  of  starvation 
or  of  natural  causes.  The  answer  to  this  question,  and  to 
the  question  of  what  other  defects  the  baby  had,  if  any, 
will  probably  never  be  known  by  those  who  were  not  par- 
ties to  the  litigation,  as  the  court  records  have  been  seal- 
ed. The  public’s  ignorance  of  these  crucial  facts  makes 
it  all  the  more  remarkable  that  this  case  should  have  in- 
spired DHHS  to  issue  a ruling  with  such  serious  and  perr 
vasive  consequences.  The  issue  of  withholding  medical 
treatment  from  seriously  defective  newborns  brings  into 
conflict  two  basic  values:  that  of  saving  life  and  that  of 
avoiding  suffering.  The  suffering  may  be  that  of  the  child 
itself,  or  of  the  family  which  has  to  live  with  it.  One’s 
views  on  the  morality  of  withholding  life-saving  treatment 
from  a seriously  defective  neonate  will  depend  on  which 
of  these  two  values  is  paramount  in  his  thinking.  Because 
a conflict  of  basic  values  is  involved,  this  issue,  like  the 
abortion  issue,  arouses  strong  reactions  among  many 
segments  of  the  populace. 

The  legality  of  withholding  care  from  defective  neonates 
is,  in  theory,  less  ambiguous  than  the  morality  of  it.  The 
active  killing  of  a person  of  any  age  or  degree  of  hand- 
icap is  homicide,  punishable  under  the  criminal  law.  In 
practice,  where  the  killing  was  motivated  by  a desire  to 
terminate  the  victim’s  extreme  suffering,  the  few  cases 
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that  have  been  prosecuted  have  generally  not  resulted  in 
convictions.  Passively  withholding  treatment  known  to  be 
necessary  to  preserve  life  can  also  create  liability  for 
murder,  involuntary  manslaughter,  or  child  abuse  or 
neglect  (among  other  possibilities)  on  the  part  of  parents, 
attending  physicians,  and  others  responsible  for  the  child’s 
care.  Parents  have  been  found  liable,  on  various  grounds, 
for  withholding  necessary  care  even  when  they  were 
motivated  by  sincere  religious  convictions,  or  when  the 
failure  to  provide  care  was  due  to  extreme  poverty  or 
ignorance. 

When  parents  refuse  conventional  medical  treatment  in 
favor  of  an  unorthodox  form  of  treatment,  a court’s  deci- 
sion will  turn  on  a number  of  factors,  including  the  con- 
dition of  the  child,  the  prognosis  with  and  without  con- 
ventional treatment,  and  the  prognosis  with  the  unor- 
thodox form  of  treatment.  In  the  Chad  Green  case,  the 
court  weighed  all  of  these  factors  and  found  that  the  only 
reasonable  hope  of  cure  for  the  two-year  old  leukemia 
victim  lay  with  conventional  chemotherapy,  and  not  with 
the  laetrile  and  nutritional  therapy  that  his  parents  wished 
to  substitute  for  it.  In  the  case  of  Joey  Hofbauer,  an  older 
boy  with  Hodgkins  disease,  the  court  found  that  the  boy 
appeared  to  be  doing  well  on  laetrile  therapy,  and  so  per- 
mitted it  to  continue.  Joey’s  parents  had  him  treated  with 
laetrile  with  the  court’s  blessing,  whereas  Chad’s  parents 
fled  with  him  to  Mexico,  where  they  could  have  him 
treated  with  laetrile,  in  violation  of  the  court’s  order.  The 
end  result  was  the  same  in  both  cases:  the  child  died. 

Courts  will  also  weigh  the  risks  from  the  treatment  itself 
against  the  risk  of  not  having  the  treatment.  If  the  two 
are  almost  evenly  balanced,  the  court  may  abide  by  the 
parents’ judgment,  even  though  physicians  may  disagree 
with  it.  Where  an  older  child  is  involved,  the  court  may 
consider  the  wishes  of  the  child.  In  the  case  of  a newborn, 
this  is  of  course  impossible.  What  several  courts  have 
done,  in  a series  of  well-known  cases  involving  incompe- 
tent adults  (Quinlan,  Saikewicz,  Eichner,  etc.),  is  apply 
the  doctrine  of  “substituted  judgment,”  that  is,  attempt  to 
ascertain  what  the  incompetent  patient  would  decide  to 
have  done  for  him  were  he  in  fact  competent.  In  April, 
1982,  the  Supreme  Judicial  Court  of  Massachusetts  ap- 
plied the  doctrine  of  substituted  judgment  to  determine 
whether  a hospital  could  enter  a “No  Code”  order  on  a 
one-year-old  child  with  an  incurable  cardiac  problem  that 
would  probably  kill  him  within  a year.  The  court  decid- 
ed to  allow  the  order,  saying  the  issue  was  not  one  of  life 
or  death  but  of  the  manner  of  dying,  and  what  measures 
are  appropriate  to  ease  the  imminent  passing  of  an  irrever- 
sibly, terminally  ill  patient  in  light  of  the  patient’s  history 
and  condition. 2 This  decision  seems  to  imply  that  where 
a child  is  irreversibly,  terminally  ill,  and  where  efforts 
to  prolong  its  life  will  only  prolong  its  suffering,  life- 
saving treatment  may  lawfully  be  withheld.  In  many  situa- 
tions, however,  it  may  not  be  obvious  whether  treatment 
will  save  the  patient’s  life  or  merely  prolong  its  death. 

A parent  or  physician  charged  with  a criminal  offense 


for  withholding  necessary  medical  treatment  from  a 
severely  defective  child,  could,  it  has  been  suggested, 
argue  in  his  defense  that  there  is  no  legal  obligation  to 
provide  extraordinary  care,  and  that  treatment  of  a severe- 
ly defective  child  would  constitute  extraordinary  care.  The 
distinction  between  ordinary  and  extraordinary  care 
derives  from  a statement  by  Pope  Pius  XII  that  a physi- 
cian is  not  obligated  to  provide  care  “which  cannot  be  ob- 
tained by  or  used  without  excessive  expense,  pain,  or  other 
inconvenience,  or  which,  if  used,  would  not  offer  a 
reasonable  hope  of  benefit.”3  The  distinction  appears  to 
this  author  to  be  too  vague  to  be  of  much  use  as  a defense 
to  a criminal  charge,  because  what  is  “ordinary,”  as  op- 
posed to  “extraordinary,”  will  vary  with  the  condition  of 
the  patient  and  will  change  with  time  as  medical 
technology  advances.  The  science  of  neonatology  is  ad- 
vancing so  rapidly  that  many  of  the  means  now  used 
routinely  to  save  the  lives  of  extremely  premature  babies 
would  have  seemed  extraordinary  five  or  ten  years  ago. 

Although  criminal  liability  is  possible  under  existing 
laws  for  withholding  treatment  from  defective  newborns, 
few  such  cases  have  been  prosecuted.  This  may  be  because 
prosecutors  will  exercise  their  considerable  discretion  in 
selecting  cases  for  prosecution  in  favor  of  those  which 
are  substantially  likely  to  result  in  a conviction.  The 
likelihood  of  conviction  may  be  small  in  these  cases 
because  of  the  difficulty  of  proving  the  actual  cause  of 
death  and  the  possible  reluctance  of  juries  to  convict.  Or, 
the  lack  of  prosecutions  may  simply  reflect  the  fact  that 
when  the  parents  and  attending  physicians  agree  to 
withhold  treatment,  the  case  does  not  usually  come  to  the 
attention  of  those  with  authority  to  prosecute.  One  such 
case  was  prosecuted  when  the  parents  and  physicians  of 
Siamese  twin  boys  bom  in  Danville,  Illinois  in  May,  1981 , 
agreed  not  to  feed  or  treat  the  boys,  who  appeared  at  birth 
to  be  critically  ill  and  incapable  of  being  surgically 
separated.  The  charges  were  eventually  dismissed  for  lack 
of  evidence  however.  The  boys  continued  to  survive, 
against  expectations,  and  were  surgically  separated  in  Ju- 
ly, 1982.  This  case  amply  demonstrates  the  difficulty  of 
predicting  the  future  prognosis  of  a severely  handicapped 
child  from  its  condition  at  birth. 

It  is  difficult  to  determine  how  often  life-saving  care 
is  deliberately  withheld  from  defective  infants  since,  for 
obvious  reasons,  there  are  no  statistics  available  on  the 
practice.  The  belief  that  it  is  a common  practice  seems 
to  rest  on  a combination  of  anecdotal  evidence,  a few 
physician  surveys  in  which  respondents  stated  they  would 
be  in  favor  of  withholding  care  under  certain  conditions, 
several  articles  in  the  medical  literature  advocating  that 
care  be  withheld  under  certain  conditions,  and  a few 
highly  publicized  cases  such  as  the  Baby  Doe  case  in  In- 
diana. If  this  “evidence”  does  not  support  the  proposition 
that  passive  euthanasia  of  defective  newborns  is  widely 
practiced  in  this  country,  neither  does  the  experience  of 
DHHS,  whose  spokesman  informed  the  author,  in  a 
telephone  conversation  last  March,  that  only  six  or  seven 
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complaints  had  been  filed  since  the  initial  “Notice  to  Health 
Care  Providers”  was  issued  in  May,  1982,  and  that  of 
those,  all  the  ones  that  had  been  investigated  completely 
had  resulted  in  a finding  of  “No  discrimination.” 

It  would  seem  reasonable  to  suppose  that  the  practice 
of  withholding  care  from  defective  infants  is,  if  anything, 
decreasing,  due  to  the  following  factors:  the  greater 
availability  of  advanced  techniques  and  of  equipment  that 
can  save  severely  ill  babies,  the  improved  prognosis  for 
infants  with  certain  kinds  of  defects  when  aggressive  treat- 
ment is  given,  the  increased  publicity  given  to  the  issue 
recently,  and  physicians’  increasing  fears  of  malpractice 
and  other  kinds  of  legal  liability. 

The  DHHS  regulation,  and  the  great  haste  with  which 
it  was  enacted,  indicate  a belief  on  the  part  of  the  Ad- 
ministration that  lifesaving  care  is  frequently  withheld 
from  defective  infants  for  non-medical  reasons,  i.e.,  the 
desire  of  parents  not  to  be  burdened  with  a handicapped 
child.  While  the  handicap  the  government  had  in  mind 
was  evidently  the  mental  retardation  associated  with  Down 
syndrome,  the  word  “handicap”  is  susceptible  of  a much 
more  general  definition,  which  would  render  the  regula- 
tion applicable  to  any  case  in  which  parents  and  physi- 
cians make  a good  faith  decision  that  the  child’s  mental 
or  physical  condition  is  such  that  further  medical  treat- 
ment is  contraindicated.  Thus  it  is  readily  conceivable  that 
parents  and  physicians  who  agree  that  no  further  treat- 
ment should  be  provided  to  an  anencephalic  infant,  or  to 
an  extremely  premature  infant  whose  condition  appears 
to  be  going  steadily  downhill,  could  be  reported  on  the 
DHHS  “hotline,”  and  have  their  decision  second-guessed 
by  federal  investigators.  The  Surgeon  General  stated  in 
a televised  interview  on  the  CBS  Morning  News  that  the 
regulation  was  not  intended  to  apply  to  hopelessly,  ter- 
minally ill  cases,  yet  the  regulation  contains  no  such  ex- 
ception, unless  one  can  be  read  into  the  phrase  “customary 
medical  care.”  An  exception  for  “customary  medical  care” 
would,  however,  appear  to  be  broad  enough  to  vitiate  the 
regulation  entirely.  The  word  “discriminatory”  may  pro- 
vide another  possible  out  for  the  physician,  if  he  can  prove 
that  his  decision  to  withhold  care  was  based  on  sound 
medical  reasons  rather  than  on  any  attempt  to  discriminate 
against  the  handicapped.  Intent  is  difficult  to  prove 
however,  and  the  regulation  appears  to  place  the  burden 
of  proof  on  the  physician. 

Many  groups  have  spoken  out  against  the  regulation. 
Physicians  and  others  involved  in  maternal  and  newborn 
care  fear  that  the  posting  of  the  required  signs  in  every 
delivery  room  and  nursery  will  create  an  atmosphere  of 
suspicion  and  distrust  at  a time  when  parents  are  already 
under  considerable  emotional  stress.  The  President’s  Com- 
mission for  the  Study  of  Ethical  Problems  in  Medicine 
and  Biomedical  and  Behavioral  Research,  an  inter- 
disciplinary group  composed  of  lawyers,  physicians, 
philosophers,  theologians,  and  others,  said  the  following 
about  the  notice  which  preceded  the  regulation: 

“Assuming  that  the  section  504  regulations  apply  to  the 
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case  of  a Down  syndrome  infant  with  surgically  correct- 
able intestinal  blockage,  questions  remain  about  the 
guidance  that  section  504  offers  for  the  more  frequent 
decisions  in  neonatal  intensive  care  units  — decisions 
regarding  very  low  birthweight  babies  on  the  edge  of 
viability,  decisions  for  those  with  multiple  serious  con- 
genital anomalies,  and  decisions  for  infants  who  are  dy- 
ing. Witnesses  testifying  before  the  Commission  expressed 
concern  that  virtually  every  operative  phrase  of  the  DHHS 
directive  needs  amplification  and  would  be  subject  to 
varieties  of  interpretation.”4 

On  March  19,  1983  a number  of  medical  organizations 
involved  in  children’s  health  care  filed  suit  in  the  federal 
district  court  in  Washington  to  prevent  the  regulations 
from  going  into  effect.  Plaintiffs  included  the  American 
Academy  of  Pediatrics,  the  National  Association  of 
Children’s  Hospitals  and  Related  Institutions,  arid 
Children’s  Hospital  National  Medical  Center  in 
Washington.  Although  Federal  District  Judge  Gerhard 
Gesell  denied  the  request  for  a temporary  restraining  order 
on  March  22.  on  the  grounds  that  plaintiffs  had  failed  to 
show  that  allowing  the  rules  to  go  into  effect  would  cause 
irreparable  harm,  he  agreed  to  hear  arguments  in  the  case 
on  April  8.  On  April  14,  Judge  Gesell  struck  down  the 
rule,  saying  it  was  arbitrary  and  capricious  and  adopted 
in  violation  of  the  Administrative  Procedure  Act,  which 
requires  an  opportunity  for  public  comment  on  most  rules 
prior  to  their  issuance.  Although  Judge  Gesell’s  decision 
was  made  on  procedural  grounds,  (i.e.,  he  was  critical 
of  the  manner  in  which  the  regulation  was  enacted),  he 
did  not  hesitate  to  state  his  opinion  on  the  substance  of 
the  regulation: 

“The  regulation  provides  for  an  intrusive  on-premises 
enforcement  mechanism  that  can  be  triggered  by  a sim- 
ple anonymous  call ....  This  court  is  forced  to  conclude 
that  haste  and  inexperience  have  resulted  in  agency  ac- 
tion based  on  inadequate  consideration.  As  even  the  most 
cursory  investigation  by  the  Secretary  would  have  reveal- 
ed, there  is  no  customary  standard  of  care  for  the  treat- 
ment of  severely  defective  infants.  The  regulation  thus 
purports  to  set  up  an  enforcement  mechanism  without 
defining  the  violation,  and  is  virtually  without  meaning 
beyond  its  intrinsic  ‘in  terrorem’  effect.”5 

Judge  Gesell  also  questioned  whether  section  504  of  the 
Rehabilitation  Act,  which  appears  to  be  concerned  with 
education  and  training,  was  applicable  to  the  issue  of  pro- 
viding medical  care  for  defective  infants. 

The  Administration  immediately  announced  its  inten- 
tion to  appeal  the  ruling.  If  the  Administration  succeeds 
in  getting  Judge  Gesell’s  decision  reversed,  or  if,  failing 
that,  it  gets  DHHS  to  issue  the  same  or  a similar  regula- 
tion, after  following  the  appropriate  proccedural  re- 
quirements, the  substantive  issues  raised  by  Judge  Gesell 
are  certain  to  be  litigated. 

A major  issue  is  the  question  of  who  should  be  involved 
in  decisions  concerning  medical  treatment  of  severely 
defective  neonates.  Judge  Gesell  echoed  the  opinion  of 
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organized  medicine  and  most  physicians  who  have  writ- 
ten on  the  subject  when  he  stated  that  the  government  “did 
not  appear  to  give  the  slightest  consideration  to  the  ad- 
vantages and  disadvantages  of  relying  on  the  wishes  of 
the  parents  who,  knowing  the  setting  in  which  the  child 
may  be  raised,  in  many  ways  are  in  the  best  position  to 
evaluate  the  infant’s  best  interests.” 

The  American  Medical  Association  stated,  in  its  1981 
edition  of  Current  Opinions  of  the  Judicial  Council,  that: 
“In  the  making  of  decisions  for  the  treatment  of  seriously 
deformed  newborns  or  persons  who  are  severely 
deteriorated  victims  of  injury,  illness,  or  advanced  age, 
quality  of  life  is  a factor  to  be  considered  in  determining 
what  is  best  for  the  individual. 

“In  caring  for  defective  infants,  the  advice  and  judg- 
ment of  the  physician  should  be  readily  available,  but  the 
decision  whether  to  treat  a severely  defective  infant  and 
exert  maximal  efforts  to  sustain  life  should  be  the  choice 
of  the  parents.  The  parents  should  be  told  the  options, 
expected  benefits,  risks,  and  limits  of  any  proposed  care; 
how  the  potential  for  human  relationships  is  affected  by 
the  infant’s  condition;  and  relevant  information  and 
answers  to  their  questions.” 


The  President’s  Commission  for  the  Study  of  Ethical 
Problems  in  Biomedical  and  Behavioral  Research  stated, 
in  its  recently-issued  report  on  “Deciding  About  Forego- 
ing Life-Sustaining  Therapy”  that: 

“Parents  should  be  the  surrogates  for  their  child  unless 
they  are  disqualified  by  decision-making  incapacity,  an 
unresol vable  disagreement  between  them,  or  the  choice 
of  a course  of  action  that  is  clearly  against  the  child’s  best 
interests.” 

In  the  face  of  almost  unanimous  opinion  that  such  deci- 
sions be  made  by  parents  after  consultation  with  the  child’s 
physician,  the  Administration  will  have  to  carry  a heavy 
burden  in  its  attempt  to  prove  that  this  regulation  is  wise, 
let  alone  necessary. 
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Statement  of  the  American  Medical  Association 

to  the 


Department  of  Health  and  Human  Services 
RE:HANDICAPPED  INFANTS 
April  14,  1983 


The  American  Medical  Association  takes  this  oppor- 
tunity to  submit  comments  on  the  HHS  interim  final  rule 
on  nondiscrimination  on  the  basis  of  handicap,  published 
in  the  Federal  Register  on  March  7,  1983.  This  rule  which 
became  effective  on  March  22,  1983,  only  fifteen  days 
after  publication,  modifies  the  procedures  concerning 
alleged  violations  of  Section  504  of  the  Rehabilitation  Act 
of  1973.  Section  504  prohibits  discrimination  against  the 
handicapped  by  recipients  of  federal  funds. 

The  rule  provides  special  procedures  for  investigating 
alleged  violations  involving  handicapped  infants.  Aimed 
primarily  at  hospitals,  it  requires  recipients  of  federal 
financial  assistance  to  post  a notice  as  follows: 
“DISCRIMINATORY  FAILURE  TO  FEED  AND  CARE 
FOR  HANDICAPPED  INFANTS  IN  THIS  FACILITY 
IS  PROHIBITED  BY  FEDERAL  LAW.”  The  notice  must 
be  posted  in  a conspicuous  place  in  each  delivery  ward, 
each  maternity  ward,  each  pediatric  ward,  and  each 
nursery,  including  each  intensive  care  nursery.  The  re- 
quired notice  further  states  that  “Any  person  having 
knowledge  that  a handicapped  infant  is  being 
discriminatorily  denied  food  or  customary  medical  care 
should  immediately  contact”  HHS,  and  the  notice  lists  a 
toll-free  number  at  HHS  to  call  with  reports  of  suspected 
violations.  According  to  the  required  notice,  the  identity 
of  the  callers  will  be  kept  confidential.  The  rule  allows 
HHS  investigators  to  have  access  to  records  and  facilities 
of  recipients  of  federal  financial  assistance  twenty-four 
hours  a day  whenever  immediate  access  is  necessary  to 
protect  the  life  or  health  of  a handicapped  individual.  Nor- 
mally, legal  action  cannot  be  taken  until  the  recipient  has 
been  given  ten  days'  notice  to  conform  with  the  re- 
quirements of  Section  504.  This  interim  final  rule, 
however,  allows  HHS  to  take  immediate  action  if  the 
“responsible  Department  official”  determines  immediate 
remedial  action  is  necessary  to  protect  the  life  or  health 
of  a handicapped  individual. 

Comments 

Interim  Final  Rule 

The  American  Medical  Association  strongly  objects  to 
the  publication  of  regulations  to  implement  this  Depart- 
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mental  policy  regarding  medical  treatment  of  handicapped 
infants  as  an  interim  final  rule.  In  our  view  it  is  highly 
inappropriate  to  cut  off  public  participation  through  im- 
plementation of  a rule  affecting  distraught  parents  and  the 
physicians  whose  help  they  seek  and  need  in  a fifteen- 
day  period. 

This  rule  will  have  a profound  effect  on  many  in- 
dividuals and  institutions  and  involves  issues  of  the 
greatest  difficulty,  anguish,  stress  and  significance.  The 
rule  relates  to  extremely  complex  issues  arising  out  of 
varied  situations  that  the  medical  profession  has  address- 
ed throughout  its  history. 

An  intrusion  of  such  significance  by  the  federal 
government  — even  when  authorization  is  unequivocal  — 
should  not  be  attempted  without  providing  for  an  adequate 
comment  period  and  full  consideration  of  all  factors  in- 
volved. We  note  that  the  Department  has  had  this  matter 
before  it  for  approximately  a year;  consequently  we  must 
question  the  validity  of  its  asserted  justification  for  cut- 
ting short  the  normal  public  comment  period.  Put  in  its 
best  light,  HHS  “deliberated”  on  this  matter  for  eleven 
months  following  the  April  30,  1982  President’s  direc- 
tive to  HHS  and  the  Attorney  General  and  ten  months 
following  the  May  18,  1982  “Notice  to  Health  Care  Pro- 
viders” by  the  HHS  Office  for  Civil  Rights.  We  believe 
that  usual  procedures  set  forth  in  the  Administrative  Pro- 
cedures Act  for  rulemaking  should  have  been  used  in  this 
case  to  allow  public  participation  in  the  development  of 
the  regulation.  If  a final  rule  had  been  promulgated  after 
a reasonable  comment  period,  the  Department  would  have 
had  the  benefit  of  public  comments  from  all  involved  — 
physicians,  nurses,  hospitals,  parents  and  groups  represen- 
ting the  handicapped.  Such  affected  parties  could  provide 
the  Department  with  essential  information  in  this  critical 
area. 

Treatment  of  Handicapped  Infants 

This  rule  would  apply  to  individual  situation  that  must 
be  dealt  with  on  a case-by-case  basis,  based  on  the  facts 
in  each  particular  case.  The  medical  profession  has 
throughout  its  history  wrestled  with  the  issues  of  what  is 
appropriate  treatment  for  a given  individual  and  who 
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should  make  that  determination.  These  are  issues  of  the 
greatest  difficulty  and  significance  that  have  to  be  met  by 
all  responsible  parties  in  the  best  interest  of  the  patient. 
At  the  same  time  societal  interests  are  also  involved. 
Nevertheless,  there  cannot  be,  in  the  absence  of  overriding 
circumstances,  any  substitute  for  the  informed  decisions 
of  the  parties  personally  involved. 

The  medical  profession  is  dedicated  to  healing  and 
preservation  of  life.  This  dedication -strong  as  it  is -is 
surpassed  by  the  depth  and  intensity  of  feeling  and  the 
bond  which  exist  between  parents  and  their  children. 
Parents  have  a strong  natural  instinct  for  the  survival  of 
their  children.  The  natural  ties  of  parents  to  their  offspring 
and  their  love  and  concern  for  the  total  welfare  of  the  in- 
fant in  the  context  of  the  circumstances  cannot  be  fully 
understood  by  those  who  debate  the  issues  in  an  at- 
mosphere quite  separate  from  the  reality  of  the  situation. 
The  physician  — and  all  others  involved -must  offer  com- 
passion, information  and  understanding  and  reach  out  to 
the  parents  who  are  searching  for  answers  and  advice. 

The  physician  in  such  cases  is  in  a difficult  position  and 
is  also  in  need  of  guidance.  The  experience  gained  by  the 
medical  profession  over  the  years  is  expressed  in  an  AMA 
Judicial  Council  Opinion  adopted  to  provide  guidance  to 
physicians  in  these  difficult  situations.  The  text  of  the 
Judicial  Council  Opinion  reads  as  follows: 

QUALITY  OF  LIFE.  In  the  making  of  decisions  for 
the  treatment  of  seriously  deformed  newborns  or  per- 
sons who  are  severely  deteriorated  victims  of  injury, 
illness  or  advanced  age,  the  primary  consideration 
should  be  what  is  best  for  the  individual  patient  and 
not  the  avoidance  of  a burden  to  the  family  or  to  socie- 
ty. Quality  of  life  is  a factor  to  be  considered  in  deter- 
mining what  is  best  for  the  individual.  Life  should  be 
cherished  despite  disabilities  and  handicaps,  except 
when  prolongation  would  be  inhumane  and  uncon- 
scionable. Under  these  circumstances,  withholding  or 
removing  life  support  means  is  ethical  provided  that 
the  normal  care  given  an  individual  who  is  ill  is  not 
discontinued.  In  desperate  situations  involving 
newborns,  the  advice  and  judgment  of  the  physician 
should  be  readily  available,  but  the  decision  whether 
to  exert  maximal  efforts  to  sustain  life  should  be  the 
choice  of  the  parents.  The  parents  should  be  told  the 
options,  expected  benefits,  risks  and  limits  of  any  pro- 
posed care;  how  the  potential  for  human  relationships 
is  affected  by  the  infant’s  condition;  and  relevant  in- 
formation and  answers  to  their  questions.  The 
presumption  is  that  the  love  which  parents  usually  have 
for  their  children  will  be  dominant  in  the  decisions 
which  they  make  in  determining  what  is  in  the  best  in- 
terest of  their  children.  It  is  to  be  expected  that  parents 
will  act  unselfishly,  particularly  where  life  itself  is  at 
stake.  Unless  there  is  convincing  evidence  to  the  con- 
trary, parental  authority  should  be  respected. 

Section  504 

The  basis  asserted  by  the  Department  for  its  rule  is  Sec- 


tion 504  of  the  Rehabilitation  Act  of  1973.  The  language 
of  the  Act  is  very  simple.  It  provides:  “No  otherwise 
qualified  handicapped  individual  in  the  United 
States  . . . shall,  solely  by  reason  of  his  handicap,  be  ex- 
cluded from  the  participation  in,  be  denied  the  benefits 
of,  or  be  subjected  to  discrimination  under  any  program 
or  activity  receiving  Federal  financial  assistance.” 

We  do  not  believe  that  Section  504  provides  any 
statutory  basis  for  the  Department’s  intervention  in 
medical  decisions  as  contained  in  the  interim  rule  nor  do 
we  believe  the  Congress  ever  contemplated  such  action 
as  the  Department  has  taken.  The  purpose  of  Section  504 
was  to  assure  that  handicapped  individuals  would  have 
access  to  the  benefits  of  programs  being  financed  by  the 
federal  government.  Congress  wanted  to  provide  for 
education  of  the  handicapped,  employment  opportunities 
for  the  handicapped,  and  access  for  the  handicapped  to 
the  same  facilities  and  programs  available  to  non- 
handicapped individuals.  However,  the  record  does  not 
show  that  Congress  intended  Section  504  to  be  used  to 
mandate  medical  treatment  decisions.  Nor  was  Section 
504  intended  to  require  physicians  or  hospital  ad- 
ministrators to  override  parental  decisions  on  what 
medical  treatment  their  child  should  have.  On  the  con- 
trary, Section  504  was  seen  by  Congress  as  a way  of 
assisting  parents  of  the  handicapped  to  carry  out  their 
wishes. 

If  Section  504  is  applied  as  the  Department  now  claims 
it  should  be,  physicians  and  hospitals  will  be  required  to 
treat  a handicapped  infant  in  all  cases,  regardless  of  paren- 
tal consent,  for  fear  of  sanctions  allegedly  authorized  by 
Section  504.  Further,  the  HHS  rule  requires  different 
medical  treatment  for  the  handicapped;  if  a non- 
handicapped child  were  involved,  a physician  would  not 
be  required  to  treat  without  parental  consent. 

We  are  also  concerned  that  liability  may  be  imposed 
on  physicians  and  other  health  care  providers  regardless 
of  what  action  is  taken  regarding  treatment  of  handicapped 
infants.  For  example,  a physician  may  be  faced  with  a 
situation  where  failure  to  treat  is  determined  by  the 
Department  to  violate  Section  504  but  treatment  without 
parental  consent  is  a violation  of  state  criminal  laws.  This 
rule  invites  multiple  lawsuits  with  physicians  and  pro- 
viders, and  in  some  cases  the  parents,  seeking  protection 
and  direction  from  the  courts.  It  is  obvious  that  only 
through  court  action  and  the  court’s  assuming  control  of 
the  infant  will  the  parties  be  able  to  pursue  a course  of 
treatment.  Health  care  providers  are  not  likely  to  aban- 
don their  responsibilities  by  evicting  the  infant  as  sug- 
gested by  the  Office  of  Civil  Rights:  “Health  care  pro- 
viders should  not  aid  a decision  by  the  infant’s  parents 
or  guardian  to  withhold  treatment  or  nourishment 
discriminatorily  by  allowing  the  infant  to  remain  in  the 
institution.”  Nevertheless,  the  rule  does  not  even  provide 
an  exception  for  situations  where  a physician  or  hospital 
has  requested  court  permission  to  treat  a child 
whose  parents  have  refused  to  consent  to  treatment,  and 
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the  court  upholds  the  action  of  the  parents.  This  is  a 
realistic  example  and  in  fact  is  quite  similar  to  the  Infant 
Doe  case  in  Indiana.  The  Indiana  courts  recognized  the 
parents’  right  to  decide  to  withhold  particular  surgical 
treatment. 

In  situations  involved  under  the  regulation  physicians 
and  hospitals  would  face  a choice  of  one  or  more  of  the 
following:  either  losing  federal  funds,  overriding  paren- 
tal direction,  or  violating  court  orders,  criminal  laws  or 
other  state  laws.  We  believe  it  is  inappropriate  to  place 
health  care  providers  in  these  situations. 

The  penalty  for  even  inadvertent  violation  is  severe.  The 
Department  asserts  authority  and  threatens  to  terminate 
all  federal  financial  assistance  that  the  individual  or  in- 
stitution may  be  receiving.  Moreover,  the  threat  of  such 
penalties  may  encourage  physicians  and  others  to  refuse 
to  participate  in  programs  funded  by  the  federal  govern- 
ment, particularly  those  supporting  specialized  treatment 
facilities  for  the  newborn.  In  cases  where  the  institution 
depends  on  significant  federal  funds  unrelated  to  handicaps 
for  operation,  this  policy  may  cause  the  closing  of  neo- 
natal units  to  avoid  the  risk  of  losing  federal  funds.  Such 
a result  could  reduce  access  to  needed  care  for  many  in- 
fants who  could  be  helped  with  safe,  timely  and  effective 
treatment. 

The  Notice 

This  regulation  requires  a notice  to  be  posted  in  delivery 
wards,  maternity  wards,  pediatric  wards  and  nurseries  that 
there  are  those  who  discriminate  against  certain  infants 
and  that  the  personnel  in  the  hospital  do  not  act  in  the 
best  interest  of  patients.  In  order  to  understand  the  im- 
pact of  such  a notice,  one  must  look  at  the  entire  situa- 
tion. Pregnancy  and  the  birth  of  a child  can  be  a very 
stressful  period  for  parents.  In  anticipation  of  the  birth 
of  a child  it  is  natural  for  parents  to  experience  fears  and 
apprehension  regarding  the  birth  and  the  health  of  the 
child.  The  notice  may  not  only  increase  the  stress  and  fears 
of  expectant  parents  that  their  child  will  not  be  born 
healthy  but  also  may  create  distrust  and  fear  of  physicians 
and  hospital  personnel  providing  care  to  the  expectant 
mother  or  the  infant.  During  pregnancy  and  at  the  time 
of  childbirth,  it  is  the  responsibility  of  physicians,  nurses 
and  others  as  part  of  the  treatment  of  mother  and  infant 
to  provide  comfort  and  attempt  to  reduce  stress  as  much 
as  possible.  We  believe  this  notice  will  create  and  inten- 
sify stresses  and  create  problems  in  medical  care.  Some 
may  perceive  that  the  notice  is  posted  to  remedy  prior  im- 
proper actions  of  “this  facility.” 

In  the  tragic  situation  where  an  infant  is  born  handi- 
capped, the  parents  are  experiencing  a great  deal  of 
trauma.  They  may  experience  grief,  guilt,  fear,  anxiety 
and  many  other  emotions.  The  notice  will  increase  paren- 
tal concerns  over  whether  their  child  is  getting  the  ap- 
propriate treatment,  is  in  the  right  hospital,  and  is  being 
treated  and  cared  for  by  the  appropriate  physicians,  nurses 
and  other  persons  contributing  to  the  care  of  the  infant. 


Such  a notice  may  also  confuse  them  in  making  critical 
decisions  based  on  medical  knowledge  and  technology  and 
their  own  responsibilities. 

The  AMA  is  concerned  that  the  posting  of  this  notice 
will  result  in  an  increased  number  of  investigations,  which 
will  increase  the  guilt,  grief,  anxiety  and  fears  of  the 
parents.  This  interim  final  rule  provides  for  no  protec- 
tion against  frivolous  and  unjustified  complaints.  There 
is  no  requirement  that  the  individual  reporting  the  alleg- 
ed violation  be  in  a situation  to  determine  whether  ap- 
propriate care  is  being  given.  Thus,  the  situation  may  be 
made  worse  as  the  result  of  a call  by  an  individual  without 
any  medical  training,  or  knowledge  of  the  circumstances. 
Further,  no  verification  is  required  before  an  investiga- 
tion is  begun.  We  are  concerned  about  the  impact  that 
such  an  investigation  will  have  on  the  infant,  the  family, 
the  attending  medical  personnel,  and  the  institution.  In- 
vestigation of  complaints,  even  those  proven  groundless, 
could  threaten  or  result  in  charges,  recrimination  and 
varied  litigation  in  addition  to  the  potential  adverse  ef- 
fects on  the  family  and  infant. 

Finally,  we  believe  the  notice  is  misleading.  The  large 
print  states:  “DISCRIMINATORY  FAILURE  TO  FEED 
AND  CARE  FOR  HANDICAPPED  INFANTS  IN  THIS 
FACILITY  IS  PROHIBITED  BY  FEDERAL  LAW.”  This 
language  is  misleading  because  it  does  not  clearly  indicate 
that  the  prohibition  under  Section  504  is  limited  to  reci- 
pients of  federal  financial  assistance.  Section  504  does  not 
in  our  opinion  control  the  parental  decisions  concerning 
appropriate  medical  treatment.  Moreover,  the  notice  by 
referring  to  “this  facility”  will  imply  to  some  that  the  facili- 
ty had  previously  been  involved  in  improper  conduct.  On 
its  face  it  implies  callous  disregard  for  handicapped 
infants. 

The  notice  also  claims  any  person  having  knowledge 
of  handicapped  infants  being  discriminatorily  denied  food 
or  “customary  medical  care  should  immediately  contact” 
HHS.  This  language  implies  an  obligation  to  report.  Sec- 
tion 504  contains  no  such  obligation. 

The  notice  refers  to  “customary  medical  care”  as  the 
standard  of  care  to  be  provided.  In  many  cases  the  “handi- 
capped” infant  may  be  in  need  of  exceptional  or  heroic 
procedures.  Yet  the  notice  seemingly  would  place  the  pro- 
vider and  physicians  in  jeopardy  if  procedures  were  to 
be  performed  that  would  be  interpreted  by  persons  as 
unusual  or  heroic  placing  the  infant  at  risk,  or  in  any  event 
as  not  being  “customary  medical  care.”  The  rule  would 
clearly  interfere  in  medical  decisions  of  the  physician  and 
the  parents  who  have  the  right  and  the  obligation  to  exer- 
cise their  best  judgment  in  the  interest  of  the  child. 

The  notice  claims  the  identity  of  callers  will  be  kept 
confidential.  In  reality,  this  alleged  protection  is  itself 
misleading  and  at  best  conditional.  45  C.F.R.  provides: 
“The  identity  of  complainants  shall  be  kept  confidential 
except  to  the  extent  necessary  w carry  out  the  purposes 
of  this  part , including  the  conduct  of  any  investigation, 
hearing  or  judicial  proceeding  arising  thereunder.”  (Em- 
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phasis  added.)  Therefore  a person  making  a call  will,  dur- 
ing the  course  of  investigation  and  prosecution,  be  re- 
quired to  participate  in  legal  action.  Since  the  Code  of 
Federal  Regulations  is  not  attached  to  the  Notice,  the  per- 
son relying  on  the  Notice  alone  will  not  only  not  be  in- 
formed of  his  follow-up  involvement  but  will  be  grossly 
misled  by  the  false  assurance  of  anonymity.  Likewise,  we 
believe  that  HHS  must  obtain  the  name  of  those  calling 
the  hotline  in  order  to  allow  those  who  would  be  the  sub- 
ject of  an  investigation  to  face  their  accuser.  Moreover, 
the  notice  does  not  advise  the  informer  of  potential  liability 
for  unjustified  reporting.  While  the  notice  indicates  that 
retaliation  or  intimidation  may  not  be  taken  against  any 
person  who  provides  information,  and  this  prohibition 
may  apply  to  a provider-employer,  it  is  by  no  means  clear 
that  the  individual  may  not  be  subject  to  litigation  by  a 
parent  or  other  guardian. 

Twenty-Four  Hour  Access 

The  regulation  allows  HHS  investigators  access  to  per- 
tinent facilities  and  records  twenty-four  hours  a day  “when 
in  the  judgment  of  the  responsible  Department  official, 
immediate  access  is  necessary  to  protect  the  life  or  health 
of  a handicapped  individual.”  This  provision  also  raises 
great  concern.  We  are  concerned  that  the  privacy  of  pa- 
tients and  their  medical  records  will  not  be  protected.  Fur- 
ther, investigators  who  may  not  have  any  medical  train- 
ing will  not  be  able  to  interpret  the  records  or  the  medical 
situation.  The  rule  provides  no  guidance  or  criteria  as  to 
when  the  HHS  official  would  initiate  an  investigation,  the 
qualifications  for  the  official  to  make  a medical  decision, 
or  the  procedures  for  conducting  the  investigation. 

If  twenty-four-hour  access  is  to  be  allowed,  procedures 
surrounding  such  sweeping  authority  need  to  be  careful- 
ly defined.  Many  questions  are  unanswered.  Who  is  the 
“responsible  Department  official?”  Who  can  make  a 
medical  judgment  for  the  Department?  In  our  view  an  in- 
vestigator untrained  in  medicine  should  not  and  cannot 
make  such  decisions.  The  rule  does  not  specify  what  types 
of  circumstances  warrant  immediate  access.  Further  no 
verification  is  required  before  investigators  are  allowed 
in  a facility  after  normal  business  hours.  Finally,  we 
believe  that  the  regulations  are  faulty  due  to  failure  to  pro- 
vide procedures  to  be  followed  when  an  investigator  goes 
into  a facility  after  normal  business  hours. 

Waiver  of  Opportunity  to  Conform 

Under  its  general  regulations  outlining  normal  pro- 
cedures under  Section  504  cases,  45  C.F.R.  80.8  pro- 
hibits the  Department  from  taking  action  to  effect  com- 
pliance, other  than  through  informal  means,  until  the  reci- 
pient has  been  mailed  a notice  specifying  its  failure  to 


comply  and  the  action  that  will  be  taken  to  effect  com- 
pliance. The  notice  must  be  mailed  at  least  ten  days  prior 
to  the  Department  taking  formal  action.  The  new  regula- 
tions allow  the  ten-day  period  to  be  waived  if  “in  the  judg- 
ment of  the  responsible  Department  official,  immediate 
remedial  action  is  necessary  to  protect  the  life  or  health 
of  a handicapped  individual.” 

Our  concerns  with  this  provision  are  similar  to  those 
relating  to  access  to  records  and  facilities  after  normal 
business  hours.  Who  is  the  “responsible  Department  of- 
ficial?” What  factors  are  to  be  considered  in  determining 
whether  immediate  remedial  action  is  necessary?  Will 
someone  with  adequate  medical  knowledge  be  involved? 
Is  there  any  specific  procedure  to  be  required  for  notify- 
ing the  alleged  violator  when  the  10-day  mail  notice  is 
waived? 

Conclusion 

The  AMA  believes  that  in  determining  the  appropriate 
treatment  for  any  patient  the  primary  consideration  should 
be  what  is  best  for  the  individual  patient  and  not  avoidance 
of  burden  to  the  family  or  to  society.  Absent  convincing 
evidence  to  the  contrary,  it  should  be  assumed  parents 
will  act  in  the  best  interests  of  the  child  and  should  make 
this  determination.  In  our  view  it  is  inappropriate  for  the 
federal  government  to  mandate  a course  of  conduct  to  the 
contrary. 

We  do  not  believe  Section  504  authorizes  the  Depart- 
ment’s course  of  action  and  believe  it  is  inappropriate  for 
HHS  to  do  so. 

The  specific  procedures  provided  for  in  this  regulation 
will  interfere  with  the  delivery  of  medical  care.  The  re- 
quired notice  and  investigatory  procedures  could  create 
havoc  in  an  already  stressful  emergency  situation.  At  a 
minimum  the  regulation  does  not  provide  sufficient 
safeguards  to  insure  that  investigations  are  conducted 
properly. 

The  regulations  will  result  in  multiple  lawsuits,  since 
it  is  obvious,  once  an  investigation  is  started,  and  where 
there  are  multiple  views  for  differing  courses  of  medical 
treatment  (i.e. , those  of  the  physician,  the  parents,  the 
providers,  the  “responsible  Department  official,”  the  state 
child  protection  agency,  the  public  prosecuting  attorney, 
and  the  “confidential  informer”),  that  judicial  protection 
will  be  needed  regardless  of  the  course  of  action  to  be 
taken. 

In  our  view  present  law  already  covers  the  situations 
addressed  by  the  regulations.  The  extension  of  federal  in- 
tervention as  proposed  in  the  regulation  is  ill-advised  and 
improper.  The  interim  final  rule  should  be  withdrawn 
promptly. 
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Current  Opinion  of  AMA  Judicial  Council 


The  AMA  Judicial  Council  in  its  Current 
Opinions  — 1982  has  issued  the  following  ethical  guidelines 
for  physicians; 

In  the  making  of  decisions  for  the  treatment  of 
seriously  deformed  newborns  or  persons  who  are 
severely  deteriorated  victims  of  injury,  illness  or 
advanced  age,  the  primary  consideration  should  be 
what  is  best  for  the  individual  patient  and  not  the 
avoidance  of  a burden  to  the  family  or  to  society. 
Quality  of  life  is  a factor  to  be  considered  in  deter- 
mining what  is  best  for  the  individual.  Life  should 
be  cherished  despite  disabilities  and  handicaps,  ex- 
cept when  prolongation  would  be  inhumane  and  un- 
conscionable. Under  these  circumstances, 
withholding  or  removing  life  supporting  means  is 
ethical  provided  that  the  normal  care  given  an  in- 
dividual who  is  ill  is  not  discontinued. 

In  desperate  situations  involving  newborns,  the 
advice  and  judgment  of  the  physician  should  be 


readily  available,  but  the  decision  whether  to  exert 
maximal  efforts  to  sustain  life  should  be  the  choice 
of  the  parents.  The  parents  should  be  told  the  op- 
tions, expected  benefits,  risks  and  limits  of  any  pro- 
posed care;  how  the  potential  for  human  relation- 
ships is  affected  by  the  infant’s  condition;  and  rele- 
vant information  and  answers  to  their  questions.  The 
presumption  is  that  the  love  which  parents  usually 
have  for  their  children  will  be  dominant  in  the  deci- 
sions which  they  make  in  determining  what  is  in 
the  best  interests  of  their  children.  It  is  to  be  ex- 
pected that  parents  will  act  unselfishly,  particular- 
ly where  life  itself  is  at  stake.  Unless  there  is  con- 
vincing evidence  to  the  contrary,  parental  authori- 
ty should  be  respected. 

The  AMA  Judicial  Council  has  also  stated  that:  “The 
social  commitment  of  the  physician  is  to  prolong  life  and 
relieve  suffering.  Where  the  observance  of  one  conflicts 
with  the  other,  the  physician,  patient,  and/or  family  of 
the  patient  have  discretion  to  resolve  the  conflict.” 


Summary  of  Action 
of  the  United  States  District  Court 
for  the  District  of  Columbia 


On  April  14,  1983,  Gerhard  A.  Gesell,  United  States  District  Judge 
for  the  District  of  Columbia,  in  a court  memorandum,  decided  that 
the  regulation  published  by  the  defendant  Secretary  of  the  Depart- 
ment of  Health  and  Human  Services  on  March  7,  1983,  concerning 
the  care  and  treatment  of  newborn  infants  without  benefit  of  public 
comment  was  arbitrary  and  capricious,  and  that  the  Secretary  lack- 
ed statutory  authority  to  act  and  that  the  regulation  intrudes  without 
justification  into  family-physician  and  other  confidential  relation- 
ships protected  by  the  Constitution. 

The  judge  then  invalidated  the  order  promulgated  by  the  Secretary 
ofH.H.S. 
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Immunizations  and  Chemoprophylaxis  for  Travelers 


THE  MEDICAL  LETTER 


Patients  planning  to  travel  to  other  countries  often  ask 
physicians  for  advice  about  immunizations  and  preven- 
tion of  diarrhea  and  malaria.  Legal  requirements  for  en- 
try and  epidemiological  conditions  in  different  countries 
vary  from  time  to  time,  often  unpredictably,  but  some 
reasonable  recommendations  can  be  made.  More  detail- 
ed information  is  available  in  Health  Information  for  In- 
ternational Travel  1982 , published  by  the  Centers  for 
Disease  Control,  which  can  be  obtained  for  $5.50  from 
the  Superintendent  of  Documents,  US  Government  Print- 
ing Office,  Washington,  DC  20402. 

Malaria  Chemoprophylaxis 

Probably  the  most  important  medical  advice  for 
travelers  is  to  make  sure  of  adequate  chemoprophylaxis 
for  travel  to  areas  where  malaria  is  endemic.  The  table 
on  page  40  lists  areas  with  a risk  of  malaria  and  indicates 
those  where  chloroquine-resistant  Plasmodium  falciparum 
has  been  reported.  Adults  and  children  who  weigh  more 
than  50  kg  traveling  to  areas  where  malaria  is  endemic 
should  take  500  mg  (300  mg  base)  of  chloroquine 
phosphate  once  weekly,  beginning  one  week  before  ar- 
rival and  continuing  for  six  weeks  after  leaving  the 
endemic  area.  Infants  and  children  who  weigh  less  than 
50  kg  should  take  5 mg  (base)/kg  weekly. 

For  prevention  of  attack  after  departure  from  areas 
where  P.  vivax  and  P.  ovale  are  endemic  (which  includes 
almost  all  areas  where  malaria  is  found),  many  experts 
prescribe  primaquine  phosphate  26.3  mg  (15  mg  base) 
daily  during  the  last  two  weeks  of  chloroquine  pro- 
phylaxis. Primaquine  can,  however,  cause  hemolytic 
anemia  in  patients  whose  red  cells  are  deficient  in 
glucose-6-phosphate  dehydrogenase  (G-6-PD),  and  all  pa- 
tients should  be  screened  for  this  disorder  before  taking 
the  drug. 

Travelers  to  areas  with  chloroquine-resistant  P. 
falciparum  should  take  the  combination  of  25  mg  of 
pyrimethamine  with  500  mg  of  sulfadoxine  (Fansidar- 
Roche)  once  a week  in  addition  to  chloroquine.  In  some 
countries,  however,  only  limited  areas  have  chloroquine- 
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resistant  P.  falciparum  (Morbid  Mortal  Weekly  Rep,  31 
Suppl,  April  16,  1982).  Most  travelers  to  the  usual  tourist 
areas  in  India,  for  example,  would  probably  be  adequately 
protected  by  taking  chloroquine  alone,  since  reports  of 
chloroquine-resistant  strains  have  all  been  from  the  north- 
eastern states.  Infants  less  than  two  months  old  should  not 
take  sulfonamides,  and  pregnant  women  should  general- 
ly not  take  pyrimethamine,  which  is  teratogenic  in 
animals.  Malaria  resistant  to  both  chloroquine  and  Fan- 
sidar  has  been  reported,  particularly  near  the  Thai- 
Kampuchean  border  and  in  the  Amazon  region  of  Brazil; 
in  such  areas  quinine  sulfate,  325  mg  bid,  may  be  useful 
for  prophylaxis  for  selected  patients  (Medical  Letter,  24:5, 
1982). 

Vaccines 

Several  vaccines  can  be  administered  simultaneously 
at  different  sites,  although  typhoid,  plague,  and  cholera 
vaccines,  which  commonly  cause  uncomfortable  effects, 
may  best  be  given  at  different  times.  If  possible,  immune 
globulin  should  not  be  given  for  three  months  before  or 
at  least  two  weeks  after  a live  viral  vaccine;  preliminary 
data  indicate,  however,  that  immune  globulin  does  not 
interfere  with  the  immune  response  to  oral  polio  virus  vac- 
cine or  to  yellow  fever  vaccine.  Since  several  of  the  vac- 
cines recommended  for  international  travelers  require 
multiple  doses  at  intervals  of  four  weeks  or  more,  im- 
munization schedules  should  be  planned  as  far  in  advance 
as  possible.  Immunocompromised  patients  should  not 
receive  live  virus  vaccines. 

Cholera-  The  risk  of  cholera  to  tourists  is  very  low  and 
cholera  vaccines,  which  are  prepared  from  killed  bacteria, 
have  limited  effectiveness.  Cholera  vaccination  is  not 
generally  recommended  for  tourists,  but  some  countries 
require  a single  dose  within  six  months  of  entry  for 
travelers  from  infected  areas. 

Measles  — Many  adolescents  and  young  adults  in  the  USA 
have  not  had  measles.  Medical  Letter  consultants  suggest 
that  anyone  born  after  1956  who  did  not  receive  measles 
vaccine  (after  the  age  of  one  year)  and  does  not  have  a 
physician-documented  history  of  infection  should  receive 
a single  dose  of  measles  vaccine  before  traveling. 
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Plague-  Vaccination  against  plague  is  generally  recom- 
mended only  for  travelers  who  may  have  contact  with  wild 
rodents  or  rabbits,  particularly  in  rural  areas  of  Southeast 
Asia,  Africa,  and  South  America  where  plague  is  en- 
zootic. Plague  vaccine  is  a killed  bacterial  preparation, 
with  adverse  effects  similar  to  those  of  typhoid  vaccine, 
but  often  more  severe. 

Polio  — Adult  travelers  to  tropical  or  developing  coun- 
tries who  have  not  previously  been  immunized  against 
polio  should  receive  a primary  series  of  inactivated  polio 
vaccine,  unless  protection  is  needed  within  four  weeks; 
if  it  is,  a single  dose  of  trivalent  oral  polio  vaccine  is 
recommended.  Previously  unimmunized  children  should 
receive  a primary  series  of  trivalent  (live)  oral  polio  vac- 


cine. Travelers  who  have  previously  completed  a primary 
series  should  receive  one  booster  dose  of  trivalent  oral 
polio  vaccine  or  inactivated  polio  vaccine.  Live  oral  polio 
vaccine  is  contraindicated  for  immunocompromised  pa- 
tients. (For  additional  information,  see  Morbid  Mortal 
Weekly  Rep,  31:22,  Jan  29,  1982.) 

Rabies  — Rabies  vaccine,  an  inactivated  virus  prepara- 
tion, is  recommended  only  for  travelers  anticipating  con- 
tact with  animals  that  may  have  rabies  or  prolonged 
residence  in  an  area  where  rabies  is  a constant  threat.  A 
new  human  diploid  cell  rabies  vaccine,  safer  and  more 
effective  than  the  duck  embryo  vaccine,  is  now  the  only 
rabies  vaccine  available  in  the  USA  (Medical  Letter, 
22:93,  1980). 


COUNTRIES  WITH  A RISK  OF  MALARIA* 


AFRICA 

Algeria  1 
Angola 
Benin 
Botswana " 

Burundi 

Cameroon,  United  Republic  of 
Cape  Verde  3 
Central  African  Republic 
Chad 

**Comoros 
Congo 
Djibouti 
Egypt 3 

Equatorial  Guinea 

Ethiopia 

Gabon 

Gambia 

Ghana 

Guinea 

Guinea-Bissau 
Ivory  Coast 
♦♦Kenya 4 
Liberia 

Libyan  Arab  Jamahiriya  3 
♦♦Madagascar 
Malawi 
Mali 

Mauritania 


Mauritius 

Morocco 3 

Mozambique 

Namibia 

Niger 

Nigeria 

Rwanda 

Sao  Tome  and  Principe 

Senegal 

Sierra  Leone 

Somalia 

South  Africa 5 

Sudan 

Swaziland  b 

**Tanzania,  United  Republic  of 
Togo  s 
Tunisia 

♦♦Uganda 
Upper  Volta 
Zaire 
Zambia 
Zimbabwe 

AMERICAS 
Argentina  7 
Belize  8 
Bolivia 4 

♦♦Brazil  10 


♦♦Colombia  1 
Costa  Rica 3 
Dominican  Republic  1 1 
♦♦Ecuador  13 
El  Salvador  3 
♦♦French  Guiana  13 
Guatemala  14 
♦♦Guyana 3 
Haiti 

Honduras 3 
Mexico  15 
Nicaragua  16 
♦♦Panama  3 
Paraguay  3 
Peru  3 

♦♦Surinam  3 
♦♦Venezuela 

ASIA 

Afghanistan 

Bahrain 

♦♦Bangladesh  11 
Bhutan  18 
♦♦Burma 

♦♦China,  People’s  Republic  of 
♦♦Democratic  Kampuchea 
(formerly  Cambodia) 
♦♦India 


♦♦Indonesia  2(1 
Iran  3 
Iraq  21 
Jordan  3 

♦♦Lao  People’s  Democratic 
Republic  22 
♦♦Malaysia 3 
Maldives  (Falklands) 23 
Nepal 3 
Oman 
Pakistan 
♦♦Philippines 3 
Saudi  Arabia 24 
Sri  Lanka  (formerly 
Ceylon) 25 

Syrian  Arab  Republic  3 
♦♦Thailand  3 
Turkey  26 

United  Arab  Emirates 
USSR 27 
♦♦Viet  Nam  ~8 
Yemen  29 

Yemen,  Democratic  30 
19  OCEANIA 

♦♦Papua  New  Guinea 
♦♦Solomon  Islands 
** Vanuatu  (formerly  New 
Hebrides) 


♦Adapted  from  Morbid  Mortal  Weekly  Rep,  31  Supplement,  April  16,  1982,  which  also  includes  months  or  risk  and  specific  areas  within  coun- 
tries with  chloroquine-resistant  malaria. 

♦♦Countries  with  known  chloroquine-resistant  P.  falciparum. 
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1.  Ouargla  Wilaya  and  Qued  el-Aneb  only. 

2.  Northern  part  of  country  only. 

3.  No  risk  in  urban  areas. 

4.  Except  city  of  Nairobi. 

5.  Areas  bordering  Botswana,  Mozambique,  and  Zimbabwe. 

6.  Northern  border  areas. 

7.  Area  near  Bolivian  border  only. 

8.  Except  Belize  District. 

9.  Except  provinces  of  La  Paz,  Oruro,  and  Potosi. 

10.  No  risk  in  urban  areas  except  Amazon  River  region 

11.  In  general,  areas  bordering  Haiti.  No  risk  in  urban  areas. 

12.  No  risk  in  Galapagos  Islands  and  vicinity  of  Quito. 

13.  Except  Cayenne  City. 

14.  Except  Guatemala  City  and  central  highlands. 

15.  No  risk  in  major  tourist  resorts  along  Pacific  and  Gulf  coasts 
or  in  urban  areas  except  for  Alamos  in  Sonora  State. 


16.  No  risk  in  urban  areas  except  in  outskirts  of  some  towns. 

17.  Except  Dhaka  City. 

18.  Except  Chirang  and  Sanchi. 

19.  No  risk  on  usual  tourist  routes. 

20.  Except  Djakarta  and  Surabaya. 

21.  Northern  region. 

22.  Except  Vientiane. 

23.  Except  Male  Island. 

24.  Except  Alhasa,  Arar,  Jauf,  Quariya  (Gurayyat),  Riyadh,  Tabuk, 
Taif  and  urban  areas  of  Jeddah,  Mecca,  Medina,  Qatif. 

25.  Except  Colombo. 

26.  Cukorova/Amikova  areas  and  southeast  Anatolia. 

27.  Scattered  areas  near  Iran  and  Afghanistan. 

28.  Except  northern  delta  region. 

29.  Except  Hajja  and  Sada  provinces. 

30.  Except  Aden  and  airport  perimeter. 
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Smallpox- Smallpox  vaccine  should  no  longer  be  given 
for  international  travel. 

Tetanus  and  Diphtheria- The  organisms  that  cause 
tetanus  and  diphtheria  are  found  throughout  the  world. 
Whether  traveling  or  not,  everyone  should  receive  a 
primary  series  of  immunizations  against  tetanus  and 
diphtheria  and  a tetanus-diphtheria  toxoid  booster  injec- 
tion every  10  years.  Tetanus-diphtheria  toxoid  contain- 
ing a limited  amount  of  diphtheria  antigen  is  available  for 
use  in  adults. 

Typhoid- Typhoid  vaccine,  prepared  from  killed 
bacteria,  is  recommended  for  travel  to  rural  areas  of 
tropical  countries,  where  typhoid  tends  to  be  endemic, 
or  any  area  where  an  outbreak  is  occurring.  The  vaccine, 
which  is  not  fully  protective,  often  causes  one  to  two  days 
of  pain  at  the  site  of  injection,  sometimes  accompanied 
by  fever,  malaise,  and  headache. 

Yellow  Fever-  Yellow  fever  vaccine,  an  attenuated  live 
virus  vaccine  prepared  in  eggs,  is  recommended  before 
travel  to  infected  areas,  which  can  vary  from  week  to 
week;  up-to-date  information  on  infected  areas  and  on 
sources  of  the  vaccine,  which  can  only  be  obtained  from 
designated  centers,  is  available  from  local  or  state  health 
departments.  Some  countries,  particularly  in  Asia,  require 
vaccination  for  travelers  arriving  from  “endemic  zones,” 
which  include  most  of  Africa  below  15  degrees  latitude 
North  and  above  15  degrees  South,  Panama,  Venezuela, 
Surinam,  Guyana,  and  French  Guiana,  most  of  Colom- 
bia, northwestern  Brazil,  and  eastern  Peru,  Bolivia,  and 
Ecuador.  Yellow  fever  vaccine  is  effective  for  10  years. 

Hepatitis— Immune  globulin  is  recommended  for 
prevention  of  hepatitis  A for  travelers  going  to  areas  with 
poor  hygiene;  it  should  be  given  close  to  the  time  of  depar- 
ture, in  a dose  for  adults  of  2 ml  IM  for  a visit  of  less 
than  three  months,  and  5 ml  for  a longer  stay.  The  new 
hepatitis  B vaccine  (Medical  Letter,  24:75,  1982)  is  not 
ordinarily  recommended  for  travelers.  However,  selected 
individuals  going  to  areas  such  as  Southeast  Asia  or  sub- 
Saharan  Africa,  where  hepatitis  B is  highly  endemic, 
might  well  be  advised  to  take  the  vaccine;  this  group 
would  include  medical  personnel  whose  work  could  re- 
quire handling  of  body  fluids  and  individuals  who  expect 
to  have  sexual  contacts.  Antibody  studies  for  susceptibility 
to  hepatitis  B are  now  widely  available. 

Travelers’  Diarrhea 

The  most  common  cause  of  travelers’  diarrhea,  usually 
a self-limited  illness  of  several  days’  duration,  is  infec- 
tion with  enterotoxigenic  E.  coli.  Shigellae  are  also  im- 
portant pathogens;  Salmonellae,  other  bacteria,  and 
viruses  are  less  common  causes  of  this  disorder.  Several 
different  drugs  may  prevent  symptoms  or  shorten  their 


duration,  but  prolonged  use  of  antibacterial  drugs  may 
lead  to  emergence  of  resistant  strains  of  bacteria  (BE  Mur- 
ray et  al,  N Engl  J Med,  306:130,  1982;  SL  Gorbach, 
N Engl  J Med,  307:881,  1982). 

Large  doses  of  Pepto-Bismol  Liquid , an  over-the- 
counter  suspension  of  bismuth  subsalicylate,  can  prevent 
diarrheal  illness  in  travelers  (HL  DuPont  et  al,  JAMA, 
243:237,  1980).  However,  the  dosage  used  in  controlled 
trials,  60  ml  qid  or  one  240-ml  bottle  per  day,  is  incon- 
venient to  carry  and  there  is  no  evidence  that  Pepto-Bismol 
Tablets  or  smaller  doses  of  the  liquid  would  be  effective. 
How  bismuth  subsalicylate  acts  on  enterotoxigenic  E.  coli 
is  not  known;  direct  antimicrobial  activity,  neutralization 
of  the  enterotoxin,  and  an  antisecretory  effect  of  the 
salicylate  have  been  suggested  as  possible  mechanisms. 
Pepto-Bismol  usually  causes  no  adverse  effects,  but  large 
doses  of  bismuth  subsalicylate  can  lead  to  toxic  serum  con- 
centrations of  salicylate  in  patients  already  taking  large 
doses  of  salicylates  for  arthritis. 

A single  does  of  200  mg  of  doxycycline  (Vibramycin; 
and  others),  a long-acting  tetracycline,  taken  on  the  day 
of  travel  and  followed  by  one  100-mg  capsule  daily  for 
three  weeks,  can  prevent  travelers’  diarrhea  due  to 
enterotoxigenic  E.  coli  (DA  Sack  et  al,  N Engl  J Med, 
298:758,  1978;  RB  Sack  et  al.  Gastroenterology,  76: 1368, 
1979).  However,  some  strains  of  enterotoxigenic  E.  coli, 
and  many  strains  of  Salmonella  and  Shigella  are  resistant 
to  tetracyclines.  Doxycycline  should  be  taken  with  or  after 
meals  to  minimize  nausea.  Tetracyclines  can  themselves 
cause  diarrhea  and  photosensitivity  reactions,  and  are  not 
recommended  for  pregnant  women  or  for  children  up  to 
eight  years  old  because  they  can  strain  developing  teeth. 

A recent  study  indicates  that  one  tablet  daily  of  double- 
strength trimethoprim-sulfamethoxazole  (Bactrim  DS; 
Septra  DS)  for  two  weeks  can  prevent  travelers’  diarrhea 
due  to  either  enterotoxigenic  E.  coli  or  Shigellae  (HL  Du- 
Pont et  al,  Gastroenterology,  84:75,  Jan  1983). 
Trimethoprim-sulfamethoxazole  is  generally  well 
tolerated,  but  serious  skin  reactions,  including  Stevens- 
Johnson  syndrome,  occur  rarely,  and  hematological  reac- 
tions, including  hemolytic  anemia,  neutropenia,  and 
aplastic  anemia,  have  been  reported. 

Most  Medical  Letter  consultants  prefer  not  to  prescribe 
drugs  prophylactically  to  prevent  travelers’  diarrhea,  but 
to  wait  for  symptoms  and  then  begin  treatment.  One 
double-blind  placebo-controlled  study  in  110  patients 
found  that  either  trimethoprim-sulfamethoxazole  (160  mg 
of  TMP  and  800  mg  of  SMX)  or  200  mg  of  trimethoprim 
(Proloprim;  Trimpex)  alone,  taken  twice  daily  for  five 
days,  markedly  reduced  abdominal  pain,  nausea,  and  the 
number  of  unformed  stools  (HL  DuPont  et  al,  N Engl  J 
Med,  307:841,  1982). 
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Health  Laws  Enacted  in  97th  Congress 

AMERICAN  MEDICAL  ASSOCIATION 


First  Session  (1981) 


1.  Veteran’s  Medical  Schools 

2.  Health  & Human  Services  Supplemental  Appropriations 

3.  Income  Tax  Reductions 

4.  Budget  Reconciliation 

5.  Prisoners  of  War  Health  Benefits 

6.  Extension  of  Saccharin  Study  and  Labeling  Act 

7.  Veteran's  Disability  Compensation 

8.  Continuing  Appropriations 

9.  Foreign  Medical  Graduates 

10.  Black  Lung  Disability  Fund 

11.  Social  Security  Amendments 

12.  Federal  Physicians  Pay  Extension 

Second  Session  (1982) 

1.  Tax  Equity  and  Fiscal  Responsibility  Act 
a.  Medicare  and  Medicaid  Amendments 


H R.  2156 
H.J.  Res.  308 
H R.  4242 
H.R.  3982 
H.R.  1 100 
S.  1278 
S.  2917 
H.J.  Res.  370 
H.R.  4327 
H.R.  5159 
H.R.  4331 
S.  1551 


H.R.  4961 


P.L.  97-15 
P.L.  97-26 
P.L.  97-34 
P.L.  97-35 
P.L.  97-37 
P.L.  97-42 
P.L.  97-66 
P.L.  97-92 
P.L.  97-116 
P.L.  97-119 
P.L.  97-123 
P.L.  97-141 


P.L.  97-248 


b.  Utilization  and  Quality  Control  Peer  Review  Organizations 

c.  Pension  Reforms 


d.  Tax  Status  of  Independent  Contractors 

2.  Continuing  Appropriations  Resolution  H.J.  Res.  631  P.L.  97-377 

a.  Health  and  Human  Services  Department 

b.  Federal  Trade  Commission 


c.  Health  Planning 

d.  National  Institute  of  Health 


3.  Alcohol  Traffic  Safety  Programs 

H.R.  6170 

P.L.  97-364 

*4.  Nuclear  Waste 

H.R.  3809 

P.L.  97- 

5.  Small  Business  Innovation  Development  Act 

S.  881 

P.L.  97-219 

*6.  Food,  Drug  and  Cosmetic  Tampering 

H.R.  3963 

P.L.  97- 

7.  Orphan  Drugs 

H.R.  5238 

P.L.  97-414 

Medicare  and  Medicaid 

A key  activity  of  the  97th  Congress  was  its  struggle 
with  the  federal  budget.  However,  while  defense  pro- 
grams did  not  feel  any  of  the  budget  pinches  until  the 
final  cuts  made  in  the  Continuing  Resolution,  the 
Medicare  and  Medicaid  programs  witnessed  signifi- 
cant changes  that  were  made  almost  solely  in  the  name 
of  budget  savings.  The  1981  Budget  Reconciliation 
Act  (PL  97-35)  pared  over  a billion  dollars  from  the 
Medicare  and  Medicaid  programs  for  1982;  the  Tax 
Equity  and  Fiscal  Responsibility  Act  (TEFRA)  (PL 
97-248)  subsequently  trimmed  the  Medicare  and 
Medicaid  programs  again,  as  it  is  designed  to  “save” 
14.2  billion  dollars  over  the  period  of  FY  1 983  to  FY 

*Cleared  for  Presidential  Action 


1985.  Combining  the  efforts  of  both  sessions  of  the 
97th  Congress  in  only  two  bills,  over  eighty  Medicare 
and  Medicaid  provisions  were  passed. 

1981  Budget  Reconciliation  Act  (PL  97-35)  (See 
LR  of  August  14,  1981):  This  act  made  more  changes 
in  the  Medicaid  program  than  in  the  Medicare  program. 
The  primary  changes  were  designed  to  give  states  greater 
flexibility  in  the  operation  of  their  Medicaid  programs, 
and  to  lower  federal  expenditures.  Under  the  heading 
of  greater  flexibility,  states  have  the  authority  to  avoid 
coverage  of  all  groups  of  medically  needy,  and  may 
also  set  limits  on  the  scope  of  services  offered  to  this 
group.  Another  major  change  involved  the  Secretary's 
authority  to  grant  state  waiver  requests.  Under  this 
authority  a state  may  limit  beneficiary  freedom  of  choice, 
implement  a case-management  system,  and  allow  locali- 
ties to  act  as  central  brokers  to  assist  beneficiaries  in 
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selecting  among  competing  health  plans.  Another  waiver 
authority  allows  states  to  provide  non-medical  home 
health  or  community-based  services  in  lieu  of  inter- 
mediate care  or  skilled  nursing  facility  services. 

In  response  to  this  waiver  authority,  1 2 states  have 
requested  waivers  to  implement  case-management 
systems,  no  states  have  requested  authority  to  have  lo- 
calities act  as  brokers  for  care,  5 states  have  requested 
authority  to  share  cost-savings  with  beneficiaries  using 
cost-effective  care,  and  4 states  have  requested  authority 
to  restrict  beneficiaries  to  specific  providers  of  care. 
Many  state  waiver  requests  are  still  pending,  and  more 
requests  will  undoubtedly  be  submitted.  However, 
many  state  health  officials  are  awaiting  activity  on  the 
Administration’s  plan  to  “federalize”  the  Medicaid 
program.  States’  reimbursement  from  the  federal  gov- 
ernment were  reduced  by  3%  in  Fiscal  Year  1 982  and 
will  be  reduced  by  4%  in  FY  1983  and  4.5%  in  FY 
1984. 

Tax  Equity  and  Fiscal  Responsibility > Act  of  1982 
(See  LR,  Special  Edition  August  24,  1982):  TEFRA 
concentrated  mostly  on  Medicare,  with  substantial 
changes  affecting  hospital  reimbursement  and  physi- 
cians working  in  hospitals.  The  bill  altered  hospital  re- 
imbursement, effective  October  1,  1982,  by  applying 
section  223  limitations  to  cover  ancillary  costs  in  addi- 
tion to  daily  operating  costs.  This  provision  also  set  a 
three-year  target  rate  for  future  increases  in  hospital 
maximum  allowable  costs.  Hospitals  that  have  ex- 
penses lower  than  the  target  rate  could  share  in  these 
savings  with  the  government.  Hospitals  with  costs  over 
the  target  rate  would  be  reimbursed  25%  of  the  overage 
in  the  first  two  years  and  none  of  the  overage  in  the  third 
year.  The  bill  also  has  an  impact  on  physicians  working 
in  hospitals  by  setting  restrictions  on  reimbursement  for 
“provider-based  physicians,”  by  mandating  that  re- 
imbursement for  inpatient  radiology  and  pathology  ser- 
vices will  be  set  at  80%  of  the  “reasonable”  charge,  by 
eliminating  so-called  duplicate  overhead  payments  for 
services  provided  in  hospital  outpatient  departments, 
and  by  establishing  restrictions  on  the  reimbursement 
of  assistants  at  surgery.  Federal  employees  were  brought 
under  Medicare.  Employers  are  now  required  to  pro- 
vide coverage  to  employees  between  the  ages  of  65-68 
as  for  other  employees  with  Medicare  being  secondary 
to  such  coverage. 

To  implement  the  above-mentioned  provisions  from 
the  1982  Tax  Act,  the  Health  Care  Financing  Admin- 
istration (HCFA)  published  a series  of  regulations  in 
the  Federal  Registers  of  September  30  and  October  1 
( See  LR,  October  8).  Of  these  regulations,  only  the  one 
relating  to  payment  for  “hospital-based”  physicians 
was  published  as  a Notice  of  Proposed  Rule-Making, 
while  the  rest  were  published  as  Interim  Final  Rules 
with  comment  periods.  At  this  time,  it  is  impossible  to 
say  when  HCFA  will  complete  its  review  of  the  over 
5,000  comments  received  on  the  proposed  “provider- 


based”  physician  regulation,  and  it  is  uncertain  as  to 
when  final  regulations  on  any  of  these  other  issues  will 
be  published.  Under  Medicaid,  states  are  allowed  to 
collect  nominal  co-payments  from  the  categorically 
needy  and  attach  liens  to  homes  of  certain  medicaid 
patients  in  nursing  homes. 

Future  Activities:  The  98th  Congress:  Medicare  and 
Medicaid  will  again  face  the  brunt  of  efforts  to  find 
further  areas  to  trim  non-defense  Federal  spending  in 
the  98th  Congress.  Senator  Dole  ( R-KS)  even  indicated 
that  while  hospitals  took  the  greatest  share  of  1 982  cuts, 
1 983  would  be  the  “year  of  the  physician.”  Proposals 
expected  include  one  to  limit  the  increase  in  physician 
fees  through  the  annual  application  of  the  economic  in- 
dex, to  freeze  or  actually  lower  the  levels  of  physician 
reimbursement,  to  steer  beneficiaries  to  “participating” 
physicians,  and  to  require  physicians  to  accept  Medi- 
care assignment.  In  addition  to  such  physician-specific 
provisions,  it  is  likely  that  a proposal  will  be  introduced 
to  shift  the  Medicare  program  to  a voucher  program, 
and  allow  beneficiaries  to  choose  private  coverage,  and 
the  Administration  may  include  amendments  to  the 
Medicare  program  in  its  often-promised  “competition” 
proposal.  The  entire  issue  of  prospective  payment  for 
hospital  care  will  be  the  subject  of  intense  debate. 
Other  possibilities  include  increased  cost-sharing  by 
beneficiaries  for  inpatient  hospital  costs,  catastrophic 
coverage  for  Medicare  and  state-wide  physician  fee 
schedules. 

On  the  Medicaid  front,  1983  may  witness  a major 
proposal  to  change  totally  the  nature  of  the  Medicaid 
program.  The  1 982  State  of  the  Union  address  did  pro- 
mise a plan  to  “federalize”  the  Medicaid  program.  The 
proposal  to  accomplish  this  was  never  presented  to  the 
97th  Congress.  The  Administration  may  seek  to  intro- 
duce a proposal  in  the  first  session  of  the  98th  Con- 
gress. Such  a proposal  would  likely  assure  benefici- 
aries a minimum  level  of  benefits,  and  it  is  possible  that 
states  would  be  able  to  augment  the  federal  program. 

Significant  regulatory  activity  can  be  expected  in 
1983.  In  addition  to  the  major  proposal  published  on 
January  4 to  rewrite  the  Medicare  and  Medicaid  Con- 
ditions of  Participation  for  Hospitals,  regulations  will 
also  be  proposed  to  implement  the  new  Medicare  hos- 
pice program,  to  establish  a system  of  prospective  pay- 
ment for  end-stage  renal  disease  services,  to  prohibit 
percentage  contracts  with  Medicare  providers,  and  to 
set  conditions  for  Medicare  reimbursement  to  physi- 
cians in  teaching  hospitals.  The  97th  Congress  con- 
tinued to  avoid  dealing  with  the  solvency  of  the  Social 
Security  program  as  a whole.  This  issue  will  be  con- 
sidered during  the  98th  Congress  and  Medicare  and 
Medicaid  will  be  a major  factor  in  any  changes. 

Prospective  Payment  Under  Medicare 

As  the  97th  Congress  wound  down,  one  of  the 
“hottest”  issues  was  prospective  payment  for  hospital 
services  under  the  Medicare  program  as  an  alternative 
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to  current  payment  methods.  While  this  issue  has  also 
been  referred  to  as  “prospective  reimbursement,”  it 
has  become  a generic  term  for  virtually  any  type  of  pay- 
ment mechanism  where  the  amount  to  be  paid  for  the 
service  would  be  determined  prior  to  the  delivery  of  the 
service.  Congress  showed  its  clear  interest  in  this  type 
of  payment  methodology  as  a means  to  hold  down 
hospital  costs  when  it  included  a provision  in  P.L.  97- 
248  (TEFRA)  that  mandated  the  Secretary  of  the 
Department  of  Health  and  Human  Services  to  develop 
proposals  for  prospective  payment  and  to  submit  a re- 
port to  the  House  Ways  and  Means  Committee  and  the 
Senate  Finance  Committee  by  the  end  of  1982.  In 
response  to  this  mandate,  the  Secretary  focused  efforts 
to  develop  a prospective  payment  plan  on  a system 
whereby  payment  would  be  on  a fixed  cost  per  dis- 
charge with  each  case  classified  by  using  a system  of 
diagnostic  related  groups  (DRG).  Prior  to  the  start  of 
the  Lame  Duck  session,  on  November  22,  the  Health 
Subcommittee  of  the  House  Committee  on  Energy  and 
Commerce  held  a hearing  on  prospective  payment. 
While  some  witnesses  did  endorse  prospective  pay- 
ments, a common  thread  that  ran  through  much  of  the 
testimony  was  that  prospective  payment  systems  are 
still  proven  at  least  as  to  their  effects  on  the  future 
quality  of  health  care. 

FTC 

Much  activity  of  the  97th  Congress  related  to  the 
Federal  Trade  Commission  (FTC).  However,  the  end 
result  is  that  the  authority  of  the  FTC  remains  un- 
changed. 

Early  in  1982  it  appeared  certain  that  a bill  to  re- 
authorize the  FTC  would  be  passed  prior  to  October  1 , 
when  its  authorization  expired.  Hearings  were  held  on 
this  issue  in  both  the  House  (March  23,24)  and  in  the 
Senate  (April  20,  1982). 

Much  controversy  surrounded  the  issue  of  FTC 
regulation  of  the  professions.  The  professions  issue  be- 
came a massive  struggle  between  those  who  felt  that  the 
FTC  must  regulate  the  professions  to  encourage  “com- 
petition” and  those  who  believed  that  regulation  at  the 
state  level  to  assure  quality  of  services  is  the  proper 
regulation  of  professionals.  The  House  Energy  and 
Commerce  Committee  reported  a bill  on  August  18, 
which  did  not  contain  any  provisions  relating  to  the  pro- 
fessions. When  this  bill  was  brought  up  for  considera- 
tion by  the  House  during  the  “lame  duck”  session. 
Representative  Thomas  Luken  (D-OH)  offered  the 
Luken-Lee  bill  ( H. R.  3722)  as  an  amendment.  This  bill 
provided  for  a moratorium  on  FTC  jurisdiction  over 
the  professions.  Representative  James  Broyhill  (R- 
NC)  then  offered  a substitute  to  the  Luken-Lee  amend- 
ment which  would  have  specifically  authorized  FTC 
jurisdiction  over  the  professions  and  allowed  FTC  pre- 
emption of  state  laws.  The  Broyhill  amendment  was 
defeated  1 95-208  and  the  Luken-Lee  amendment  was 
subsequently  adopted  by  a vote  of  245-145.  With  this 
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major  victory  for  the  professions,  the  FTC  reauthoriza- 
tion bill  was  sent  to  the  Senate.  The  Senate  Commerce 
Committee  had  previously  reported  a bill,  S.  2499, 
after  approving  an  amendment  offered  by  Senator  Ted 
Stevens  (R-AK),  to  prohibit  FTC  from  exercising 
jurisdiction  over  the  professions.  However,  due  to  poli- 
tical considerations,  the  Senate  did  not  consider  either 
bill. 

Funding  for  the  FTC  was  provided  in  a continuing 
appropriations  resolutions.  The  first  Continuing  Ap- 
propriations Resolution,  H.J.  Res.  599,  provided  appro- 
priations from  October  1 until  December  17,  1982. 
The  short  continuing  resolution  made  it  necessary  for 
Congress  to  come  back  for  a “lame  duck”  session.  On 
September  23,  the  Senate  Appropriations  Committee 
adopted  an  amendment,  offered  by  Senator  McClure, 
which  would  have  prohibited  FTC  from  using  the  funds 
appropriated  in  the  continuing  appropriations  resolu- 
tion to  regulate  the  professions.  He  later  withdrew  his 
amendment  to  allow  the  resolution  to  pass  prior  to  the 
Congressional  election  recess  in  exchange  for  an  agree- 
ment that  FTC  jurisdiction  over  the  professions  would 
be  addressed  in  the  lame  duck  session. 

Senate  action  during  the  lame  duck  session  consisted 
of  passage  of  another  continuing  appropriations  resolu- 
tion. During  consideration  of  this  resolution  by  the 
Senate  Appropriations  Committee,  an  amendment 
offered  by  Senator  Rudman  recognizing  the  FTC’s 
jurisdiction  over  the  professions  was  adopted.  Senator 
McClure  offered  his  amendment  prohibiting  FTC  juris- 
diction of  the  professions  on  the  Senate  floor.  However, 
passage  of  a motion  to  table  the  amendment  prevented 
its  consideration.  In  the  House,  political  considera- 
tions kept  any  FTC  amendments  from  being  attached 
to  the  House-passed  Continuing  Resolution.  The  Rud- 
man language  was  deleted  by  the  Conference  Commit- 
tee, thereby  preventing  specific  authorization  for  the 
FTC  to  regulate  the  professions. 

Health  Planning 

Health  planning  continued  to  be  a controversial 
topic  in  the  97th  Congress.  Even  before  President 
Reagan  took  office,  the  Administration  expressed  its 
desire  to  repeal  the  health  planning  program.  In  the  first 
session  of  the  97  th  Congress,  major  modifications  were 
made  in  the  program.  In  the  second  session,  even  more 
drastic  overhauls  were  close  to  enactment;  but  in  the 
end  until  the  Continuing  Resolution  the  program  con- 
tinued to  limp  along  essentially  unchanged  but  with  less 
funds. 

In  the  first  session  (1981),  Congress  reduced  authori- 
zations for  the  federal  health  planning  program  to  $ 1 02 
million.  Congress  also  raised  the  dollar  thresholds  for 
certificate  of  need  (CON)  review  of  major  medical 
equipment,  new  institutional  health  services,  and  capi- 
tal expenditures.  The  law  was  also  changed  to  permit 
the  Governor  of  a state  to  request  that  the  Secretary 
eliminate  the  designation  and  funding  of  health  sys- 
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CARE  FOR  YOUR 

COUNTRY. 

As  an  Army  Reserve  physician,  you  can  serve 
your  country  and  community  with  just  a small  invest- 
ment of  your  nme  You  will  broaden  your  professional 
experience  by  working  on  r- 
interesting  medical  projects 
in  your  community  Army 
Reserve  service  is  flexible,  so  it 
won  t interfere  with  your  practice 
You'll  work  and  consult  with  top 
physicians  dunng  monthly  Reserve 
meenngs  You'll  also  attend  funded 
continuing  medical  educanon  pro- 
grams You  will  all  share  the  bond  of  1 
being  civic-minded  physicians  who  are  also  commis- 
sioned officers  One  important  benefit  of  being  an  officer 
is  the  non-contnbutory  retirement  annuity  you  will  get 
when  you  retire  from  the  Army  Reserve  To  find  out 
more,  simply  call  the  number  below 

AMY  RESERVE. 
BE  ALL  YOU  CAN 

CALL  COLLECT 

(203)  525-2616 

or  return  coupon  to: 


AMEDD  Personnel  Procurement 
FOB.  Suite  532 
450  Main  Street 
Hartford,  CT  06103 

Name:  


Specialty: 


Address: 


Business  Phone: 


Home  Phone 
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BRIEF  SUMMARY 

PROCARDIA  ■ (nifedipine)  CAPSULES  For  Oral  Use 

INDICATIONS  AND  USAGE:  I.  Vasospastic  Angina:  PROCARDIA  (nifedipine)  is  indicated  tor  the 
management  of  vasospastic  angina  confirmed  by  any  of  the  following  criteria  1)  classical  pattern 
of  angina  at  rest  accompanied  by  ST  segment  elevation,  2)  angina  or  coronary  artery  spasm  pro- 
voked by  ergonovine,  or  3)  angiographically  demonstrated  coronary  artery  spasm . In  those  patients 
who  have  had  angiography,  the  presence  of  significant  fixed  obstructive  disease  is  not  incompatible 
with  the  diagnosis  of  vasospastic  angina,  provided  that  the  above  criteria  are  satisfied  PROCARDIA 
may  also  be  used  where  the  clinical  presentation  suggests  a possible  vasospastic  component  but 
where  vasospasm  has  not  been  confirmed,  e g , where  pain  has  a variable  threshold  on  exertion  or 
in  unstable  angina  where  electrocardiographic  findings  are  compatible  with  intermittent  vaso- 
spasm , or  when  angina  is  refractory  to  nitrates  and/or  adequate  doses  of  beta  blockers. 

II.  Chronic  Stable  Angina  (Classical  Eflorl-Associaled'Angina):  PROCARDIA  is  indicated  tor 
the  management  of  chronic  stable  angina  (etlort-associated  angina)  without  evidence  ot  vasospasm 
in  patients  who  remain  symptomatic  despite  adequate  doses  ot  beta  blockers  and/or  organic  nitrates 
or  who  cannot  tolerate  those  agents 

In  chronic  stable  angina  (etlort-associated  angina)  PROGARDIA  has  been  effective  in  controlled 
trials  of  up  to  eight  weeks  duration  in  reducing  angina  frequency  and  increasing  exercise  tolerance, 
but  confirmation  of  sustained  effectiveness  and  evaluation  ot  long-term  safety  in  those  patients  are 
incomplete 

Controlled  studies  in  small  numbers  of  patients  suggest  concomitant  use  of  PROCARDIA  and 
beta  blocking  agents  may  be  beneficial  in  patients  with  chronic  stable  angina,  but  available  infor- 
mation is  not  sufficient  to  predict  with  confidence  the  effects  ot  concurrent  treatment,  especially  in 
patients  with  compromised  left  ventricular  function  or  cardiac  conduction  abnormalities  When  in- 
troducing such  concomitant  therapy,  care  must  be  taken  to  monitor  blood  pressure  closely  since 
severe  hypotension  can  occur  from  the  combined  effects  ot  the  drugs  (See  Warnings ) 
CONTRAINDICATIONS:  Known  hypersensitivity  reaction  to  PROCARDIA 
WARNINGS:  Excessive  Hypotension:  Although  in  most  patients,  the  hypotensive  effect  ot 
PROCARDIA  is  modest  and  well  tolerated,  occasional  patients  have  had  excessive  and  poorly  tol- 
erated hypotension  These  responses  have  usually  occurred  during  initial  titration  or  at  the  time  of 
subsequent  upward  dosage  adjustment,  and  may  be  more  likely  in  patients  on  concomitant  beta 
blockers 

Severe  hypotension  and/or  increased  fluid  volume  requirements  have  been  reported  in  patients 
receiving  PROCARDIA  together  with  a beta  blocking  agent  who  underwent  coronary  artery  bypass 
surgery  using  high  dose  lentanyl  anesthesia  The  interaction  with  high  dose  tentanyl  appears  to  be 
due  to  the  combination  of  PROCARDIA  and  a beta  blocker,  but  the  possibility  that  it  may  occur  with 
PROCARDIA  alone,  with  low  doses  ot  tentanyl,  in  other  surgical  procedures,  or  with  other  narcotic 
analgesics  cannot  be  ruled  out  In  PROCARDIA  treated  patients  where  surgery  using  high  dose 
tentanyl  anesthesia  is  contemplated,  the  physician  should  be  aware  ot  these  potential  problems  and , 
it  the  patient's  condition  permits,  sufficient  time  (at  least  36  hours)  should  be  allowed  for 
PROCARDIA  to  be  washed  out  ot  the  body  prior  to  surgery 

Increased  Angina:  Occasional  patients  have  developed  well  documented  increased  frequency,  du- 
ration or  severity  ot  angina  on  starting  PROCARDIA  or  at  the  time  of  dosage  increases  The  mech- 
anism ot  this  response  is  not  established  hut  could  result  from  decreased  coronary  petiusion 
associated  with  decreased  diastolic  pressure  with  increased  heart  rate,  or  from  increased  demand 
resulting  from  increased  heart  rate  alone 

Beta  Blocker  Withdrawal:  Patients  recently  withdrawn  from  beta  blockers  may  develop  a with- 
drawal syndrome  with  increased  angina,  probably  related  to  increased  sensitivity  to  catechol- 
amines Initiation  ot  PROCARDIA  treatment  will  not  prevent  this  occurrence  and  might  be  expected 
to  exacerbate  it  by  provoking  retlex  catecholamine  release  There  have  been  occasional  reports  of 
increased  angina  in  a setting  ot  beta  blocker  withdrawal  and  PROCARDIA  initiation  It  is  important 
to  taper  beta  blockers  if  possible,  rather  than  stopping  them  abruptly  before  beginning 
PROCARDIA 

Congestive  Heart  Failure:  Rarely,  patients,  usually  receiving  a beta  blocker,  have  developed  heart 
failure  after  beginning  PROCARDIA  Patients  with  tight  aortic  stenosis  may  be  at  greater  risk  for 
such  an  event 

PRECAUTIONS:  General:  Hypotension:  Because  PROCARDIA  decreases  peripheral  vascular 
resistance,  caretul  monitoring  ot  blood  pressure  during  the  initial  administration  and  titration 
ot  PROCARDIA  is  suggested  Close  observation  is  especially  recommended  tor  patients  already 
taking  medications  that  are  known  to  lower  blood  pressure  (See  Warnings  ) 

Peripheral  edema:  Mild  to  moderate  peripheral  edema,  typically  associated  with  arterial  vaso- 
dilation and  not  due  to  left  ventricular  dysfunction,  occurs  in  about  one  in  ten  patients  treated  with 
PROCARDIA  This  edema  occurs  primarily  in  the  lower  extremities  and  usually  responds  to  diuretic 
therapy  With  patients  whose  angina  is  complicated  by  congestive  heart  failure,  care  should  be  taken 
to  differentiate  this  peripheral  edema  from  the  effects  ol  increasing  left  ventricular  dysfunction 

Drug  interactions:  Beta-adrenergic  blocking  agents  (See  Indications  and  Warnings. ) Experience 
in  over  1400  patients  in  a non-comparative  clinical  trial  has  shown  that  concomitant  administration 
ot  PROCARDIA  and  beta-blocking  agents  is  usually  well  tolerated,  but  there  have  been  occasional 
literature  reports  suggesting  that  the  combination  may  increase  the  likelihood  ot  congestive  heart 
failure,  severe  hypotension  or  exacerbation  of  angina 

Long-acting  nitrates:  PROCARDIA  may  be  safely  co-admimstered  with  nitrates,  but  there  have 
been  no  controlled  studies  to  evaluate  the  antiangmal  effectiveness  ot  this  combination 

Digitalis  Administration  of  PROCARDIA  with  digoxm  increased  digoxm  levels  in  nine  ot  twelve 
normal  volunteers  The  average  increase  was  45%  Another  investigator  found  no  increase  in  di- 
goxin  levels  in  thirteen  patients  with  coronary  artery  disease  In  an  uncontrolled  study  of  over  two 
hundred  patients  with  congestive  heart  failure  during  which  digoxin  blood  levels  were  not  meas- 
ured, digitalis  toxicity  was  not  observed  Since  there  have  been  isolated  reports  ot  patients  with 
elevated  digoxin  levels,  it  is  recommended  that  digoxin  levels  be  monitored  when  initiating,  adjust- 
ing, and  discontinuing  PROCARDIA  to  avoid  possible  over-  or  under-digitalization 

Carcinogenesis,  mutagenesis,  impairment  ot  fertility  When  given  to  rats  prior  to  mating,  nife- 
dipine caused  reduced  fertility  at  a dose  approximately  30  times  the  maximum  recommended  hu- 
man dose 

Pregnancy  Category  C Please  see  full  prescribing  information  with  reference  to  teratogenicity  in 
rats,  embryotoxicity  in  rats,  mice  and  rabbits,  and  abnormalities  in  monkeys 
ADVERSE  REACTIONS:  The  most  common  adverse  events  include  dizziness  or  light-headedness, 
peripheral  edema,  nausea,  weakness,  headache  and  hushing  each  occurring  in  about  10%  of  pa- 
tients. transient  hypotension  in  about  5%,  palpitation  in  about  2%  and  syncope  in  about  0.5%. 
Syncopal  episodes  did  not  recur  with  reduction  in  the  dose  ol  PROCARDIA  or  concomitant  antian- 
ginal  medication  Additionally,  the  following  have  been  reported  muscle  cramps,  nervousness, 
dyspnea,  nasal  and  chest  congestion,  diarrhea,  constipation,  inflammation,  joint  stiffness,  shaki- 
ness, sleep  disturbances,  blurred  vision,  difficulties  in  balance,  dermatitis,  pruritus,  urticaria,  fe- 
ver, sweating,  chills,  and  sexual  difficulties.  Very  rarely,  introduction  of  PROCARDIA  therapy  was 
associated  with  an  increase  in  anginal  pain,  possibly  due  to  associated  hypotension 

In  addition , more  serious  adverse  events  were  observed , not  readily  distinguishable  from  the  nat- 
ural history  ot  the  disease  in  these  patients  It  remains  possible,  however,  that  some  or  many  ot 
these  events  were  drug  related  Myocardial  infarction  occurred  in  about  4%  ot  patients  and  conges- 
tive heart  failure  or  pulmonary  edema  in  about  2%  Ventricular  arrhythmias  or  conduction  disturb- 
ances each  occurred  in  fewer  than  0 5%  ol  patients 

Laboratory  Tests:  Rare,  mild  to  moderate,  transient  elevations  of  enzymes  such  as  alkaline  phos- 
phatase, CPK,  LDH,  SGOT,  and  SGPT  have  been  noted,  and  a single  incident  of  significantly  ele- 
vated transaminases  and  alkaline  phosphatase  was  seen  in  a patient  with  a history  of  gall  bladder 
disease  after  about  eleven  months  of  nifedipine  therapy  The  relationship  to  PROCARDIA  therapy  is 
uncertain  These  laboratory  abnormalities  have  rarely  been  associated  with  clinical  symptoms. 
Cholestasis,  possibly  due  to  PROCARDIA  therapy,  has  been  reported  twice  in  the  extensive  world 
literature 

HOW  SUPPLIED:  Each  orange,  soft  gelatin  PROCARDIA  CAPSULE  contains  10  mg  ot  nifedipine 
PROCARDIA  CAPSULES  are  supplied  in  bottles  ot  100  (NDC  0069-2600-66),  300  (NDC  0069 
2600-72),  and  unit  dose  (10x10)  (NDC  0069-2600-41).  The  capsules  should  be  protected  tram 
light  and  moisture  and  stored  at  controlled  room  temperature  59°  to  77°F  (15°  to  25°C)  in  the  man- 
ufacturer’s original  container 

More  detailed  professional  information  available  on  request  © 1982 , Pfizer  Inc. 

LABORATORIES  DIVISION 

PFIZER  INC 


terns  agencies  (HSAs)  located  within  that  state.  The 
designated  state  agency  would  then  assume  HSA  func- 
tions and  funding.  At  least  1 1 states  have  now  applied 
for  single  agency  status. 

In  1982,  various  bills  were  considered  ranging  from 
those  that  would  repeal  the  Act  outright  to  those  that 
would  make  only  minor  modifications.  The  House 
passed  on  September  24  the  Health  Planning  Block 
Grant  Act  of  1982  (HR  6173),  which  would  have  re- 
pealed the  planning  law  and  established  a health  plan- 
ning block  grant  program  providing  for  voluntary  parti- 
cipation on  the  part  of  the  states.  Certificate  of  need 
(CON)  thresholds  would  have  been  raised  further, 
physicians  offices  would  have  been  excluded  from 
coverage,  and  “regional  agencies”  (i.e.,  HSAs)  would 
have  been  prohibited  from  involvement  in  CON  ac- 
tivities. This  bill  failed  to  pass  the  Senate. 

In  April  1982  the  Senate  Labor  and  Human  Re- 
sources Committee  rejected,  on  a surprise  8-8  vote,  a 
proposal  by  Senator  Lowell  Weicker  (R-CT)  to  con- 
tinue the  health  planning  program  for  three  years.  In- 
stead, the  Committee  approved  and  reported  a propo- 
sal by  Senator  Orrin  Hatch  (R-UT)  that  would  have 
removed  sanctions  for  state  non-compliance  with  the 
federal  planning  program.  The  Committee  did  not 
authorize  any  future  funding  for  the  planning  program, 
however.  In  July,  Senators  Dan  Quayle  (R-IN),  Orrin 
Hatch  (R-UT),  and  Paula  Hawkins  (R-FL)  introduced 
S.  2720,  the  Health  Planning  Deregulation  Act  of 
1982.  This  bill  would  have  repealed  the  existing  federal 
health  planning  law,  established  a new  program  for  one 
year  with  a $20  million  authorization,  permitted  the 
funds  to  be  used  only  for  health  planning  and  non-regu- 
latory  competition  experiments,  permitted  local  plan- 
ning agencies  only  at  a state’s  option,  limit  all  federally 
supported  planning  to  only  non-regulatory  planning 
and  data  collection  activities,  and  would  have  expressly 
prohibited  use  of  federal  funds  for  regulatory  activities 
including  Certificate  of  Need. 

A later  attempt  in  the  Lame  Duck  session  to  pass  a 
series  of  health  planning  amendments,  in  particular  a 
removal  of  sanctions  against  non-compliance  and  a 
raising  of  thresholds,  passed  the  House  on  December 
16  but  failed  to  pass  the  Senate.  The  Continuing  Reso- 
lution for  FY  1983  provides  $64,432,000  for  the 
health  planning  program.  This  is  the  same  level  of  fund- 
ing that  was  provided  for  FY  1982.  The  continuing 
resolution  contained  a one-year  ban  on  enforcement  of 
sanctions  against  states  that  fail  to  comply  with  the 
health  planning  law.  No  other  major  changes  in  plan- 
ning were  enacted. 

Budget  and  Appropriations 

Perhaps  the  most  significant  development  in  the  97th 
Congress,  particularly  with  respect  to  federal  health 
programs,  was  the  use  of  omnibus  budget  reconcilia- 
tion bills  to  enact  substantive  program  changes.  Both  in 
1981  and  1982  major  changes  affecting  the  entire 
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range  of  federal  health  programs  were  incorporated 
with  other  federal  program  changes  into  one  omnibus 
bill.  In  1981  it  was  PL  97-35,  the  Omnibus  Budget 
Reconciliation  Act.  In  1982  the  big  law  was  PL  97- 
248,  the  Tax  Equity  and  Fiscal  Responsibility  Act  of 
1982  (TEFRA).  In  previous  Congresses,  health  pro- 
grams had  been  reauthorized  and  modified  by  separate 
bills  for  each  program  and  after  a process  of  hearings 
and  floor  consideration.  Each  program  was,  therefore, 
judged  on  its  own  merits.  The  new  use  of  gigantic  bud- 
get bills  often  results  in  substantive  program  changes 
being  made  without  any  public  hearings,  with  little 
floor  debate,  and  consequently  less  public  input  and 
discussion  of  the  issues  involved.  The  entire  package 
may  be  taken  on  a single  vote. 

While  budget  bills  were  used  to  accomplish  more 
than  in  the  past,  the  appropriations  process  itself  con- 
tinued to  regularly  break  down  over  the  last  two  years. 
In  both  fiscal  year  1 982  and  FY  1 983,  Congress  had  to 
resort  to  the  use  of  continuing  appropriations  resolu- 
tions to  fund  most  of  the  federal  government  due  to  its 
inability  to  pass  all  the  necessary  agency  appropria- 
tions bills.  In  fact,  at  one  point  the  government  actu- 
ally began  shutting  down  because  of  a presidential  veto 
of  one  continuing  authorization  resolution. 

In  an  effort  to  control  mounting  federal  deficits,  a 
constitutional  amendment  to  require  a balanced  federal 
budget  was  considered  by  Congress.  The  measure 
passed  the  Senate,  but  was  defeated  in  the  House.  Also 
introduced  in  Congress  were  various  budget  process  re- 
form proposals,  some  of  which  would  provide  for  ap- 
propriating on  a biennial  basis  rather  than  annually. 

Tax  Legislation 

In  August  1982  Congress  approved  TEFRA — the 
Tax  Equity  and  Fiscal  Responsibility  Act  of  1982 
(P.L.  97-248).  Apart  from  containing  major  changes  in 
the  Medicare  and  Medicaid  programs  which  are  dis- 
cussed elsewhere  in  this  issue  of  LR,  the  bill  made  a 
number  of  significant  changes  in  tax  law  with  a number 
of  provisions  affecting  the  medical  profession  or  health 
care  generally. 

In  the  area  of  pension  plans,  Congress  enacted  new 
rules  which  limit  contributions  and  benefits  to  plans, 
limit  loans  from  retirement  plans,  establish  special 
rules  for  “top-heavy”  plans,  place  a ceiling  on  estate 
tax  exclusions  for  annuities  paid  from  pensions,  and 
make  changes  in  Keogh  Plan  limits  and  corporate  plan 
limits  that  go  far  towards  eliminating  pension  advan- 
tages formerly  gained  by  incorporating  a professional 
practice.  For  further  details  on  pension  changes,  see 
the  LR  Special  Edition  of  August  24,  1982. 

Congress  also  changed  the  medical  expense  deduc- 
tions by  allowing  an  itemized  deduction  only  for  medi- 
cal costs  exceeding  5%  of  a taxpayer’s  adjusted  gross 
income,  compared  with  the  current  3%.  Taxpayers’ 
ability  to  deduct  prescription  drug  costs  greater  than 
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1%  of  adjusted  gross  income  will  be  eliminated  after 
1983.  In  addition  the  special  deduction  for  half  of 
health  insurance  premiums  up  to  $150  was  repealed. 

Congress  also  considered  legislation  to  set  up  “safe 
harbor"  definitions  of  an  “independent  contractor”  for 
purposes  of  the  tax  law.  Various  proposals  introduced 
caused  concern  to  the  medical  profession  due  to  the 
possibility  that  hospital-based  and  hospital-associated 
physicians  might  be  considered  as  employees  of  the 
hospital  under  the  legislative  definitions  developed.  In 
TEFRA,  Congress  did  not  adopt  these  proposals  but 
instead  continued  indefinitely  the  current  moratorium 
against  IRS  actions  which,  in  effect,  requires  the  IRS  to 
accept  a person’s  characterization  of  himself  as  an 
independent  contractor  unless  there  is  no  reasonable 
basis  for  the  assertion. 

Competition 

Three  “competition”  bills  were  introduced  early  in 
the  first  session  of  the  97th  Congress:  S.  139  intro- 
duced by  Senator  Hatch  ( R-UT).  S.  433  introduced  by 
Senator  Durenberger  (R-MN),  and  HR  850  introduced 
by  Representative  Gephardt  (D-MO).  All  were  based 
on  the  premise  that  health  care  costs  could  be  controlled 
by  stimulating  increased  competition  among  providers. 
Provisions  included  in  the  bills  would  have  required 
employers  to  offer  a choice  of  health  insurance  plans, 
one  of  which  would  be  a low-cost  plan;  permitted 
employees  to  obtain  a rebate  for  choosing  a low-cost 
option;  and  limited  the  tax  deductibility  of  employer- 
paid  health  insurance  premiums.  Apart  from  a general 
subject  matter  hearing  in  October  of  1981,  no  action 
was  taken  on  any  of  these  bills. 

Throughout  the  97th  Congress,  the  nation  expected 
a promised  initiative  from  the  Reagan  Administration 
that  would  use  the  competition  model  to  restructure 
health  care  market  incentives  to  control  costs.  Two  Ad- 
ministration task  forces  developed  recommendations 
during  1981,  but  no  legislative  proposal  was  ever  put 
forward.  It  is  now  reported  that  the  Administration 
may  introduce  elements  of  its  competition  proposal  as 
part  of  the  FY  1984  budget  proposal. 

Among  the  proposals  considered  by  the  Adminis- 
tration was  a Medicare  voucher  program  under  which 
Medicare  beneficiaries  would  have  the  option  of  en- 
rolling in  a qualified  private  health  plan.  During  FY 
1983  budget  deliberations,  the  House  Ways  and 
Means  Committee  approved  a Medicare  voucher  pro- 
gram. However,  this  provision  was  dropped  from  the 
final  budget  legislation. 

In  August  of  1 982,  Representatives  Martin  ( RNC ) 
and  Jones  (D-OK)  introduced  HR  700,  the  Catastro- 
phic Health  Expense  and  Cost  Constraint  Act.  This 
bill  would  have  established  a publicly-funded  catas- 
trophic national  health  insurance  program,  would  have 
provided  that  health  insurance  contributions  by  em- 
ployers above  a fixed  amount  are  taxable  to  the  em- 


ployee, and  would  have  allowed  state  waivers  for  pros- 
pective medicare  reimbursement  systems.  The  bill 
failed  to  advance  during  this  Congress,  but  it  may  be 
introduced  in  the  next  Congress. 

PSRO 

In  April  1 982  the  Health  Subcommittee  of  the  Senate 
Finance  Committee  held  hearings  on  two  bills  to  revise 
the  PSRO  program.  S.  1250,  introduced  by  Senator 
Baucus  (D-MT)  would  consolidate  PSRO’s  and  PSRO 
areas.  S.  2 142,  "The  Peer  Review  Improvement  Act  of 
1982,”  introduced  by  Senator  Durenberger  (R-MN), 
would  repeal  the  PSRO  program  and  replace  it  with  a 
Utilization  and  Quality  Control  Peer  Review  Organi- 
zation (PRO)  program.  The  Senate  Finance  Commit- 
tee attached  the  Durenberger  bill  to  the  T ax  Equity  and 
Fiscal  Responsibility  Act  of  1982  (P.L.  97-248), 
which  was  passed  by  Congress  in  August  1982  and 
signed  by  the  President  on  September  3,  1982. 

Two  of  the  key  changes  in  the  law  concern  consolida- 
tion of  review  areas  and  the  composition  of  PROs.  The 
new  law  provides  that  generally  each  state  will  be  desig- 
nated as  a geographic  area  for  a PRO.  However,  a local 
or  regional  area  with  at  least  60,000  total  hospital  ad- 
missions annually  may  be  deemed  a PRO  area  by  the 
Secretary  of  Health  and  Human  Services  (HHS).  In 
order  for  an  organization  to  be  designated  as  a PRO,  it 
must  be  composed  of  a substantial  number  of  physi- 
cians practicing  in  the  area  or  must  have  available  to  it 
the  services  of  a sufficient  number  of  physicians  to 
assure  adequate  peer  review.  If  more  than  one  quali- 
fied organization  desires  to  serve  as  a PRO  in  an  area, 
priority  must  be  accorded  to  the  group  representative  of 
practicing  physicians.  The  priority  for  phsyician  groups 
ends  after  the  first  full  year  of  the  program. 

The  Office  of  Management  and  Budget  has  recom- 
mended that  no  funds  be  appropriated  to  implement  the 
PRO  program.  This  action  has  delayed  implementation 
of  the  program  by  HHS  because  Secretary  Schweiker 
is  reluctant  to  publish  a Notice  of  Proposed  Rulemak- 
ing if  the  program  will  not  be  funded. 

Block  Grants 

One  of  the  more  significant  actions  taken  by  the  97th 
Congress  was  the  transfer  of  a number  of  categorical 
grant  programs  into  block  grants  to  the  states.  The 
block  grant  approach  was  a major  initiative  of  the 
Reagan  Administration.  In  the  health  area,  four  block 
grants  were  created  covering  preventive  health,  mater- 
nal and  child  health,  mental  health  and  alcohol  and 
drug  abuse,  and  primary  care.  These  four  block  grants 
replaced  21  categorical  health  programs  and  were 
funded  at  a level  25%  below  that  of  the  categorical  pro- 
grams they  replaced.  The  block  grant  legislation  con- 
tained many  special  provisions  requiring  the  states  to 
use  specified  portions  of  their  block  grant  allotments  for 
particular  earmarked  purposes.  Several  grant  programs 
in  the  health  area  remained  outside  the  block  grants  and 
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were  reauthorized  as  separate,  categorical  programs. 

In  1982  the  Reagan  Administration  proposed  re- 
fining the  block  grants  by  adding  the  nutrition  program 
for  women,  infants  and  children  administered  by  the 
Department  of  Agriculture  to  the  maternal  and  child 
health  block  grant  and  by  expanding  the  primary  care 
block  grant  to  include  categorical  programs  for  black 
lung  clinics,  migrant  health,  and  family  planning. 
These  initiatives  were  not  acted  on  by  Congress. 
Changes  in  block  grants  in  the  98th  Congress  could  be 
considered  as  a part  of  the  broader  changes  envisioned  in 
the  President’s  revised  “New  Federalism”  proposals 
expected  to  be  unveiled  next  year. 

Abortion 

Although  several  legislative  proposals  relating  to 
abortion  were  introduced  in  Congress,  none  were  voted 
on  in  either  House.  The  proposed  legislation  can  be 
grouped  into  three  types — 1)  constitutional  amend- 
ments, 2)  limitations  on  use  of  funds  and  3)  legislation 
defining  a fetus  as  a person.  One  bill  was  reported  by 
the  Senate  Judiciary  Committee  which  would  have 
proposed  an  amendment  to  the  Constitution  to  allow 
both  the  federal  and  state  governments  to  regulate  and 
prohibit  abortions.  Three  others  reached  the  floor  with- 
out being  reported  by  a Committee.  These  bills  generally 
would  have  defined  a fetus  as  a “person”  for  purposes 
of  constitutional  protections.  The  abortion  issue  was  fi- 
nally debated  by  the  Senate  when  Senator  Helms  (R- 
NC)  introduced  an  amendment  to  the  debt-ceiling  bill. 
The  Helms  amendment  would  have  made  permanent 
the  current  federal  funding  limitations  on  abortions.  In 
addition,  use  of  federal  funds  for  training  in  abortion 
techniques  or  research  involving  aborted  fetuses  would 
have  been  prohibited.  After  several  days  of  filibustering 
and  the  defeat  of  three  motions  to  end  the  filibuster,  the 
Senate  delayed  consideration  of  abortion  legislation 
until  next  year. 

Food  and  Drug  Legislation 

Orphan  Drug:  Legislation  has  been  enacted  to  en- 
courage the  development  of  drugs  for  rare  diseases  or 
conditions  by  allowing  for  5 years  (beginning  January  1 , 
1983)  a tax  credit  equal  to  50%  of  the  clinical  testing 
costs  incurred  in  developing  the  drug.  The  bill  also 
permits  a deduction  for  the  other  50%  of  clinical  testing 
expenses  and  authorizes  the  expenditure  of  $4  million 
in  each  of  the  next  three  years  for  grants  and  contracts 
with  sponsors  and  manufacturers  to  defray  the  costs  of 
clinical  testing  incurred  in  orphan  drug  development. 

Sodium  Labeling:  Two  sodium  labeling  bills  were 
introduced  in  the  House  in  1981.  One  would  have  re- 
quired food  products  containing  sodium  to  list  sodium 
content  and  the  other  would  have  created  a voluntary 
sodium  labeling  program.  The  bills  were  referred  to  the 
Subcommittee  on  Health  and  Environment  of  the  House 
Committee  on  Energy  and  Commerce.  However,  both 
were  withdrawn  from  the  Subcommittee’s  calendar  one 


year  ago. 

Patent  Extension:  Legislation  which  would  have 
extended  the  period  of  exclusive  marketing  for  drugs  to 
compensate  for  the  time  needed  to  meet  regulatory  re- 
quirements passed  the  House  but  not  the  Senate.  Con- 
troversy surrounded  the  impact  that  an  increased  patent 
term  would  have  on  costs  and  on  the  generic  drug  indus- 
try. Proponents  argued  for  the  increased  protection  so 
that  companies  would  be  willing  to  invest  large  amounts 
of  money  for  the  research  necessary  to  obtain  govern- 
ment approval  to  market  a drug. 

National  Institutes  of  Health 

In  September  1982  the  House  passed  a three  year 
authorization  of  the  National  Cancer  Institute  and  the 
National  Heart,  Lung,  and  Blood  Institute  (HR  6457). 
A similar  proposal  was  cleared  by  committee  in  the 
Senate  but  failed  passage. 

Both  the  House  and  Senate  bills  would  have  author- 
ized a new  National  Institute  on  Arthritis  and  Musculo- 
skeletal Diseases.  Attached  to  the  House-passed  meas- 
ure was  a controversial  provision  authored  by  Rep. 
William  Dannemeyer  (R-CA)  that  would  have  prohi- 
bited NIH  funding  of  research  on  a live  fetus  unless  the 
research  would  directly  benefit  the  fetus.  It  was  the 
Dannemeyer  amendment  which  effectively  killed  pas- 
sage of  the  NIH  legislation.  The  two  institutes  that 
needed  reauthorization,  the  National  Cancer  Institute 
and  the  National  Heart,  Lung  and  Blood  Institute,  will 
continue  operations  under  the  Continuing  Appropri- 
ations Resolution  (P.L.  97-377). 

Manpower 

Congress  considered,  but  did  not  pass,  legislation  to 
limit  guaranteed  student  loans  to  undergraduate  stu- 
dents. It  also  held  hearings  in  1981  on  debt  collection 
programs  relating  to  health  professions  student  loans. 
However,  Congress  did  not  pass  any  legislation  deal- 
ing with  either  issue.  Instead,  the  Public  Health  Service 
published  a proposed  rule  that  would  strengthen  record- 
keeping and  debt  collection  practices  and  establish  per- 
formance standards  against  which  a school's  delin- 
quency rate  could  be  measured. 

Clean  Air  Act 

Despite  President  Reagan's  plea  for  Congress  to 
pass  a Clean  Air  Act  which,  while  protecting  the  en- 
vironment, would  make  it  possible  for  industry  to  re- 
build its  productive  base  and  create  more  jobs,  clean  air 
legislation  was  not  enacted.  His  statement  points  out 
the  two  interests  that  Congress  must  balance — pro- 
tecting the  environment  and  promoting  economic  growth. 
Many,  such  as  Representative  John  Dingell  (D-MI), 
believe  the  costs  of  complying  with  the  current  bill  have 
hurt  the  economy.  C ommittees  in  both  Houses  spent  an 
enormous  amount  of  time  trying  to  draft  legislation  that 
would  balance  these  interests.  The  House  Energy  and 
Commerce  Committee  had  two  comprehensive  bills  to 
work  with  and  it  appeared  likely  that  a bill  would  be 
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reported;  however,  the  provisions  were  too  controver- 
sial and  agreement  could  not  be  reached.  The  Senate 
Public  Works  and  Environment  Committee  progressed 
at  what  appeared  to  be  a very  slow  pace  and  shortly  be- 
fore the  election  recess  reported  a comprehensive  bill 
which  addresses  the  five  major  areas — air  quality  stan- 
dards, auto  emissions,  prevention  of  significant  de- 
terioration, hazardous  pollutants  and  acid  rain. 

Failure  of  Congress  to  enact  a Clean  Air  Act  means 
that  areas  that  failed  to  meet  standards  for  seven  major 
pollutants  by  December  3 1 will  be  subject  to  sanctions 
such  as  construction  bans  and  withholding  of  federal 
funds  for  sewer  and  highway  construction.  Work  on 
new  legislation  to  amend  the  Clean  Air  Act  will  begin 
as  soon  as  the  new  Congress  convenes;  however,  due  to 
the  complexity  of  the  issue  it  is  unlikely  a bill  will  be 
adopted  before  late  summer. 

Regulatory  Reform 

Congress  came  very  close  to  making  major  amend- 
ments to  the  Administrative  Procedure  Act  (APA) 
which  governs  the  rulemaking  activities  of  federal 
government  agencies.  The  Regulatory  Reform  Act,  S. 
1080,  which  would  have  provided  for  the  first  major 
overhaul  of  the  administrative  process  since  the  APA 
was  enacted  in  1 946,  passed  in  March  1 982  the  Senate 
by  a unanimous  vote.  At  the  core  of  S.  1080  was  a re- 
quirement that  agencies  conduct  cost-benefit  analyses 
of  major  rules  that  they  propose.  S.  1080  contained  a 
controversial  legislative  veto  provision  providing  that 
an  agency  rule  would  not  become  effective  if  both 
Houses  of  Congress  by  majority  vote  passed  a resolu- 
tion disapproving  the  rule.  The  bill  also  contained  the 
so-called  “Bumpers  Amendment,”  named  for  its  spon- 
sor Senator  Dale  Bumpers  (D-AR),  which  would  make 
it  easier  to  obtain  a court  decision  invalidating  a regula- 
tion by  removing  the  current  presumption  supports  the 
validity  of  agency  actions. 

The  companion  bill  to  S.  1080  in  the  House,  H.R. 
746,  was  cleared  by  the  House  Judiciary  Committee 
but  died  in  the  House  Rules  Committee.  The  legislative 
veto  was  perhaps  the  most  controversial  item  among 
many  in  the  bill  that  caused  it  to  fail  to  be  taken  up  by 
the  House. 


Regulatory  reform  legislation  will  probably  face 
tougher  going  in  the  98th  Congress  due  to  the  Demo- 
cratic gain  of  26  House  seats  ( regulatory  reform  is  not  a 
top  priority  issue  for  Democrats),  the  retirement  of  re- 
form advocate  Rep.  George  Danielson  (R-CA),  and 
the  appointment  of  Senate  proponent  Paul  Laxalt  (D- 
NV)  to  new  duties  as  chairman  of  the  Republican 
National  Committee. 

Miscellaneous  Health  Legislation 

In  1982  Congress  passed  the  Small  Business  Inno- 
vation Development  Act  (PL  97-219).  This  law  re- 
quires federal  agencies  with  research  and  development 
budgets  exceeding  $100  million  to  award  a portion  of 
research  funds  through  a small  business  innovation 
research  program.  For-profit  firms  with  less  than  500 
employees  generally  will  qualify  as  small  businesses. 
The  House  of  Representatives  twice  rejected  amend- 
ments that  would  have  exempted  research  conducted 
by  the  National  Institutes  of  Health  from  the  small 
business  set-aside  requirement. 

Legislation  (S.  1929  and  HR  5653)  to  require  new, 
more  strongly  worded  health  warning  labels  on  cigar- 
ettes was  introduced  but  failed  to  move  out  of  Commit- 
tee. After  initially  endorsing  the  tougher  labels  at  a 
hearing,  the  Administration  indicated  it  was  recon- 
sidering the  issue. 

Legislation  was  introduced  to  authorize  HHS  to 
conduct  research  into  experiments  that  do  not  require 
use  of  live  animals  and  to  sponsor  research  aimed  at  re- 
ducing the  number  of  live  animals  used  in  research  and 
promoting  methods  to  produce  less  pain  and  distress  in 
animals  than  current  methods.  Three  years  after  enact- 
ment federal  agencies  would  be  prohibited  from  using  a 
“large  number  of  animals”  in  medical  research  unless 
the  research  entity  met  certain  federal  accreditation 
standards  (the  term  large  number  was  defined  in  the  bill 
to  mean  1 00  animals  for  rodent  species,  1 0 animals  for 
non- rodent  species,  and  one  or  more  for  nonhuman  pri- 
mates). The  bill  was  reported  by  the  House  Commit- 
tee on  Science  and  Technology,  but  did  not  reach  the 
floor  of  either  House. 
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Colon  Cancer  Screening  Techniques 


OFFICE  OF  TECHNOLOGY  ASSESSMENT 


The  Congressional  Office  of  Technology  Assess- 
ment ( OTA)  has  released  a case  study  which  examines 
the  techniques  available  to  screen  for  colon  cancer, 
focusing  on  their  development,  evaluation,  use,  and 
cost-effectiveness. 

The  case  study  is  one  of  17  that  comprise  Back- 
ground Paper  #2  to  OTA’s  assessment  of  “The  Impli- 
cations of  Cost-Effectiveness  Analysis  of  Medical 
Technology.”  The  overall  project  was  requested  by  the 
Senate  Committee  on  Labor  and  Human  Resources. 
This  case  study  was  prepared  for  OTA  by  Dr.  David 
M.  Eddy  of  Stanford  University. 

This  year,  approximately  114,000  people  will  be 
diagnosed  as  having  colon  cancer,  and  over  half  of  them 
will  eventually  die  of  the  disease.  The  case  study 
examines  the  three  basic  methods  used  to  detect  colon 
cancer:  1)  the  digital  examination;  2)  the  sigmoid- 
oscope; and  3)  the  Hemoccult  test. 

The  digital  exam  is  a simple  rectal  examination.  The 
sigmoidoscope  is  an  instrument  used  to  examine  the 
entire  last  25  cm  of  the  colon,  where  about  one-half  to 
two-thirds  of  all  cancers  develop.  Although  the  sigmoid- 
oscope permits  direct  visualization,  biopsy,  and  even 
removal  of  a suspicious  lesion,  it  also  involves  patient 
discomfort  and  the  danger  of  bowel  perforation.  The 
Hemoccult  is  a test  for  occult  blood  in  the  stool.  The 
procedure  involves  collecting  a sample  of  stool,  smear- 
ing it  on  a piece  of  filter  paper,  and  adding  a drop  or  two 
of  a chemical  to  produce  the  desired  reaction. 

According  to  the  case  study,  there  is  evidence  that 
both  the  digital  exam  and  the  sigmoidoscope  are 
effective  screening  techniques.  Their  use  has  become 
routine  in  colon  cancer  screening  programs.  However, 
the  Hemoccult  has  been  and  is  still  undergoing  a series 
of  clinical  tests  to  determine  its  effectiveness,  and  to 
date  the  results  are  inconclusive.  At  least  three  organi- 
zations have  concluded  that  mass  screening  with  the 
Hemoccult  cannot  be  recommended  at  this  time. 

The  case  study  outlines  the  factors  that  must  be 
considered  when  conducting  a thorough  cost-effective- 
ness analysis  (CEA)  of  colon  cancer  screening  pro- 
grams. These  factors  include:  1 ) patient  characteristics 
and  differences;  2)  the  history  and  type  of  testing 

This  case  study  has  been  prepared  by  the  Office  of  Technology 
Assessment,  established  by  the  U.S.  Congress  as  a resource  to  its 
members. 


procedure  used;  3)  varying  degrees  of  accuracy  of 
different  testing  methods;  4)  the  necessity  of  separate 
analysis  for  different  origins  of  cancer;  and  5 ) the  order 
and  frequency  of  testing.  These  factors  make  a CEA  of 
screening  programs  especially  difficult  to  perform. 

An  evaluation  of  any  screening  program  is  further 
complicated  by  a lack  of  data  from  formal  randomized 
clinical  trials.  Information  regarding  the  effectiveness 
of  screening  programs  usually  comes  from  uncontrolled 
studies  characterized  by  methodological  weaknesses 
such  as  lead-time  bias  (i.e.,  how  early  the  cancer  is 
detected),  patient  self-selection  bias,  and  length-of- 
study-period  bias. 

The  case  study  points  out  that  the  effectiveness  of  the 
digital  exam  has  been  evidenced  by  its  “time-honored” 
use  and  acceptable  results  at  the  patient/ provider  level. 
Although  the  sigmoidoscope  involves  greater  costs, 
risks,  and  discomfort  than  the  digital  exam,  its  benefits 
are  considered  to  be  greater.  Medical  students  have 
been  taught  to  include  it  in  annual  physical  examina- 
tions of  patients  over  age  40.  On  the  other  hand, 
policies  on  the  Hemoccult  test  are  still  evolving. 

The  Hemoccult  carries  no  risk,  unless  it  generates  a 
false- positive  result  and  the  patient  consequently  under- 
goes further  diagnostic  testing.  The  risks  and  additional 
costs  of  these  otherwise  unnecessary  tests  can  be 
extremely  large. 

According  to  the  case  study,  there  is  some  evidence 
that  screening  with  the  Hemoccult  may  reduce  mortal- 
ity rates.  However,  the  costs  and  risks  associated  with 
the  Hemoccult  have  not  been  documented,  and  its 
effectiveness  is  still  uncertain.  As  a result,  the  National 
Cancer  Institute,  the  American  Cancer  Society  (ACS), 
and  the  International  Symposium  on  Colorectal  Cancer 
(January  1980)  have  all  concluded  that  incorporating 
the  Hemoccult  into  a mass  screening  program  cannot 
be  recommended  at  this  time.  But  both  the  AC  S and  the 
International  Symposium  have  recommended  use  of 
the  Hemoccult  by  private  physicians,  provided  that 
evidence  of  benefits,  costs,  and  risks  is  carefully 
explained. 

The  OTA  case  study,  "Screening  for  Colon  Cancer: 
A Technology  Assessment,”  is  available  at  the  U.S. 
Government  Printing Office(GPO),  Superintendent  of 
Documents,  Washington,  D.C.  20402.  The  GPO 
stock  number  is  052-003-0081 1-4;  the  price  is  $2.25. 
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Why  do  more  than  2,700  Connecticut  physicians 

participate  in  the  Century  Plan? 


They  got  to  the  heart  of  the  matter. 


What  they  discovered  impressed  them.  Like  Blue 
Cross  & Blue  Shield’s  annual  program  for  updating 
the  schedule  of  professional  services.  And  a realistic 
new  charge  formula  to  determine  equitable  allow- 
ances. They  also  liked  the  Blue  Cross  & Blue  Shield 
policy  of  paying  Century  Plan  participating  providers 
directly  for  covered  services. 

Further  examination  revealed  Blue  Cross  & Blue 
Shield  finances  the  health  care  of  almost  1 .6  million 
subscribers  in  Connecticut.  This  becomes  espe- 
cially significant  during  a tight  economy  when  cost- 


conscious subscribers  tend  to  select  participating 
providers. 

Why  do  more  than  2,700  Connecticut  physi 
cians  participate  in  the  Century  Plan?  One  reason  i 
the  prognosis  is  excellent. 

Blue  Cross 
Blue  Shield 

of  Connecticut 

The  Century  Plan  — nothing  covers  better. 


Month  in  Washington 


Health  Planning  Proposals 
Considered  by  Congress 

When  he  took  office,  Ronald  Reagan  vowed  to  kill  the 
health  planning  program  set  up  in  1974.  His  Administra- 
tion has  in  fact  managed  to  prevent  the  program’s 
reauthorization. 

Nevertheless,  the  program  is  still  alive  today  and  once 
again  Congress  is  debating  legislation  to  extend  the  life 
of  the  federal  planning  program.  The  debate  comes  at  a 
time  when: 

• hospitals  are  engaging  in  a building  boom  that 
reportedly  led  to  capital  expenditure  increases  of  80% 
between  1979  and  1982; 

• at  least  10  states  are  implementing  or  considering 
moratoriums  or  limits  on  hospital  building. 

The  planning  program’s  $64.8  million  provided  under 
a continuing  resolution  enacted  by  Congress  to  fund  all 
health  programs  through  September  of  1983  has  enabled 
131  local  health  systems  agencies  (HSAs)  and  all  57 
state  health  planning  and  development  agencies  to  con- 
tinue operations  this  year,  although  many  have  had  to 
greatly  restrict  their  activities.  Another  20  HSAs  have 
survived  without  federal  funding. 

Planning  agencies,  through  the  American  Health  Plan- 
ning Association,  are  arguing  to  congressional  ap- 
propriations committees  that  planning  should  be  funded 
again  in  fiscal  1984  — this  time  at  a $102  million  level. 

Meanwhile,  the  House  Commerce  Committee  voted 
26  to  15  to  continue  the  planning  program  until  October 
1,  1986.  The  measure  is  similar  to  one  adopted 
unanimously  in  the  House  last  December  and  House  ap- 
proval of  the  same  bill  or  some  modification  of  it  is  ex- 
pected again  this  year.  Action  in  the  Senate  is  still  uncer- 
tain following  the  collapse  of  a compromise  between  in- 
terested parties  in  both  bodies. 

Debate  in  the  House  has  revolved  around  the  pro- 
posals of  Rep.  Henry  Waxman  (D-CA),  who  chairs  the 
commerce  Health  Subcommittee,  and  Rep.  Edward 
Madigan  (R-IL),  its  ranking  minority  member.  Both 
would  have  loosened  the  requirements  in  the  current 
planning  law  and,  ironically,  both  were  based  on  pro- 
posals approved  by  overwhelming  majorities  in  the 
House  last  year,  though  neither  was  acted  on  in  the 
Senate. 

Last  September,  the  House,  acting  on  a compromise 
drafted  by  Madigan  and  Waxman,  voted  302 -to- 14  to 
repeal  the  current  planning  program  and  replace  it  with 
a block  grant  that  was  funded  for  two  years  but  could 
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have  continued  for  a third  year  if  Congress  so  opted.  To 
receive  federal  funding,  states  would  have  had  to  agree 
to  require  institutions  to  seek  certificates-of-need 
(CONs)  for  capital  expenditures  of  $5  million  or  more 
and  for  institutional  services  of  $1  million  or  more. 
CON  requirements  would  not  have  applied  to  equipment 
in  physicians’  offices. 

After  the  Senate  failed  to  adopt  that  proposal  and  after 
the  Democratic  gain  of  25  seats  in  last  fall’s  elections 
strengthened  Waxman’s  hand,  another  compromise  was 
put  together  in  the  lame  duck  Congress.  That  proposal, 
which  had  been  agreed  to  by  Waxman  and  Madigan  and 
the  major  Senate  players  in  the  debate,  would  have  ex- 
tended the  Health  Planning  Act  until  March  31,  1985, 
and  set  the  CON  thresholds  at  $1  million  for  capital  ex- 
penditures and  $500,000  for  institutional  health 
services. 

Once  again  the  House  acted  on  the  measure,  passing 
it  on  a unanimous  vote.  Once  again  the  Senate  stalled, 
this  time  at  the  insistence  of  the  then-HHS  Secretary 
Richard  Schweiker  whose  interference  reportedly 
angered  some  influential  Senate  Republicans  including 
Labor  and  Human  Resources  Committee  Chairman  Or- 
rin  Hatch  of  Utah  who  felt  the  compromise  was 
preferable  to  the  continuing  resolution  because  the  com- 
promise contained  higher  CON  levels  than  does  the  cur- 
rent law  and  because  it  contained  a specific  repeal  date. 

As  the  discussions  spilled  over  into  the  new  98th  Con- 
gress, there  at  first  appeared  to  be  support  for  a com- 
promise similar  to  the  December  agreement.  Talks 
broke  down,  however,  when  Waxman  began  to  suggest 
that  the  health  planning  program  should  be  assured  for 
a little  longer  in  order  to  coordinate  it  with  the  recently- 
enacted  Medicare  reimbursement  changes. 

Those  changes  will  move  hospitals  to  a diagnosis- 
related-groups  (DRGs)  payment  scheme  beginning  in 
October  of  1983  but  capital  costs  will  be  passed  through 
until  October  1,  1986.  After  that,  hospital  capital  costs 
will  be  included  in  the  new  DRG  rates  and  states  will  be 
required  through  Medicare’s  Section  1122  process  to 
review  the  need  for  these  expenditures. 

Waxman  wanted  to  delay  repeal  from  the  December 
agreement’s  March  1985  date  to  the  October  1986  date 
when  capital  costs  are  to  fall  under  DRGs.  But  Senate 
Republicans  reportedly  would  not  buy  that  and  negotia- 
tions broke  down  entirely. 

On  May  9,  Waxman  introduced  his  measure  which 
resembled  the  December  compromise  in  all  respects  ex- 
cept that  it  keeps  planning  intact  until  October  1986.  On 
the  same  day,  Madigan  and  Rep.  James  Broyhill  (R- 
NC),  co-sponsored  with  Rep.  Richard  Shelby  (D-AL)  a 
bill  that  is  nearly  identical  to  the  September  approach. 
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In  Waxman’s  subcommittee,  there  was  some  good- 
natured  debate  about  the  relative  merits  of  the  two  bills, 
both  of  which  had  at  one  time  or  another  been  supported 
by  all  the  sponsors  of  the  new  bills.  Discussion  was 
minimal,  however,  and  the  subcommittee  approved 
Waxman’s  proposal  on  an  11  to  7 vote. 

One  week  later  Waxman’s  proposal  was  endorsed  by 
the  full  Commerce  Committee  by  a 26  to  15  margin. 
There  are  indications  that  Madigan  and  Shelby  may  try 
to  construct  another  alternative  to  offer  when  the 
measure  goes  to  the  House  floor.  That  <eould  happen 
before  the  July  4 congressional  recess. 

**** 

Congress  Acts  Swiftly  on  Health  Insurance 
for  the  Unemployed 

Proposals  to  aid  1 1 million  Americans  who  lost  their 
health  insurance  when  they  or  a family  member  lost  their 
jobs  passed  a major  congressional  mile  post  in  late  May 
as  the  House  Commerce  Committee  endorsed  a plan  that 
will  cost  about  $2.6  billion  in  1984. 

Despite  the  objections  of  the  Reagan  Administration 
and  the  nation’s  governors,  the  Commerce  Committee 
approved  the  measure  by  a convincing  34  to  8 vote. 
Crafted  by  Rep.  Henry  Waxman  (D-CA)  and  Rep.  Ed- 
ward Madigan  (R-IL),  the  plan  is  a compromise  that 
would  terminate  after  three  years.  It  would  base  federal 
funding  on  the  level  of  unemployment  in  the  state.  It 
would  require  employers  to  provide  laid-off  workers 
health  coverage  for  90  days  and  to  permit  open  enroll- 
ment of  workers  or  dependents  previously  covered 
under  a laid-off  spouse’s  plan. 

States  would  be  required  to  cover  at  least  nine  days  of 
hospital  care  and  ten  physician  visits  and  to  charge  the 
worker  a premium  of  at  least  2 % of  his  unemployment 
benefits.  The  state  could  employ  a variety  of  ad- 
ministrative mechanisms,  including  Medicaid,  insurers 
or  providers. 

The  bill  originally  would  have  denied  federal  funds  to 
states  with  less  than  6%  unemployment.  To  accom- 
modate members  of  states  where  overall  unemployment 
is  low  but  pockets  of  high  unemployment  exist,  Waxman 
and  Madigan  modified  the  proposal  to  provide  federal 
matching  funds  for  programs  directed  to  the  areas  with 
high  unemployment  within  states  with  less  than  6% 
unemployment. 

The  other  principle  change  made  in  the  measure  came 
after  a heated  debate  and  a cliff-hanging  21  to  18  vote. 
It  prohibits  funds  in  the  bill  from  being  used  for  abor- 
tions except  when  the  life  of  the  mother  is  in  danger. 

The  major  threat  to  approval  of  the  Waxman-Madigan 
compromise  came  from  Rep.  Thomas  Tauke  (R-IO), 
who  offered  a substitute  that  reportedly  had  White 
House  input.  It  would  have  included  requirements  for 
employers  similar  to  those  in  the  subcommittee  bill  but 


would  have  provided  funds  to  all  states  under  a block 
grant  approach.  Matching  funds  would  not  have  been  re- 
quired of  states. 

Tauke  and  Broyhill  produced  letters  of  support  from 
the  National  Governors  Association  and  drew  a caustic 
reply  from  Madigan  who  pointed  to  the  “inconsistency  of 
the  governors’  railing  against  the  size  of  the  federal 
deficit”  last  month  and  now  rushing  to  embrace  aid  to  the 
unemployed  “as  long  as  it’s  federally-funded.” 

Despite  the  governors’  support,  the  Tauke  measure 
failed  by  27  to  15.  Following  the  defeat,  about  half  of 
its  15  supporters  turned  to  the  Waxman-Madigan  pro- 
posal which  was  endorsed  34  to  8. 

Waxman  and  Madigan  say  the  size  of  the  final  vote  is 
an  indication  that  should  it  gain  final  congressional  ap- 
proval, President  Reagan  will  have  no  choice  but  to  sign 
their  bill.  At  the  same  time,  they  concede  that  the  bill’s 
eventual  enactment  by  the  House  is  anything  but  certain 
and  Senate  agreement  is  even  less  likely. 

Even  the  House’s  timetable  for  further  deliberation  on 
the  issue  is  still  in  doubt  as  the  concerned  parties  wait 
for  a signal  from  the  House  leadership  on  how  to 
proceed. 

Still  to  be  resolved,  for  instance,  are  the  questions  of 
whether  the  bill  will  be  referred  to  the  House  Ways  and 
Means  Committee  where  it  could  become  bogged  down 
or  significantly  altered  and  whether  action,  as  seems 
likely,  will  be  put  off  until  after  a House  and  Senate 
budget  conference  resolves  differences  in  the  funding 
the  two  bodies  have  provided  for  health  insurance  for  the 
unemployed. 

The  House  has  provided  $2.7  billion  in  1984  and  the 
Senate  only  $900  million.  A conference  on  the  measure 
will  probably  not  take  place  until  after  the  first  week  in 
June.  But  if  funding  is  significantly  reduced,  Waxman 
and  Madigan  will  have  to  make  major  revisions  since 
Waxman  made  a commitment  to  Madigan  to  stay  within 
whatever  budget  is  eventually  settled  on. 

Meanwhile,  Senate  action  appears  to  have  stalled.  At 
the  moment,  Sen.  Robert  Dole’s  (R-KS)  $1.8  billion, 
two-year  block  grant  plan  is  seen  as  the  major  contender 
there.  However,  no  further  action  in  either  body  seems 
likely  until  middle  or  late  June. 

**** 

Government  Keeps  ‘Baby  Doe’ 
Concept  Alive 

Stung  by  a recent  defeat  in  court,  the  Department  of 
Health  and  Human  Services  (HHS)  has  set  out  to  revise 
the  controversial  “Baby  Doe”  regulation.  Predictions  are 
that  it  will  be  the  procedure  rather  than  the  substance  of 
the  rule  that  is  changed. 

The  rule  required  hospitals  to  post  notices  in  delivery 
wards  and  nurseries  publicizing  a 24-hour  “hotline”  to  be 
used  in  cases  of  suspected  neglect.  It  was  rushed  into  ef- 
fect in  only  15  days. 
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This  was  a “hasty  and  ill-considered”  response  to  one 
of  the  “most  difficult  medical  and  ethical  problems  fac- 
ing our  society,”  U.S.  District  Court  Judge  Gerhard  A. 
Gesell  ruled  in  April. 

“We  are  now  in  the  process  of  reviewing  the  regula- 
tions in  light  of  the  Judge’s  decision,”  explained  an  HHS 
spokesman.  The  government  has  not  yet  appealed  the 
case.  It  is  suspected  that  HHS  will  abandon  the  court 
room  battle  once  the  regulation  is  rewritten.  The  revi- 
sion, a joint  effort  on  the  White  House  and  the  Depart- 
ments of  Justice  and  HHS,  is  believed  to  contain  a sec- 
tion that  explains  the  standards  the  government  wants 
applied  in  the  treatment  of  Down’s  Syndrome,  spina 
bifida  and  anencephala. 

Meanwhile,  committees  in  the  House  and  Senate  ap- 
proved “Baby  Doe”  legislative  strategies  designed  to 
protect  handicapped  newborns.  For  both  states  and 
hospitals,  the  penalty  of  noncompliance  is  severe:  loss  of 
federal  funding  assistance. 

House  bill  H.R.  1904  calls  for  infant  care  guidelines 
and  requires  that  states  set  up  a hotline  system  to  report 
cases  of  suspected  neglect.  States  that  choose  not  to 
comply  would  lose  all  funding  for  child  abuse  programs. 

The  Senate  bill  S.  1003  would  establish  a government 
advisory  committee  to  study  the  treatment  of  ill 
newborns  and  recommend  standards  of  “appropriate” 
care.  Based  on  the  findings  of  this  advisory  committee, 
the  Health  and  Human  Services  Secretary  would  pro- 
pose regulations  to  establish  “decision-making  pro- 
cedures” within  every  hospital.  Hospitals  that  do  not 
comply  would  lose  all  Medicare  and  Medicaid  funding. 

A vaguely-worded  amendment  to  the  Senate  bill  of- 
fered by  Sen.  Thomas  F.  Eagleton  (D-MO),  reads: 

“(The  regulations)  shall  at  a minimum  require  that  all 

severely-ill  newborns  be  provided  relief  from  suffer- 
ing including  feeding,  and  medication  for  pain  and 
sedation  as  appropriate.” 

According  to  Eagleton  staffers,  this  means  that 
feeding  is  required  but  medication  is  optional. 

No  cases  of  infant  mistreatment  have  been  uncovered 
by  the  government’s  Baby  Doe  activities.  Of  822  calls 
received  on  the  HHS  Baby  Doe  hotline,  21  involved 
complaints  of  infant  care  and  seven  prompted  federal  in- 
vestigation. However,  according  to  Patricia  Mackey  of 
the  HHS  Office  of  Civil  Rights,  the  government  has  not 
recommended  treatment,  feeding  or  relocation  of  any  in- 
fant referred  on  the  Baby  Doe  hotline. 

The  AMA  told  Congress  that  it  supports  reauthoriza- 
tion of  the  Child  Abuse  Act  to  which  these  amendments 
are  tagged,  but  opposes  Congressional  decision-making 
in  the  nursery.  “The  AMA  believes  governmental  in- 
tervention intrudes  on  the  rights  and  responsibilities  of 
parents,  family,  physicians,  and  institutions.  Imposition 
of  procedures  would  create  an  atmosphere  of  unwar- 
ranted mistrust  and  create  legal  pitfalls  of  enormous  pro- 


portions,” said  AMA  Executive  Vice  President  James  H. 
Sammons,  M.D. 

**** 

FTC  Authority  Clarified  in  House  Bill 

An  amendment  that  clarified  Federal  Trade  Commis- 
sion (FTC)  authority  over  professionals  and  state  licens- 
ing boards  was  approved  by  the  House  Energy  and  Com- 
merce Committee  in  May. 

The  proposed  legislation  says  that  the  FTC  cannot 
override  state  laws  that  regulate  the  training,  education 
and  licensing  requirements  of  professionals.  For  the  first 
time,  however,  FTC’s  authority  over  professionals’  com- 
mercial and  business  practices  has  been  recognized. 

Where  state  laws  properly  regulate  certain  an- 
ticompetitive business  practices,  the  FTC  could  not  in- 
terfere, under  the  new  language.  But  the  FTC  could  in- 
tervene when  state  regulatory  agencies  improperly  or  in- 
sufficiently regulate  business  practices.  The  FTC  also 
would  be  permitted  to  challenge  state  laws  that  relate  to 
education,  training  and  experience  but  appear  to  restrict 
business  or  commercial  activities.  A 16-page  report 
released  by  the  Energy  and  Commerce  Committee  says 
that  under  the  proposed  amendment,  professionals  or 
state  licensing  boards  cannot: 

• unjustifiably  deny  hospital  admitting  privileges; 

• impose  restrictive  apprenticeship  requirements  that 
discourage  the  development  of  effective  alternative 
forms  of  health  care; 

• restrict  the  scope  of  non-MD  practices  which  have 
been  performed  successfully  for  years; 

® restrict  tasks  or  duties  of  other  professional 
groups,  which  are  qualified  by  training  and  education 
to  perform; 

• promulgate  regulations,  of  any  kind,  outside  their 
authority. 

“This  amendment  will  provide  appropriate  guidance 
and  clarification  for  the  FTC  and  courts  on  points  of  ma- 
jor controversy,”  the  report  says. 

**** 

Kidney  Dialysis  Rules  Reissued; 
Opponents  Still  Find  Fault 

In  February  of  1982,  the  federal  government  proposed 
new  rules  for  paying  kidney  dialysis  facilities  and  physi- 
cians. More  than  a year  and  4,000  comments  later,  the 
final  rules  have  been  issued  in  much  the  same  form  as 
they  were  originally  proposed. 

The  rules,  published  in  the  May  1 1 Federal  Register, 
are  intended  to  implement  an  incentive  payment  system 
that  Congress  first  proposed  in  1978  and  that  was  to  have 
gone  into  effect  in  July  of  1979.  The  Department  of 
Health  and  Human  Services  failed  to  fully  implement  the 
new  system  and  Congress  amended  the  proposal  in 
1981. 
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Controversy  has  surrounded  the  plan  from  the  begin- 
ning. The  new  rules,  which  would  take  effect  August  1, 
1983,  appear  to  do  little  to  abate  the  criticisms  made  of 
the  earlier  proposal,  only  slightly  modified  in  the  final 
rules. 

Under  the  new  rules,  both  physicians  and  facilities 
will  receive  the  same  amount  for  treating  patients  dialyz- 
ing in  the  facility  as  for  those  dialyzing  at  home. 
Hospital-based  dialysis  facilities  will  be  reimbursed  at 
slightly  higher  levels.  Payment  rates  will  vary  according 
to  regional  wage  indexes.  Physicians  and  facilities  will 
continue  to  receive  80%  of  the  allowable  payment  from 
Medicare  and  20%  from  the  patient.  An  exception  which 
has  permitted  100%  Medicare  reimbursement  of  the  cost 
of  home  dialysis  equipment  has  been  eliminated. 

Both  hospital  and  independent  centers  now  are  reim- 
bursed for  dialysis  according  to  a single  $138  per  treat- 
ment national  screen.  However,  based  on  contentions 
that  they  treat  sicker  patients  and  have  higher  costs  than 
independent  facilities,  more  than  half  of  the  about  700 
hospital  dialysis  centers  have  received  exceptions 
resulting  in  payments  of  more  than  $138.  Only  about  6% 
of  the  independent  centers  received  exceptions. 

Under  the  new  rules,  hospital  payments  would 
average  about  $131  per  treatment  and  in  the  first  two 
years  payments  would  range  from  a minimum  of  $122 
to  a maximum  of  $138.  After  that,  the  range  could  be 
greater,  depending  on  whether  or  not  the  Health  Care 
Financing  Administration  decides  to  modify  the  wage  in- 
dex it  is  using  to  calculate  payments.  For  independent 
facilities,  average  payment  will  be  $127,  with  a range  in 
the  first  two  years  of  $118  to  $138. 

HCFA  acknowledges  that  the  new  plan  will  pay 
hospital  facilities  an  average  of  $8  less  than  the  median 
of  the  group’s  cost  per  treatment  and  independents  an 
average  of  $14  more  than  their  median  cost.  It  claims 
this  will  even  out  because  facilities  are  expected  to  make 
money  on  home  dialysis  patients,  which  HCFA 
calculates  cost  the  facilities  only  about  $97  per  treat- 
ment. Hospitals  have  about  24%  of  their  dialysis  patients 
on  home  dialysis  compared  to  1 1 % of  the  independent 
center's  patients. 

Physicians  now  can  be  paid  for  treatment  of  dialysis 
patients  in  one  of  two  ways.  About  23%  choose  the  in- 
itial method  (IM)  in  which  Medicare  pays  the  facility  an 
extra  $12  per  treatment  for  physician  services  and  the 
physician  bills  the  facility.  Payments  under  this  method 
have  averaged  about  $210  per  month  for  patients  dialyz- 
ing in  the  facility  and  $25  for  those  at  home. 

About  73%  of  physicians  have  chosen  an  “alternative 
reimbursement  method”  (ARM)  which  paid  them  a mon- 
thly capitated  stipend  that  averaged  $220  for  patients  in 
the  facility  and  $124  for  home  patients. 


Under  the  new  rules,  the  IM  payment  option  will  be 
eliminated  and  a single  new  rate  will  be  established  for 
home  and  in-facility  patients.  It  will  average  about  $184 
a month  and  will  range  from  a minimum  of  $144  to  a 
maximum  of  $220. 

Reimbursement  rates  for  physicians  and  facilities  will 
be  updated  only  at  HCFA’s  discretion.  The  current 
screens  have  not  been  updated  since  they  were  put  in 
place  in  1974. 

The  regulations  are  so  little  changed  from  the  original 
proposed  regs  that  most  of  the  groups  that  criticized  them 
in  the  first  place  say  they  are  far  from  satisfied  with 
the  final  product.  Both  the  National  Association  of  Pa- 
tients on  Hemodialysis  and  Transplant  and  the  Renal 
Physicians  Association  are  considering  lawsuits  to  pre- 
vent implementation  of  the  new  rules  and  several  congres- 
sional committees  say  they  are  still  not  satisfied  with  the 
regulations  which  resulted  in  three  congressional  hear- 
ings when  they  were  first  proposed. 

Complaints  include  fears  that  the  facilities  will  be 
forced  to  cut  staff  to  keep  costs  below  the  payment 
levels,  concerns  that  facilities  will  encourage  home 
dialysis  for  patients  who  are  good  candidates  for 
transplants,  the  belief  that  the  data  used  to  develop  the 
rates  is  old  and  inadequate,  and  charges  that  the 
payments  for  hospitals  are  inadequate  and  so  similar  to 
those  for  independent  facilities  that  the  regulations  in  ef- 
fect flaunt  the  law’s  mandate  for  a two-rate  structure. 

**** 

Reagan  Administration  Persists 
on  “Squeal  Rule” 

Early  this  year,  judges  in  both  Washington  and  New 
York  blocked  the  controversial  “squeal  rule”  which  re- 
quires federally-funded  family  planning  clinics  to  notify 
parents  when  their  teenagers  receive  prescription 
contraceptives. 

Attorneys  for  the  Administration  say  that  a 1981 
amendment  passed  by  Congress  was  designed  to  make 
parents  more  involved  in  their  children’s  sexual 
decision-making.  Simply  encouraging  teenagers  to  talk 
to  their  parents  has  not  helped  reduce  the  number  of 
teenage  pregnancies,  they  say. 

The  AMA  and  the  American  College  of  Obstetricians 
and  Gynecologists,  siding  with  family  planning  groups, 
contend  that  a notification  rule  will  scare  teenagers  away 
from  family  planning  clinics  and  lead  to  an  upsurge  in 
adolescent  pregnancies. 

“Teens  are  five  times  more  likely  to  die  from  pregnan- 
cy and  childbirth  than  from  the  use  of  oral  contracep- 
tives,” said  Dr.  Luella  Klein,  ACOG’s  Vice  President  at 
a press  conference  earlier  this  year. 


438 


CONNECTICUT  MEDICINE,  JULY  1983 


The  President’s  Page 

Proportional  Representation 


Organized  medicine  is  really  a federation  of  medical  societies 
starting  with  local  town  organizations,  merging  into  the  coun- 
ty medical  societies,  in  turn  feeding  into  the  state  medical 
society,  finally  reaching  the  AM  A at  the  national  level. 

Over  the  years,  the  officers  of  the  various  counties  and 
state  have  been  rotated  by  mutual  understanding  of  the 
various  localities.  This  understanding  has  assured  fair  and 
equitable  representation,  with  each  area  enjoying  represen- 
tation in  a leadership  role,  and  has  defused  the  political  in- 
fighting during  the  electoral  process  on  a county  and  state 
level. 

On  a national  level  the  situation  is  quite  different.  The  state  of  Connecticut  has  recently 
been  allocated  four  delegates  and  four  alternates  to  the  AM  A.  There  are  three  major 
counties  — namely  Fairfield,  Hartford,  and  New  Haven  — and  numerous  smaller  counties. 
The  growth  of  the  Connecticut  delegation  from  three  to  four  delegates  and  alternates  could 
allow  for  proportional  representation  of  the  large  and  small  counties.  By  allocating  a delegate 
and  an  alternate  from  each  of  the  major  counties  and  relegating  the  fourth  to  the  smaller 
ones,  an  equitable  distribution  could  be  acheived.  It  was  not  surprising  that  a represen- 
tative of  one  of  the  smaller  counties  made  just  such  a plea  at  the  last  house  of  delegates 
meeting.  The  large  counties,  inevitably  outnumbering  and  outmanuevering  the  minority, 
prevailed  and  effectively  excluded  the  smaller  counties  from  policy  making  at  the  national 
level.  At  a time  when  we  more  than  ever  before  need  unanimity  we  wittingly  exercised 
the  tyranny  of  the  majority. 

If  we  agree  that  we  should  not  shut  out  representatives  of  the  smaller  communities,  we 
should  also  avoid  a practice  that  may  forestall  broader  participation.  At  present,  our  system 
locks  elected  delegates  into  their  position  without  defining  the  duration  of  their  tenure. 
By  limiting  the  term  a physician  will  serve  as  a delegate,  more  will  be  afforded  the  oppor- 
tunity to  participate  in  the  upper  level  of  our  federation  of  medical  societies.  While  a 
delegate's  tenure  should  be  long  enough  for  him  to  gain  effectiveness  as  a representative, 
overlong  terms  restrict  the  entry  of  more  physicians  into  policy  making  positions.  Under 
the  present  system,  a few  physicians  in  their  retirement  years  may  serve  as  delegates  for 
ten  years  or  more,  while  numerous  active  practitioners  are  denied  the  opportunity  to  serve. 

It  is  time  we  insisted  on  proportional  representation  and  initiated  the  limited  tenure  of 
delegates  so  that  a more  meaningful  representation  of  the  membership  of  a national  level 
as  well  as  state  and  county  will  be  achieved.  I call  upon  members  of  the  Council  and  House 
of  Delegates  to  address  this  issue  and  correct  the  inequity.  How  can  we  call  on  the  legislature 
to  legislate  medical  matters  fairly  while  we  refuse  to  govern  ourselves  fairly?  Our  credibility 
may  rest  on  our  willingness  to  distribute  AMA  delegations  as  fairly  as  we  rotate  the  of- 
fices of  the  statewide  organization. 

Let  me  take  this  opportunity  to  wish  you  all  a safe  and  pleasant  summer. 

Daniel  W.  Doctor,  M.D. 

President 
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Save  Time,  Save  Money  with 
Wilmer  Medical  Management  Forms 


Wilmer  compatible  pegboard 
forms  are  interchangeable  with 
the  most  popular  health  care 
systems  offered  by  Control-O- 
Fax,  Safeguard,  NBS,  and 
McBee. 

Now  reorder  medical  man- 
agement forms  and  save  both 
time  and  money  with  Wilmer 
compatible  forms  and  sys- 
tems. All  the  most  widely  used 
checks,  receipts,  patient  led- 
gers, day  sheets,  and 
envelopes  are  now  available 
including  the  increasingly 
popular  multi-part  receipt/ 
insurance  claim  form  we  call 
“Superslip™” 


WILMER  OFFERS  COMPATIBLE  FORMS  FOR: 

McBEE 


NBS 

SAFEGUARD 
CONTROL-O-FAX 


wilmer  service  line11 


FORMS  YOU  CAN  COUNT  ON 


SEE  YOUR  LOCAL  OFFICE  PRODUCTS  DEALER 

_ : ~v"f 


Reflections  from  the  Dean’s  Office 

Lost  Paradise  or  Bright  Future? 

ROBERT  U.  MASSEY,  M.D. 


Last  month  a few  of  us  were  discussing  the  idea  of  pro- 
gress with  some  medical  students.  It  was  a serious  discus- 
sion: the  students  had  just  completed  their  elective  in 
medical  history,  and  the  “few  of  us”  included  a physician, 
a science  historian,  and  a librarian. 

To  one  or  two  of  the  students  it  came  as  a surprise  that 
anyone  should  question  the  reality  of  progress.  Others 
were  not  so  sure;  there  had  certainly  been  progress  or 
signs  of  it:  anesthesia,  antibiotics,  higher  literacy  rates, 
lower  death  rates;  but  also  there  had  been  regress:  over- 
population, dehumanization  of  medical  care,  nuclear 
weapons,  increased  divorce  rates.  The  regressive  matters 
were  harder  to  define,  and  not  everyone  agreed.  In 
general,  the  students  were  optimists;  their  view  was  that 
medical  progress  was  both  real  and  beneficent  but  that 
progress  in  the  world  as  a whole  might  be  another  mat- 
ter. One  student  said  that  he  thought  on  balance  we  were 
still  ahead,  but  he  was  not  so  sure  about  the  future. 

The  historian  preferred  to  speak  of  change  and  left  the 
impression  that  in  his  view  progress  was  illusory.  He 
allowed  for  progress  with  a small  “p”  (immunization 
against  poliomyelitis),  but  no  Progress  overall.  He  im- 
plied a kind  of  balance,  loss  and  gain,  but  probably  no 
profit.  He  was  arguing  on  a different  level,  defending  ob- 
jectivity in  historical  analysis. 

We  agreed  that  these  ideas  were  ancient;  that  even 
among  the  Greeks  the  idea  of  progress  was  forever  run- 
ning counter  to  some  idea  of  decline  from  an  age  of  gold 
to  an  age  of  iron.  Some  times  are  full  of  optimism;  others 
are  dreary.  The  Progressive  Era  at  the  beginning  of  this 
century  or  the  5th  century  B.C.  in  Athens  were  times 
when,  I should  guess,  few  healthy,  well-off  men  and 
women  would  have  doubted  that  all  was  good  and  get- 
ting better. 

One  idea  of  progress  requires  faith  than  man  moves  by 
his  nature  from  a state  of  ignorance  and  brutishness  to 
one  approaching  perfection;  such  a faith  would  regard  as 
temporary  aberrations  two  World  Wars,  12  years  of  Nazi 
rule,  the  threat  of  nuclear  war,  and  increasing  world 
hunger.  Or  the  idea  of  progress  may  be  limited: 
technological  progress,  intellectual  progress,  economic 


ROBERT  U.  MASSEY,  M.D.,  Professor  and  Dean,  School  of 
Medicine,  University  of  Connecticut  Health  Center,  Farmington. 


progress,  or  artistic  progress.  Progress  may  be  local,  not 
worldwide,  but  must  aim  toward  some  desirable  goal. 

The  students  were  agreed  on  one  assertion:  technologic 
change  was  inevitable  and  essentially  uncontrollable. 
While  this  had  always  been  so,  one  technical  advance  sug- 
gesting an  improved  successor,  the  rate  of  technologic 
change  was  now  on  the  steep,  almost  vertical,  segment 
of  an  exponential  curve.  Most  sensed  that  anything  so  un- 
controlled was  most  likely  dangerous,  but  no  one  could 
see  a solution.  Someone  suggested  that  we  might  become 
bored  with  technology;  another  thought  its  advance  might 
be  regulated,  but  only  if  there  were  some  kind  of  world 
dictatorship,  a global  Plato’s  republic. 

We  then  came  back  to  medicine,  and  there  was  op- 
timism again.  Technology  in  medicine  might  have  gotten 
out  of  hand  here  and  there,  but  because  we  were  wor- 
ried, we  had  begun  to  devise  schemes  to  control  it.  New 
technology  is  more  suspect  than  it  used  to  be,  and  both 
physicians  and  the  public  are  beginning  to  ask  hard  ques- 
tions about  ends  and  means,  loss  and  gain.  The  goals  in 
medicine,  although  not  entirely  agreed  upon,  are  finite, 
and  there  are  limits  to  human  mortality;  those  limits  must 
finally  slow  the  invention  and  the  expansion  of  technology. 
We  no  longer  have  to  find  ways  to  prevent  or  cure 
smallpox,  and  any  improvement  in  anesthesiology  will  on- 
ly enable  us  to  do  a little  better  what  we  are  already  do- 
ing well.  Machines  will  approach  perfection  in  the  per- 
formance of  a limited  number  of  tasks. 

Maybe  outside  of  medicine  the  work  which  we  require 
of  technology  is  similarly  limited;  no  one  is  serious  about 
getting  to  London  faster  than  the  SST  can  take  him.  The 
exponential  curve  may  level  off  and,  like  most  biological 
growth  curves,  slant  into  some  steady  state.  Could  a 
technically  advanced  society  become  relatively 
changeless,  like  the  Middle  Ages? 

Man’s  capacity  to  discover  new  knowledge  is,  I believe, 
unlimited.  Unlike  the  computers,  which  depend  upon  con- 
sistent systems,  our  brains  can  always  devise  and  solve 
new  problems.  The  growth  of  technology  may  have  prac- 
tical limits;  knowledge  does  not. 

The  growth  of  knowledge  is  no  guarantee  that  wisdom 
will  grow  proportionately;  nor  is  there  assurance  that  the 
market  is  the  best  way  to  direct  technology  into  benefi- 
cent ways;  technological  development  may  need  to  be 
guided  by  the  public  philosophy,  sustained  by  hope  in  a 
law  of  progress. 
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If  you  could  examine 
professional  liability  insurance 
the  way  you  examine  your  patients... 

the  choice  would  he  clear. 


Your  practice  deserves  the  same  kind  of  quality  care 
you  give  your  patients.  So  give  it  the  best  protection 
you  can  — the  County  Association/ CSMS-sponsored 
Physicians  Protection  Program  from  CNA  Insurance. 

One  feature  that  makes  this  program  the  clear 
choice  for  professional  liability  protection  is 
occurrence  coverage  — the  most  complete  protection 
available.  With  your  Association-sponsored  program, 
you  are  covered  for  events  which  occur  during  the 
policy  period.  No  matter  when  a claim  is  filed  — 
after  you  leave  your  practice  or  retire,  even  years 
after  your  policy  has  expired  — you  are  still  fully 
covered  for  the  years  your  policy  was  in  effect. 

Your  medical  association  is  convinced  that  CNA's 
Physicians  Protection  Program  offers  you  the  best 


possible  protection  for  your  special  malpractice 
insurance  needs.  Find  out  why  the  program  can  be 
the  clear  choice  for  you.  Contact  the  program 
administrator  today. 

Program  Administrator 

Joseph  Flynn 

A A W PHYSICIAN  PLANS,  INC. 

225  Spring  Street 
Wethersfield,  CT  06109 
(203)  563-8111 

Your  association-sponsored  CNA  Physicians  Protection 
Program  is  underwritten  by  Continental  Casualty 
Company,  one  of  the  CNA  Insurance  Companies. 

INSURANCE  FROM 

CNA 
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LAW,  MEDICINE  AND  PUBLIC  POLICY 


The  President’s  Commission  Completes  Its  Work 

JOSEPH  M.  HEALEY,  J.D. 


On  March  31,  1983,  the  President’s  Commission  for 
the  Study  of  Ethical  Problems  in  Medicine  and  Biomedical 
and  Behavioral  Research  brought  to  a close  more  than 
three  years  of  work  by  presenting  its  tenth  and  final  report 
to  President  Reagan.  This  volume,  entitled  Summing 
Up,  1 provides  an  overview  of  the  Commission’s  ac- 
tivities and  a concise  review  of  their  findings  and  recom- 
mendations. The  work  of  the  Commission  is  likely  to 
serve  as  the  reference  point  in  the  development  of  public 
policy  in  health  care  during  the  next  decade  and  will  serve 
as  the  focus  of  this  month’s  and  next  month’s  columns. 

The  Commission  was  established  in  1978  by  Public  Law 
95-622.  Its  primary  duties  were  set  forth  in  the  statute: 
“(1)  The  Commission  shall  undertake  studies  of  the 
ethical  and  legal  implications  of— 

(A)  the  requirements  for  informed  consent  to  par- 
ticipation in  research  projects  and  to  otherwise 
undergo  medical  procedures; 

(B)  the  matter  of  defining  death,  including  the  ad- 
visability of  developing  a uniform  definition  of 
death; 

(C)  voluntary  testing,  counseling,  and  informa- 
tion and  education  programs  with  respect  to 
genetic  diseases  and  conditions,  taking  into  ac- 
count the  essential  equality  of  all  human  beings, 
born  and  unborn; 

(D)  the  differences  in  the  availability  of  health  ser- 
vices as  determined  by  the  income  or  residence 
of  the  persons  receiving  the  services. 

(E)  current  procedures  and  mechanisms  designed 

(i)  to  safeguard  the  privacy  of  human  subjects  of 
behavioral  and  biomedical  research,  (ii)  to  ensure 
the  confidentiality  of  individually  identifiable  pa- 
tient records,  and  (iii)  to  ensure  appropriate  ac- 
cess of  patients  to  information  continued  in  such 
records,  and 

(F)  such  other  matters  relating  to  medicine  or 
biomedical  or  behavioral  research  as  the  President 
may  designate  for  study  by  the  Commission. 


JOSEPH  M.  HEALEY,  J.D.,  Associate  Professor,  Depart- 
ment of  Community  Medicine  and  Health  Care,  University  of 
Connecticut  School  of  Medicine,  Farmington,  CT. 


The  Commission  shall  determine  the  priority  and  order 
of  the  studies  required  under  this  paragraph. 

(2)  The  Commission  may  undertake  an  investigation 
or  study  of  any  other  appropriate  matter  which  relates 
to  medicine  or  biomedical  or  behavioral  research  (in- 
cluding the  protection  of  human  subjects  of  biomedical 
or  behavioral  research)  and  which  is  consistent  with 
the  purposes  of  this  title  on  its  own  initiative  or  at  the 
request  of  the  head  of  a Federal  agency. 

(3)  In  order  to  avoid  duplication  of  effort,  the  Com- 
mission may,  in  lieu  of,  or  as  part  of,  any  study  or 
investigation  required  or  otherwise  conducted  under 
this  subsection,  use  a study  or  investigation  conducted 
by  another  entity  if  the  Commission  sets  forth  its 
reasons  for  such  use. 

(4)  Upon  the  completion  of  each  investigation  or 
study  undertaken  by  the  Commission  under  this  subsec- 
tion (including  a study  or  investigation  which  merely 
uses  another  study  or  investigation),  it  shall  report  its 
findings  (including  any  recommendations  for  legisla- 
tion or  administrative  action)  to  the  President  and  the 
Congress  and  to  each  Federal  agency  to  which  a recom- 
mendation in  the  report  applies.”2 

In  carrying  out  these  responsibilities,  the  Commission 
produced  five  reports  dealing  with  health  care  issues: 
Defining  Death  (July,  1981);  Making  Health  Care  Deci- 
sions (October,  1982);  Screening  and  Counseling  for 
Genetic  Conditions  (February,  1983);  Securing  Access  to 
Health  Care  (March,  1983)  and  Deciding  to  Forego 
Life  — Sustaining  Treatment  ( March,  1983).  The  Commis- 
sion produced  four  reports  dealing  with  research  issues: 
Protecting  Human  Subjects  (December,  1981);  Compen- 
sation for  Research  Injuries  (June,  1982);  Splicing  Life 
(November,  1982),  and  Implementing  Human  Research 
Regulations  (March,  1983).  The  Commission  published 
the  proceedings  of  a cosponsored  workshop:  Whistleblow- 
ing in  Biomedical  Research  September,  1981).  In  addi- 
tion, five  volumns  of  related  documents  were  published 
as  appendices. 

From  its  inception,  this  was  a different  type  of  Presi- 
dent’s Commission: 

(continued  on  p.  452) 
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THE 

BEST  MEDICAL 
ADDRESS  IN 
BRIDGEPORT 
IS  GETTING 


Because  of  its  proximity  to 
Bridgeport  Hospital,  the  Columbia 
Towers  complex  (long  known  sim- 
ply as  “the  Towers")  has  been  the 
preferred  address  for  physicians 
and  other  medical  professionals  in 
the  Bridgeport  area. 

Now,  as  Columbia  Center,  it's 
going  to  be  even  better.  A total  ren- 
ovation program  includes  new 
roofs  and  exteriors,  new  energy-ef- 
ficient heating  and  air-conditioning, 
new  elevators,  expanded  and  im- 
proved parking. 

Offered  as  office  condomin- 


iums, we  will  design  and  finish  your 
space  according  to  your  needs  and 
tastes  and  ...  in  addition  to  all  the 
other  financial  benefits  of  office 
condominium  ownership  . . . you 
will  be  entitled  to  a significant 
tax  credit  which  applies  to  the 
renovation  of  existing  buildings. 

Worth  a look9  Of  course  it  is. 
You'll  find  us  at  the  corner  of 
Barnum  and  Ridgefield,  just  a 
block  away  from  Bridgeport 
Hospital.  We  have  a finished 
model  suite  ready  for  your 
inspection. 


Columbia  Center 


50  Ridgefield  Avenue,  Suite  215 
Bridgeport,  CT  06610 
(203) 335-3148 
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The  Resident’s  Page 

Moving  Day 

As  I look  ahead  (with  the  usual  second  thoughts)  to  another  move.  I’m  reminded  that 
July  1 marks  the  moving  season  for  a big  portion  of  the  younger  medical  community. 
July  1 is  the  time  honored  date  for  beginning  of  internship  and  residencies,  and  often  marks 
the  commencement  of  a new  practice  when  training  is  (finally!)  complete. 

This  means  July  is  the  month  that  sees  the  most  new  doctors  arrive  on  the  scene.  I am 
sure  we  can  all  recollect  the  uncertainty  and  isolation  of  the  newcomer  in  a new  setting 
and  an  unfamiliar  role.  Part  of  “settling  in”  should  include  a welcoming  into  our  medical 
society,  into  sharing  and  working  with  the  other  organized  physicians  in  our  state. 

This  is  where  each  of  you,  as  individuals,  come  in.  Publicity,  mailings,  flyers,  et  cetera 
can  only  have  a limited  effect;  the  personal  touch  is  what  builds  sound  organizations.  When 
you  meet  new  colleagues,  mention  our  society  and  encourage  them  to  join.  Our  best  in- 
ducement is  an  active  membership.  If  you  are  proud  of  our  society  and  its  accomplishments, 
don’t  hesitate  to  speak  up.  At  coffee,  on  rounds,  between  conferences,  all  these  are  the 
moments  we  can  use  to  welcome  new  members  to  our  group. 

During  the  upcoming  year,  I will  be  distributing  information  and  encouraging  residents 
throughout  the  state  to  join  us.  Far  more  telling  than  the  material  I could  put  together 
would  be  a personal  word  form  you,  the  society  member  on  the  spot.  Learning  about  politics 
and  organized  medicine  is  clearly  part  of  medical  education  these  days,  and  I encourage 
all  of  you  to  include  this  in  a personalized  teaching  message.  Even  if  you  don’t  work  in 
a teaching  setting,  there  are  always  newcomers  in  practice  who  can  benefit  from  an  in- 
troduction to  the  county,  state  and  national  societies. 

By  extending  yourself  to  welcome  new  physicians  to  our  state,  you  will  be  encouraging 
the  growing  strength  and  vitality  of  organized  medicine  in  Connecticut,  and  we  all  grow. 
So  reach  out  and  bring  the  new  crop  into  our  society. 

Lee  R.  Morisy,  M.D.,  President 
CSMS  Postgraduate  Physicians  Section 


Any  residents  who  have  essays  or  commentary  to  contribute  for  this  space  are  encouraged 
to  write  to  Dr.  Lee  R.  Morisy,  President,  c/o  CSMS  Postgraduate  Physicians  Section, 
160  St.  Ronan  St.,  New  Haven,  CT  06511. 
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Now  a sensible  way  to  explore 
the  high-potential,  speculative 
world  of  commodities  futures. 


If  your  investment  program  has  been 
losing  ground,  Merrill  Lynch  Managed 
Commodity  Portfolios  enable  you  to 
explore  the  high  profit  potential  of  com- 
modities futures  without  requiring  time, 
knowledge  or  experience.  An  investment 
of  as  little  as  10%  of  your  portfolio  might 
add  dramatically  to  your  total  return. 

But  remember,  trading  commodities  can 
be  a risky  business.  The  losses  can  be 
substantial.  That’s  why  Merrill  Lynch 
offers  Managed  Commodity  Portfolios. 
As  the  world’s  leading  futures  broker, 
Merrill  Lynch  is  in  an  ideal  position  to 
do  the  trading  for  you. 

Over  the  years,  we  have  developed 
some  rather  sophisticated  strategies. 

They  enable  us  to  deal  with  the  extreme 
volatility  of  the  commodities  futures 
markets  and  to  manage  the  risks 
inherent  in  the  extremely  high  leverage 
involved. 

You  are  assured  of  professional 
discipline,  stringent  management  and  a 
breadth  of  diversification  not  generally 
available  to  the  individual  investor 

Since  diversification  is  such  a vital 
part  of  any  successful  trading  strategy, 
we  require  a minimum  account  of 
$25,000.  Our  standard  program  is  a 
$50,000  trading  account. 


For  more  information,  call  or  send  for 
The  Managed  Commodity  Portfolio 
brochure. 


Mail  to:  Merrill  Lynch 
P.O.  Box  1X84 
New  Haven.  CT  06508 
Or  call:  (203)  789-2423 

Please  send  me  your  free 
brochure.  The  Managed 
Commodity  Portfolio  I 
have  a minimum  of 
S25.000  to  invest  (Merril 
Lynch  recommends  that 
this  represent  not  more 
than  1 00,  of  your  net 
worth  excluding  your 
home. ) 


The 

Managed 

Commodity 

Portfolio 


T 

I 

1 


Morrill  Lynch 
Pierce 

Fanner  8 Smith  Inc. 


Name 


Address 
Cits  


State 


Zip  . 


Business  Phone 
Home  Phone  _ 


Merrill  l vnch  customers,  please  give  name  and 
oil  ice  address  of  Account  Executive: 


Merrill  Lynch 

Merrill  Lynch  Pierce  Fenner  & Smith  Inc. 


ii-— mtU  Merrill  Lynch  Pierce  Fenner  & Smith  Inc. 


©Copyright  1983  Merrill  Lynch.  Pierce.  Kenner  & Smith  Inc. 
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EDITORIALS 

Should  ACLS  Be  Mandated 
for  Housestaff? 

Twenty  years  have  passed  since  Kouwenhoven,  Jude 
and  Knickerbocker  first  introduced  external  cardiac  com- 
pression. Since  1966  the  National  Academy  of  Sciences 
has  recommended  the  training  of  medical  and  allied  health 
personnel  in  the  technique  of  cardio-pulmonary  resuscita- 
tion (CPR).  In  1973,  standards  for  the  teaching  of  Ad- 
vanced Cardiac  Life  Support  (ACLS)  were  developed. 
Since  then,  the  teaching  and  dissemination  of  ACLS  has 
become  widespread  in  this  country  under  the  auspices  of 
the  American  Heart  Association. 

There  exists  a certain  resistance  to  the  introduction  of 
ACLS  in  hospitals.  Some  of  the  reasons  are  economic  — 
the  cost  of  purchasing  manikins,  cardiac  simulators  and 
intubation  equipment  can  run  into  thousands  of  dollars, 
besides  the  cost  of  honorariums  for  ACLS  instructors  and 
lecturers.  Other  opposition  is  more  nebulous.  Some  health 
professionals  feel  that  need  for  such  advanced  training  is 
unwarranted  in  others  outside  of  emergency  personnel  as 
most  allied  health  people  do  not  need  that  broad  a 
knowledge  base,  making  it  a waste  of  time  and  money. 
This  is  where  they  are  perhaps  being  short-sighted.  If 
nurses  and  others  are  educated  it  creates  a more  organ- 
ized, efficient  and  systematic  approach  to  code  situations. 
This  will,  thereby,  increase  the  effectiveness  of  treatment 
of  cardio-pulmonary  emergencies.  As  an  added  comment, 
nurses  are  generally  more  receptive  to  the  idea  of  ACLS 
training  than  are  physicians.  Some  physicians,  in  a sense, 
feel  that  the  great  quantity  of  materials  taught  in  the 
20-hour  course  is  too  vast  to  be  learned  in  such  a short 
time  frame.  Plus,  not  being  involved  in  a frequent  number 
of  codes  can  cause  one  to  feel  a lack  of  interest  in  par- 
ticipating in  the  training  sessions.  In  reality,  these  are  the 
people  who  would  benefit  the  most  from  this  course  as 

Editorials  are  expressions  of  personal  opinion  and  do  not  necessarily 
reflect  the  policies  of  CSMS. 


it  would  increase  their  ability  and  expertise  to  adequately 
function  under  the  tremendous  stress  of  any  emergency 
situation. 

The  organization  of  information  and  logical  procedures 
for  running  effective  codes  and  other  emergency  situa- 
tions is  an  integral  part  of  the  ACLS  curriculum.  Beside 
the  mass  of  up-to-date  information  one  obtains  by  par- 
ticipating in  an  ACLS  course,  there  is  a great  deal  of  con- 
fidence learned  as  the  “mega-codes”  are  structured  to  run 
as  realistically  as  possible  to  an  actual  cardio-pulmonary 
arrest,  including  various  arrhythmias.  Teamwork,  often 
one  of  the  most  difficult  aspects  to  learn  in  an  arrest,  is 
incorporated  into  the  course.  Leadership  is  also  learned 
in  the  simulation,  as  everyone  takes  turns  being  the  “team 
leader.”  This  aspect  has  enabled  those  who  have  taken  the 
course  to  increase  their  ability  to  effectively  manage  a 
code. 

Licensing  requirements  (including  re-licensure)  man- 
dates ACLS  certification  already  in  New  York  and 
California.  The  growing  awareness  of  the  value  of  such 
training  may  broaden  the  requirements  in  other  states  to 
include  an  ACLS  course. 

The  ideal  area  to  introduce  such  training  would  be  to 
mandate  its  teaching  to  all  new  housestaff  the  week  prior 
to  beginning  their  first  rotation.  The  majority  of  codes 
are  run  by  housestaff  in  the  hospital  setting,  thus  their 
need  to  know  the  most  organized  method  for  handling 
emergency  situations  is  paramount.  It  would  also  increase 
their  ability  to  respond  in  emergencies  regardless  of  their 
specialty  being  medicine  or  surgery,  and  make  them  more 
well-rounded  doctors. 

The  cost  for  such  programs  could  be  partially  under- 
written by  pharmaceutical  companies,  where  such  an  in- 
vestment of  their  money  may  be  one  day  be  directly 
responsible  for  the  saving  of  countless  lives. 

Housestaff  will  better  understand  the  benefits  of  such 
training  as  they  progress  in  their  careers  and  hopefully, 
support  the  expansion  and  integration  of  such  programs 
into  medical  school  curriculums. 

Connecticut  physicians  should  consider  being  more  ac- 
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tively  involved  in  support  of  such  training,  especially  at 
the  housestaff  level.  Connecticut  has  been  a leader  in  the 
medical  community,  and  certainly  deserves  to  continue 
as  such.  Therefore,  it  would  be  of  benefit  to  the  entire 
medical  community  for  them  to  be  aggressive  in  their  sup- 
port of  ACLS  training  at  the  housestaff  level. 

Andrew  D.  Weinberg,  M.D. 

Practicing  Internist, 

Branford,  CT 


Health  Care  for  the  Unemployed 
and  the  Needy 

At  the  present  time  substantial  unemployment,  along 
with  reductions  in  Medicaid  and  disability  programs,  con- 
tinue to  make  it  difficult  for  increasing  numbers  of  peo- 
ple to  obtain  necessary  health  care.  Despite  these  conti- 
nuing problems,  I am  pleased  to  report  that  the  medical 
profession  has  taken  significant  initiatives  in  helping  to 
resolve  these  problems.  Much  has  been  done,  much  re- 
mains to  be  done. 

Prior  communications  from  the  AMA  have  encouraged 
action  to  help  the  needy.  In  August  1982,  the  AMA  joined 
with  the  American  Hospital  Association,  Blue  Cross/Blue 
Shield  Association,  Health  Insurance  Association  of 
America,  Business  Roundtable,  and  the  AFL-CIO  in  a call 
for  physicians  and  hospitals  to  meet  with  concerned  groups 
to  explore  ways  to  jointly  develop  solutions.  In  September 
1982,  a follow-up  letter  was  sent  to  all  state,  county  and 
national  medical  specialty  societies  urging  efforts  to  create 
solutions.  The  American  Society  of  Internal  Medicine 
deserves  particular  recognition  as  the  first  national  associa- 
tion which  developed  such  a program  to  encourage  its 
members  to  provide  care  for  the  unemployed. 

At  the  1983  Interim  Meeting,  a report  of  the  Council 
on  Medical  Service  will  present  information  on  some  of 
the  voluntary  medical  society  programs  to  provide  free 
or  reduced  fee  care  to  the  unemployed  and  needy.  A 
survey  to  more  extensively  document  such  programs  is 
currently  underway. 

Through  this  letter,  the  AMA  is  again  asking  physicians 
and  medical  societies  to  exert  further  leadership  in  ad- 
dressing the  problem  of  health  care  for  the  unemployed 
and  the  needy,  particularly  by  local  medical  societies 
acting  as  the  coordinator  for  local  programs  to  assist  the 
unemployed. 

Recently,  the  AMA  has  been  exploring  with  the  AFL- 
CIO  additional  ways  in  which  physicians  and  medical 
societies  can  assist  unemployed  patients  to  receive 
necessary  medical  care.  One  specific  and  tangible  effort 
we  now  recommend  you  take  is  to  distribute  the  sample 
letter  below  to  your  physician  membership.  This  letter 
is  designed  to  be  utilized  by  physicians,  with  modifica- 
tions to  fit  their  office  letter  format  and  style,  for  distribu- 
tion to  their  patients.  The  letter’s  purpose  is  to  make  pa- 
tients aware  of  the  physician’s  desire  to  respond  to  the 


economic  hardship  of  his  unemployed  or  needy  patients 
through  provision  of  necessary  medical  care  on  a free  or 
reduced  fee  basis  or  through  creation  of  other  appropriate 
financial  arrangements. 

In  addition  to  the  above  action,  we  urge  physicians  and 
medical  societies  to  continue  to  discuss  with  local  hospitals 
ways  to  allow  for  necessary  hospitalization  for  those  who 
have  lost  their  health  insurance  because  of  unemployment 
or  changes  in  eligibility  or  coverage  for  Medicaid  or 
disability  programs. 

As  a means  of  furthering  patient  awareness  of  physi- 
cians willingness  to  assist  in  this  effort,  the  AMA  has  re- 
quested the  AFL-CIO  to  notify  their  local  community 
organizations  about  this  initiative.  This  should  help  to 
facilitate  coordination  of  efforts  with  the  local  medical 
society,  such  as  timely  union  notification  to  their 
unemployed  members  of  the  local  medical  society 
distribution  of  the  enclosed  sample  physician  letter  to  pa- 
tients and  other  local  society  efforts  or  programs  to  assist 
in  providing  necessary  health  care  to  the  unemployed  and 
the  needy. 

Once  again,  to  this  point  the  medical  profession  has 
responded  with  positive  programs  to  assist  the  unemployed 
and  the  needy.  We  urge  you  to  continue  these  fine  efforts 
by  promoting  the  initiative  described  in  this  letter. 
Working  together  we  can  make  a difference. 

James  H.  Sammons,  M.D. 
Executive  Vice-President,  AMA 

SAMPLE  LETTER  FOR  PHYSICIAN’S  PATIENTS 
Dear  Patient: 

At  a time  when  substantial  unemployment,  along  with 
reductions  in  Medicaid  and  disability  programs,  continue 
to  make  it  difficult  for  increasing  numbers  of  people  to 
obtain  necessary  health  care,  I want  to  assure  my  patients 
that  such  circumstances  will  not  be  a barrier  to  my  pro- 
vision of  necessary  medical  services. 

I believe  it  is  important  that  you  continue  to  receive  the 
medical  care  you  need.  Provision  of  the  best  medical  care 
possible  is,  as  always,  my  primary  goal  in  serving  my 
patients. 

If  you  would  have  difficulty  in  paying  my  bills  because 
of  unemployment  and  a loss  of  health  insurance  or  due 
to  a cutback  in  Medicaid  or  disability  program,  please  let 
me  or  my  staff  know.  We  can  make  arrangements  to  pro- 
vide for  necessary  care  on  a free  or  fee-reduced  basis, 
or  make  other  financial  arrangements. 

Most  importantly,  do  not  hesitate  to  seek  my  services 
because  you  are  having  financial  problems  beyond  your 
control.  Please  let  me  or  my  office  staff  know  if  you  would 
like  to  discuss  my  policy  on  this  further. 

Sincerely, 

M.D. 
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1983  ANNUAL  MEETING  HIGHLIGHTS 


HIU’lv’ISHIIMi 


Daniel  W.  Doctor,  M.D.,  of  Westport,  newly  installed  Presi- 
dent of  the  Society,  addresses  his  inaugural  comments  to  the 
House  of  Delegates  during  the  191st  Annual  Meeting  held 
May  25,  1983  at  the  Parkview  Hilton,  Hartford.  Dr.  Doc- 
tor is  the  146th  President  of  the  Connecticut  State  Medical 
Society. 


Mrs.  Charlotte  Sandler,  President  of  the  Auxiliary  to  the  Con- 
necticut State  Medical  Society,  presents  her  year-end  report 
to  the  CSMS  House  of  Delegates. 


Gioacchino  S.  Parrella,  M.D.,  of  Milford,  left,  accepts  a gift  and  a past  President’s 
pin  from  Guy  W.  Van  Syckle,  M.D.,  of  Danbury,  Chairman  of  the  Council,  during 
ceremonies  at  the  Annual  Meeting. 


Mrs.  Frances  Ganguli,  Chairperson  of  the  AMA-ERF, 
presents  AMA-ERF  checks  to  aid  needy  medical  students 
in  their  respective  institutions  to:  Howard  Levitin,  M.D., 
Dean  of  Students,  Yale  University  School  of  Medicine, 
center,  and  Robert  U.  Massey,  M.D.,  Dean  of  the  Univer- 
sity of  Connecticut  School  of  Medicine. 


Harrison  L.  Rogers,  Jr.,  M.D.,  Speaker  of  the  AMA  House 
of  Delegates,  provides  the  CSMS  House  of  Delegates  with 
a slide  presentation  and  report  on  the  activities  of  the 
American  Medical  Association. 
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FROM  THE  EXECUTIVE  DIRECTOR’S  OFFICE 

160  St.  Ronan  Street,  New  Haven,  Conn.  06511  Telephone  865-0587 


Francis  G.  Sweeney 
Assistant  Executive  Director 
Public  Affairs 


Timothy  B Norbeck.  Executive  Director 
Josephine  P L indquist.  Associate  Executive  Director 

Robert  J Brunell 
Assistant  Executive  Director 
Scientific  A divines 


Richard  J Fiorentino 
Coordinator 
Special  Services 


SUMMARY  OF  PROCEEDINGS 
HOUSE  OF  DELEGATES  - ANNUAL  MEETING 
Hartford,  Connecticut  — May  25,  1983 


Reports  and  Addresses 

The  House  received  reports,  addresses  and/or  remarks 
from  the  President,  the  Secretary,  the  Treasurer,  the 
Executive  Director,  the  Council,  Delegates  to  AMA, 
Standing  Committees,  Representatives  and  Advisors,  the 
President  of  the  Auxiliary  to  CSMS,  Chairman  of  the 
Board  of  Directors  of  COMPAC,  and  the  delegates  from 
the  medical  societies  in  Massachusetts,  Vermont  and  New 
Jersey.  In  addition,  Harrison  L.  Rogers,  Jr.,  M.D., 
Speaker  of  the  AMA  House  of  Delegates,  gave  a verbal 
report  and  slide  presentation  on  AMA  activities. 

Election  of  Officers  and  Others 
The  House  voted  to  approve  the  published  report  of  the 
Nominating  Committee  (the  Council).  Officers  elected 
were: 

President:  Daniel  W.  Doctor,  M.D.,  Westport 
President-Elect:  William  A.  Whalen,  Jr.,  M.D., 
Willimantic 

Vice-President:  Joseph  S.  Sadowski,  M.D.,  Hartford 
Secretary:  Norman  A.  Zlotsky,  M.D.,  Rockville 
Treasurer:  John  J.  Mendillo,  M.D.,  New  Haven 
Speaker  of  the  House  of  Delegates: 

Edmund  F.  Hecklau,  M.D.,  Greenwich 
Vice-Speaker  of  the  House  of  Delegates: 

Lawrence  B.  Ahrens,  M.D.,  New  Britain 
One  Delegate  and  One  Alternate  to  the  AMA  for  the 
term  Jan.  83  to  Dec.  84: 

Stewart  J.  Petrie,  M.D.,  Derby  (D) 

Andrew  J.  Canzonetti,  M.D.,  New  Britain  (A) 
One  Delegate  and  One  Alternate  to  the  AMA  for  the 
term  Jan.  84  to  Dec.  31,  85: 

Edward  A.  Kamens,  M.D.,  Fairfield  (D) 

Isadore  H.  Friedberg,  M.D.,  Newington  (A) 
Jerome  K.  Freedman,  M.D.,  New  Haven,  was  elected 
to  fill  the  vacancy  of  alternate  AMA  delegate  previous- 
ly held  by  Stewart  J.  Petrie,  M.D.,  Derby,  for  the 
term  Jan.  83  to  Dec.  31,  84. 

Councilor-at-Large:  Gioacchino  S.  Parrella,  M.D., 
Milford 


Presentations  and  Awards 
Presentation  to  Retiring  President:  In  recognition  of  his 
efforts  as  President  of  the  Society  during  1982-83,  Gioac- 
chino S.  Parrella,  M.D.,  Milford,  received  a gift  and  past 
President’s  pin.  The  presentations  were  made  by  Guy  W. 
Van  Syckle,  Danbury,  Chairman  of  the  Council. 

Presentation  to  Incoming  President:  A plaque  with  a 
gavel,  symbolic  of  the  office  of  President  of  the  Society, 
was  presented  to  Daniel  W.  Doctor,  M.D.,  Westport,  by 
the  retiring  President,  Gioacchino  S.  Parrella,  M.D., 
Milford. 

AMA-ERF  Grants  to  Medical  Schools:  Provided  by  the 
AMA  Education  and  Research  Foundation,  unrestricted 
grants  were  awarded  as  follows:  To  the  Yale  University 
School  of  Medicine  — $3,150.01.  Accepting  for  Yale  was 
Howard  Levitin,  M.D.,  Dean  of  Students,  and  Mr.  Louis 
Kaplan,  Associate  Dean  for  Community  and  Government 
Relations.  To  the  University  of  Connecticut  School  of 
Medicine  — $4,271 .76.  Accepting  for  UConn  was  Robert 
U.  Massey,  M.D.,  Dean. 

Summary  of  Actions  Taken 
All  items  of  business  not  calling  for  specific  action  by 
the  House  were  accepted  directly  for  filing.  Items  calling 
for  action  to  be  taken  by  the  House  were  heard  by 
Reference  Committees  and  based  on  the  reports  of  the 
Reference  Committee,  were  acted  on  as  follows: 

1 . Formation  of  a CSMS  Hospital-Medical  Staff  Section: 
It  was  VOTED  to  approve  the  formation  of  a hospital- 
medical  staff  section  of  the  Connecticut  State  Medical 
Society,  and  that  a committee  be  appointed  to  initiate 
its  implementation. 

2.  Impaired  Physician: 

It  was  VOTED  to  adopt  the  following  resolution: 
RESOLVED: 

That  the  Connecticut  State  Medical  Society  support 
early  intervention  in  cases  of  physician  impairment 
to  avoid  the  grave  consequences  to  the  affected  physi- 
cians and  to  patients;  and  that  the  CSMS  expects 
cooperative  and  expeditious  action  on  the  part  of  all 
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concerned,  to  achieve  this  purpose. 

3.  Connecticut  Peer  Review  Organization  (CPRO) 

It  was  VOTED  to  adopt  the  following  resolution: 

a.  Approve  the  concept  of  public  and  private  review 
as  presented. 

b.  Urge  the  Task  Force  to  take  into  account  today’s 
discussion,  to  deal  with  criticism  expeditiously  and 
to  educate  Society  members  in  a timely  and  effec- 
tive manner. 

c.  Urge  members  and  component  associations  to  make 
their  concerns  known  to  the  Task  Force. 

d.  Approve  the  formation  of  a suitable  Corporation 
with  monitoring  and  approval  by  the  CSMS 
Council  of  the  formative  stages. 

e.  Urge  the  Corporation  to  consider  providing  in  its 
bylaws  that  a quorum  for  the  transaction  of  busi- 
ness by  the  Board  of  Directors  or  any  committee 
shall  require  the  same  proportion  of  physicians  to 
be  present  as  the  proportion  of  physicians  on  the 
total  board  or  committtee. 

f.  That  the  Society  receive  an  annual  report  on  the 
condition  and  functioning  of  the  Corporation. 


ADDRESS  OF  THE  PRESIDENT 
Annual  Meeting-House  of  Delegates 
May  25,  1983 

Gioacchino  S.  Parrella,  M.D. 

Milford,  Connecticut 

I would  be  certainly  failing  in  my  obligations  to  this 
House  if  I were  to  conclude  my  year  as  your  President 
without  expressing  my  deep  gratitude  to  our  helpful,  ef- 
ficient and  courteous  staff  at  the  state  office  in  New 
Haven.  When  you  honored  me  by  electing  me  to  this  high 
office  I was,  to  say  the  least,  only  vaguely  cognizant  of 
the  widespread  monitoring  and  research  that  goes  on  by 
our  staff  in  order  to  keep  us  aware  of  the  different  forces 
which  sometimes  seem  to  be  massed  against  us.  Frankly, 
there  are  many  bodies,  state  as  well  as  Federal,  which 
seek  to  change  the  way  we  practice  our  art.  None  of  these 
have,  or  will  in  the  future,  in  my  opinion,  changed 
American  medicine  for  the  better.  If  it  weren’t  for  Rick 
Fiorentino  watching  Federal  and  state  committees  and  Bob 
Brunell  keeping  an  eagle  eye  on  the  professional  liability 
mess,  we  would  certainly  be  easy  targets  for  bureaucratic 
domination.  How  often  would  we  be  led  innocently  to 
slaughter  if  Frank  Sweeney  did  not  carefully  peruse  and 
assess  the  legal  shenanigans  going  on  in  our  legislature? 
Josephine  Lindquist  has  been  a great  source  of  informa- 
tion as  far  as  what  has  transpired  in  the  Council  in  the 
past  and  she  has  kept  us  on  the  straight  and  narrow  in 
our  present  deliberation.  Furthermore,  it  is  she  who  is 
mainly  involved  in  arranging  all  of  the  details  for  our 
House  meetings,  and  she  does  this  with  great  expertise. 
Above  all,  the  state  society  is  blessed  with  Tim  Norbeck, 
who  is  nationally  recognized  as  a leader  in  the  field  of 


medical  society  executive  directors.  I know  I could  not 
have  been  effective  if  I did  not  frequently  avail  myself 
of  his  wise  counsel  and  many  background  briefings.  I shall 
miss  our  monthly  luncheon  meetings  very  much.  Last, 
but  not  least,  my  thanks  to  the  supportive  and  efficient 
secretarial  staff. 

I have  stated  before  that  I wish  we  could  have  ac- 
complished great  fetes  during  this  year,  but  alas,  many 
problems  remain.  The  Connecticut  PRO  has  made  an  ex- 
cellent beginning  but  still  needs  a lot  of  work.  DRG’s  are 
on  the  horizon  but  how  they  will  be  introduced  and  their 
essential  effectiveness  is  already  being  questioned.  Speak- 
ing frankly,  health  care  costs  still  remain  very  high. 
Perhaps  if  our  over-inflated  dollars  of  today  were  con- 
verted to  1933  dollars,  we  would  appear  not  to  be  spend- 
ing as  much  as  it  would  seem  to  the  casual  observer.  But 
look  how  much  more  we  can  get  in  terms  of  diagnosis, 
drugs,  and  treatment  procedures  when  compared  to 
medicine  as  we  knew  it  fifty  years  ago.  No,  it  still  is  not 
what  you  would  call  a bargain.  Furthermore,  our  senior 
citizens  consume  a larger  and  larger  bulk  of  our  expen- 
ditures for  health.  There  appears  to  be  no  cure  for  this. 
We  will  not  tolerate  our  seniors  being  considered  second 
class  citizens  where  medical  care  is  concerned.  We  will 
not  tolerate  medicine  that  does  not  include  the  intelligent 
use  of  our  advanced  technology  even  though  it  is  extreme- 
ly expensive. 

Another  drain  on  our  medical  cost  is  professional  liabili- 
ty insurance  and  the  outrageous  awards  that  accompany 
settlements.  Let’s  face  it,  malpractice  insurance,  whether 
covered  by  industry  or  captive  companies,  is  and  has  been 
a dismal  failure.  The  overwhelming  majority  of  money 
spent  goes  for  postponement  costs,  legal  costs,  court  fees, 
and  industry  profits.  Perhaps  17  cents  of  the  premium 
dollar  filters  down  to  the  patient.  Furthermore,  emotional- 
ly moved  juries  have  no  expertise  in  assessing  damages 
in  alleged  malpractice  cases,  and  therefore,  a cap  on 
awards  must  be  found.  Basically,  the  problem  is  that  there 
are  too  many  lawyers  and  our  schools  are  graduating  more 
and  more.  President  Bok  of  Harvard,  who  was  a law 
school  dean,  has  admitted  this  over-supply  and  has  urged 
bright  undergraduate  students  to  seek  careers  elsewhere  — 
that  is,  in  the  fields  of  mathematics,  science,  and  teaching, 
rather  than  enter  a profession  which  has  developed  the 
most  expensive  legal  system  in  the  world.  Even  so,  it  can- 
not manage  to  protect  the  rights  of  many  of  its  citizens. 
Undoubtedly,  the  rich  and  powerful  and  the  poor  and  weak 
are  unequal  under  the  law,  says  Dr.  Bok.  I heartily  en- 
dorse such  sentiments.  The  liability  insurance  industry 
must  be  curtailed  and  laws  must  be  changed.  In  Califor- 
nia, one  in  five  court  cases  are  malpractice  oriented,  and 
this  ratio  is  rising  almost  daily.  A no-fault  or  workmen’s 
compensation  type  of  coverage  must  be  started,  or  bet- 
ter, perhaps  we  should  have  the  patient  and  physician  pur- 
chase term  insurance  for  each  procedure  when  the  patient 
signs  the  treatment  contract.  I hope  that  CSMS  and  the 
AMA  will  initiate  a nationwide  investigation  into  alter- 
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nate  methods  of  malpractice  coverage.  It’s  about  time. 

Finally,  I would  like  to  express  some  thoughts  as  to  how 
physicians  organize  themselves.  I know  that  what  I will 
say  is  not  popular  but  I question  the  necessity  of  county 
as  well  as  state  physician  societies.  As  far  as  I know,  the 
county  forms  of  government  in  this  state  are  obsolete  and 
no  longer  exist.  Geographically  and  numerically  we  are 
a small  state  and  I feel  we  will  be  a stronger  state  society 
if  some  of  the  activities  were  not  duplicated  at  county 
levels.  We  would  speak  with  a stronger  voice  at  the  na- 
tional level  if  we  were  united  into  a large  single  state 
organization  instead  of  being  divided  into  those  of  us  who 
are  county  society  members,  those  who  are  state  members, 
and  lastly  those  who  are  county,  state  and  AM  A members. 
For  God’s  sake,  we  are  assaulted  at  all  sides.  Let  us  at 
least  present  a united  front  to  those  who  would  weaken 


and  emasculate  us.  There  will  be  ways  to  insure  propor- 
tionate representation  for  all  local  medical  societies  at  the 
state  House  of  Delegates  or  state  Council.  We  need  not 
fear  that  any  of  us  will  be  left  out  or  that  the  State  Medical 
Society  will  impose  its  will  unfairly  on  any  subordinate 
group.  After  all,  democracy  will  still  apply  and  I would 
hope  that  the  jealous  guarding  of  local  perogatives  will 
yield  to  the  strong  united  voice  of  all  physicians  in  Con- 
necticut. 

It  is  an  easy  and  almost  routine  thing  for  me  to  say  thank 
you  for  the  high  honor  you  have  bestowed  on  me  for  the 
past  year,  but  I mean  it  sincerely  and  I hope  that  I have 
served  you  adequately.  Poets  have  a way  of  saying  many 
things  better  than  we  do  in  our  daily  conversation.  Henry 
Fielding  said,  “When  I am  not  thanked  at  all,  I am  thanked 
enough.  I have  done  my  duty  and  I have  done  no  more.” 


LAW,  MEDICINE  AND  PUBLIC  POLICY 
(continued  from  p.  443) 

“In  effect,  the  Commission  was  instructed  to  bring 
ethical  analysis  of  the  implications  of  medical  practice 
and  research  out  of  the  classrooms,  the  hospital  wards, 
and  the  scholarly  journals  and  into  a public  forum  in 
Washington.  If  not  unique  in  the  annals  of  government 
panels,  the  President's  Commission  was  at  least  highly 
unusual.  In  fulfilling  its  mandate,  the  Commission  has 
chosen  to  speak  to  many  different  audiences,  depen- 
ding upon  the  topic  — not  only  the  President  and  Con- 
gress, to  whom  it  reports  directly,  but  also  the 
American  people,  as  individuals  and  as  members  of 
professional  associations,  law  reform  bodies,  groups 
of  state  and  local  officials,  and  religious  and  civic 
organizations. 

The  topics  scrutinized  by  the  President’s  Commission 
over  the  past  three  years  have  carried  it  to  the  heartlands 
as  well  as  the  frontiers  of  biomedical  practice  and  in- 
vestigation. The  enormously  challenging  issues  addressed 
by  the  Commission  are  not  arcane.  Rather,  they  are  ques- 
tions that  increasingly  confront  all  Americans,  individually 
as  participants  in  health  care  and  collectively  as  citizens 
in  a democracy  in  which  many  bodies,  from  local  hospitals 


to  Federal  agencies,  must  grapple  with  issues  of  life  and 
death.  The  intention  of  the  Commission  in  all  its  reports 
has  been 

• to  help  clarify  the  issues  and  highlight  the  facts  that 
appear  to  be  most  relevant  for  informed  decision 
making; 

• to  suggest  improvements  in  public  policy  at  various 
levels,  not  exclusively  Federal,  and  through  various 
means,  not  — it  turned  out  — primarily  legislative;  and 

• to  offer  guidance  for  people  involved  in  making  deci- 
sions, though  not  to  dictate  particular  choices  on  moral 
grounds.”3 

The  result  of  this  process  has  been  an  impressive  body 
of  information,  analysis  and  recommendations  which  will 
be  discussed  in  next  month’s  column. 

REFERENCES 

1.  President’s  Commission  for  the  Study  of  Ethical  Problems  in 
Medicine  and  Biomedical  and  Behavioral  Research,  Summing  Up, 
US  Government  Printing  Office,  Washington,  DC  (1983). 

2.  Public  Law  95-622. 

3.  Summing  Up,  supra  note  1,  at  3. 
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PHYSICIAN  PLACEMENT  SERVICE 

The  Society  maintains  the  Physician  Placement  Service  as  a service  to  the  medical  profession  in  Connecticut. 
Opportunities  for  physicians  to  locate  in  Connecticut  will  be  published  as  space  permits  and  will  be  distributed 
to  physicians  making  inquiries  of  such  opportunities.  Information  should  be  sent  to  160  St.  Ronan  St.,  New 
Haven,  CT06511  (203-865-0587). 

Physicians  wishing  to  establish  practice  in  Connecticut  are  invited  to  submit  a resume  to  be  kept  on  file  with 
the  Society.  An  announcement  of  a physician’s  availability  will  be  published  in  two  issues  of  Connecticut 
Medicine  as  space  permits. 


MEDICAL  PRACTICE  WANTED 

A Board  Internist  is  seeking  to  buy  a general  Internal  Medicine  prac- 
tice in  greater  Bridgeport  area.  Please  call  374-0588. 


OPPORTUNITIES  FOR  PRACTICE 

(If  no  name  is  listed,  contact  the  Physician  Placement  Service  for  more 
details.) 

Aetna  Life  & Casualty  has  an  immediate  opening  for  an  Associate 
Medical  Director  in  the  Claim  Department  of  the  Commercial  Insurance 
Division.  This  will  be  a challenging  opportunity  to  work  in  a Medical 
Department  involved  on  a national  level  with  malpractice,  product 
liability,  occupational  medicine,  workers'  compensation  and  No  Fault 
automobile  claims  analysis.  The  physician  will  assist  defense  attorneys 
and  coordinate  health  issues  programs  with  major  national  accounts.  The 
successful  candidate  will  have  board  eligibility  or  be  board  certified  in  a 
major  specialty.  Applicants  must  have  a minimum  of  five  years  clinical 
experience.  Prior  insurance  consulting  experience  desirable.  Some 
travel  should  be  expected.  Salary  up  to  $60,000  plus  comprehensive 
benefits  package.  Send  replies  to  Maureen  Kolago,  Executive  Develop- 
ment, Aetna  Life  & Casualty,  450  Capitol  Ave.,  Hartford,  CT  06156 
An  equal  opportunity/affirmative  action  employer 


EMERGENCY  MEDICINE 


EMERGENCY  PHYSICIAN  — Full  time  position  available  at  modem 
226-bed  community  hospital  in  eastern  Connecticut;  40,000  visits 
yearly;  42-hour  work  week;  salary  negotiable.  Prefer  emergency  medi- 
cine, family  practice  training  orexpenence  with  ACLS,  ATLS  certifica- 
tion. Send  resume  to  Director  of  Personnel,  The  William  W.  Backus 
Hospital,  326  Washington  St..  Norwich,  CT  06360. 

EMERGENCY  DEPARTMENT  PHYSICIAN,  Full  time  position  avail- 
able in  Fairfield  County,  CT.  Seeking  physician  interested  in  Emergen- 
cy Medicine  as  a career  to  join  established  staff  in  new,  modem  universi- 
ty affiliated  teaching  hospital  with  40,000  visits  per  year.  Salary  com- 
petitive. Excellent  benefit  package  including  liability  coverage.  Also 
interested  in  applicants  who  may  only  wish  to  work  night  shifts.  Please 
submit  curriculum  vitae  to  ER/DVS,  CSMS,  160  St  Ronan  St.,  New 
Haven,  CT  065 1 1 

Full-time  position  available  in  modem , well-equipped  emergency  room , 
73  bed  hospital  in  beautiful  northwestern  Connecticut.  Contact  Albert 
Ayers,  M.D.,  Director  of  Emergency  Services,  Winsted  Memorial 
Hospital,  1 15  Spencer  St.,  Winsted,  CT  06098. 

EMERGENCY  PHYSICIAN.  Norwalk  Hospital,  a progressive 
Southwestern  Connecticut  hospital,  located  on  Long  Island  Sound,  is 
seeking  a physician  with  significant  experience  in  Emergency  Medicine, 
preferably  Emergency  Residency  trained.  We  have  an  active  service 
which  includes  our  own  ALS  ambulance.  There  is  a separate  primary 
care  facility  and  a full  range  of  equipment  and  specialty  physician  sup- 
port. Major  affiliation  with  Yale  University.  Excellent  compensation 
commensurate  with  qualifications  and  experience.  Please  send  curriculum 
vitae  in  confidence  to:  Melvin  D.  Orlins,  M.D.,  Chairman,  Dept,  of 
Emergency  Medicine,  Norwalk  Hospital,  Norwalk,  CT  06856.  An  equal 
opportunity  employer. 


Community  hospital  located  in  New  England  near  a major  metropolitan 
area  is  seeking  a board  eligible  or  certified  physician  to  become  Director 
of  the  Emergency  Department.  Prime  opportunity  to  join  medical  man- 
agement team  and  participate  in  delivering  high-quality  care.  Also 
involves  community  outreach  and  directing  staff.  Excellent  salary  and 
benefits  package.  Strict  confidentiality.  Contact:  Scott  A.  Farber,  (203) 
866-1144. 

GENERAL/FAMILY  PRACTICE 

GENERAL/FAMILY  PRACTITIONER  with  Connecticut  license 
needed  to  join  an  established  group  practice  in  Hamden  (New  Haven 
Area).  Excellent  income  opportunity  and  good  benefits  with  no  invest- 
ment required.  Forty-hour  week.  Office  Practice  Call:  Mrs.  Sicilia 
203-787-7194. 

GROUP  PRACTICE 

Part-time  experienced  physician  needed  for  active  primary  medical 
care  center  in  Hamden,  hours  flexible,  phone  248-8142. 

300  Main  St.,  Bristol,  CT.  Health  care  group  re-organizing.  Seeking 
Opthalmologist  and  Neurologist  to  set  up  independent  practice  in  an 
established  health  care  facility.  Facility  is  group  owned  and  presently 
includes  Radiologists,  Pediatricians,  Surgeons,  Ear  Nose  and  Throat, 
Optometrists  and  a Clinical  Laboratory.  Contact:  Dr.  Herbert  Glass 
(203)  589-2112. 

INSTITUTIONAL  MEDICINE 

General  practitioner  wanted  as  full-time  Staff  Physician  for  450- bed 
multi-licensed,  JCAH  approved  geriatric  institution. Geriatric 
experience  preferred.  Will  work  standard  workweek,  rotation  with 
weekend  call.  Please  send  resume  with  salary  requirements  to: 
Director  of  Personnel,  Masonic  Home  and  Hospital,  P.O.Box  70, 
Wallingford,  CT  06492. 

Internist  for  hospital  ward  and  staff  duty  in  a State  Hospital  of  350 
beds  (300  Chronic  and  50  acute)  mainly  geriatric  patients. Hospital 
has  an  organized  Medical  Staff,  all  standard  services  and  is  JCAH 
approved.  Work  week  of  35  hours  (occasional  nights  and  week-end 
work  is  compensated)  with  liberal  State  fringe  benefits. Send  C.V.  to 
R.J.  Cavalieri,  M.D.,  Chief  ofMedicine,  Veterans  Home  and  Hospi- 
tal, 287  West  St.,  Rocky  Hill,  CT  06067. 

INTERNAL  MEDICINE 

CIGNA  Corporation  is  looking  for  a specialist  in  internal  medicine  to  fill 
a salaried  position  as  Assistant  Medical  Director,  evaluating  medical/ 
liability  claims  and  life/health  applications.  This  also  requires  the  ability 
to  train  non-medical  personnel  and  negotiation  skills.  C.V  and  reply  to: 
Kenneth  C.  Carson,  All,  Assistant  Director  of  Employment,  CIGNA 
Corporation,  Hartford,  CT  06152. 

Internist  needed  to  join  busy  partnership.  Adult  Medicine  plus 
Hematology-Oncology.  Beautiful  new  offices.  Excellent  coverage  and 
vacation  time.  Contact  CSMS  Box  IM/SDS  or  call  203-393-2626 

INTERNIST/FAMILY  PRACTITIONER  with  CT  license  to  purchase 
established,  solo.  Internal  Medicine  practice  in  central  CT.  Gross 
$140,000.  Will  introduce.  Start  working  in  June,  83.  Send  inquiries  to 
P.O.  Box  945,  Wallingford,  CT,  06492. 

Established  Physician  has  office  space  to  rent  — full  time  or  part  time  — in 
Newington,  CT.  Please  write  to:  H.C.  Gold,  M.D.,  24  Walsh  Ave., 
Newington,  CT  06111. 
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AYR  INSURANCE  AGENCY,  INC. 

J.  LAUREN  AYR  ALISON  AYR 

"‘Growing  Bigger  by  Serving  Better" 

Group  Accident  and  Sickness  Insurance 
Group  Major  Medical  Insurance 
Group  Excess  Major  Medical  Insurance 
Group  Overhead  Expense  Insurance 

SPONSORED  BY 

THE  CONNECTICUT  STATE  MEDICAL  SOCIETY 

160  St.  Ronan  Street.  New  Haven.  Connecticut  065  1 I 
TELEPHONE  787-5947 


ELMCREST 


A COMPREHENSIVE 

MENTAL  HEALTH  TREATMENT  CENTER 

FOR  ADULTS  AND  ADOLESCENTS 


ELMCREST  PSYCHIATRIC  INSTITUTE  is  a 

105-bed  private  mental  health  treatment 
center  offering  a comprehensive  program  of 
diagnostic,  consultative,  treatment,  rehabili- 
tative, and  educational  services  for  adults  and 
adolescents.  Psychological  and  emotional 
disorders  are  treated  within  the  context  of  a 
therapeutic  community. 

FOR  FURTHER  INFORMATION  CONTACT: 

Gordon  R.  Beem,  M.P.H. 

Administrator 

Lane  Ameen,  M.D.,  F.A.P.A 
Medical  Director 


Elmcrest  accepts  Blue  Cross,  CHAMPUS, 
Medicare,  and  other  insurance  coverage. 


THE  TREATMENT  PROGRAM  INCLUDES: 

□ DIAGNOSTIC  SERVICES  AND  PSYCHOPHARMACOTHERAPY 
CRISIS  INTERVENTION  AND  EMERGENCY  SERVICES 

□ INDIVIDUAL,  GROUP.  AND  FAMILY  PSYCHOTHERAPY 

□ ADOLESCENT/SCHOOL  PSYCHOEDUCATIONAL  PROGRAM 

□ DRUG,  ALCOHOL  AND  VOCATIONAL  REHABILITATION 

I CREATIVE  THERAPIES  SERVICE  (Art,  Recreation,  Occuoa- 
tional,  Dance/Movement,  Horticulture) 

□ GERIATRIC  GUIDANCE  CENTER 

□ DAY  HOSPITAL 

ELMCREST  PSYCHIATRIC  INSTITUTE 

25  Marlborough  Street 
PORTLAND,  CONNECTICUT  06480 
Telephone  (203)  342-0480 
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PHYSICIANS  WISHING  TO  LOCATE  IN 
CONNECTICUT 

ANESTHESIOLOGY 

1 month  notice.  Presently  in  practice.  Age,  51.  AB  cert  MD,  T.  N. 
Medical  College,  Bombay,  India;  Int.,  Mercy  Hospital,  Toledo,  OH; 
Res.,  St.  Charles  Hospital  and  Sinai  Hospital,  Toledo,  OH;  Fellowship, 
Sinai  Hospital.  Eager  to  move  east.  Will  work  in  association  or  Head 
a small  department.  Write  CSMS.  KMB/ANES. 

Oct  ’83.  Age  32.  Presently  in  practice.  FLEX.  AB  elig.  MD,  Auton- 
omous University  of  Guadalajara,  Mexico;  Int.,  Nassau  County  Medical 
Center.  Prefers  solo  or  group  type  of  practice  in  a medium  to  large-sized 
community.  Contact,  Robert  Sackheim,  M.D.,  200  Carman  Ave.,  2B, 
East  Meadow,  NY  11554. 

July  '83.  Age  35.  Licensed  in  Connecticut.  AB  elig.  MD,  M P Shah 
Medical  College,  Jamnagar,  India;  Int..  Booth  Memorial  Medical  Cen- 
ter, Flushing,  NY;  Res.  and  Fellowship,  Albert  Einstein  Medical  Cen- 
ter, Philadelphia,  PA.  Prefers  group  practice  in  a medium-sized  com- 
munity. Write,  Vithal  D.  Kardani,  M D , 408  Elkin  Residence,  5501  N. 

I Ith  St.,  Philadelphia,  PA  19141. 

DERMATOLOGY 

Available  1 to  2 months.  Licensed  in  Connecticut.  Presently  in  prac- 
tice. Age,  40.  Nat’l  bds.  AB  elig.  MD,  State  University  of  NY  at  Buf- 
falo; Int.,  Mount  Sinai  Hospital;  Res.,  NY  Hospital  — Cornell  Medical 
Center.  Is  interested  in  joining  a medical  group  where  she  can  see  pa- 
tients once  or  twice  a week.  Contact  CSMS,  CLS/DERM. 

EMERGENCY  MEDICINE 

May  '83.  Age  25.  Presently  in  practice.  Nat'l  bds.  MD,  University  of 
Missouri-Kansas  city.  Int.,  University  of  Kansas  Medical  Center. 
Wishes  group  or  institutional  type  practice  in  medium  to  large-sized 
community.  Currently  practicing  in  St.  Louis,  MO  as  a full  time 
emergency  department  physician.  Write,  Denise  Lynn  Davis,  M.D., 
6176  Pershing  Street,  St.  Louis,  MO  63112. 

GENERAL  PRACTICE 

April  '83.  Presently  in  practice.  Licensed  in  Connecticut  Age,  62.  MD, 
Dalhousie  University;  Int.,  Victoria  General  Hospital;  Res.,  Duke 
University,  NC.  Prefers  group  or  institutional  medicine.  Willing  to  prac- 
tice Emergency  Medicine  and  Anesthesiology.  Write  Ben  D.  Karrel, 
M.D.,  199  Willow  St..  Truro,  Nova  Scotia,  Canada. 

July  '83  or  Oct.  '83.  Age  28.  Nat’l  bds.  AB  elig.  MD,  The  University 
of  Texas  Southwestern  Medical  School  at  Dallas;  Int.  and  Res.,  Evanston 
Hospital  (Affiliate  of  Northwestern  University  McGraw  Medical  Center, 
Evanston,  IL.  Desires  Primary  Care  General  Internal  Medicine  as  part 
of  a group  near  a teaching  hospital.  Write  to  Maryann  Guill,  M.D., 
1510  Central  St.,  Apt.  2C,  Evanston,  IL  60201 


INTERNAL  MEDICINE 

Available  summer  83.  Age  33.  Licensed  in  Connecticut.  Presently  in 
practice.  Nat’l  bds.  AB  cert.  MD,  Albert  Einstein;  Int.  and  Res., 
Montefiore  Hosp.,  Pittsburgh.  Interested  in  solo,  group,  or  associate 
type  practice  in  lower  Fairfield  County.  Write  CSMS,  RWS/IM. 

HEMATOLOGY/ONCOLOGY.  Sept.  '83.  Presently  in  practice.  Age, 
36.  Nat’l  bds.  AB  cert.  MD,  Tufts  University;  Int.,  Montefiore  Hospital 
and  Medical  Center,  NY;  Res.,  Maimonides  Medical  Center,  NY; 
Fellowship,  Anderson  Hospital  and  Tumor  Institute,  Houston,  TX  (On- 
cology); University  of  Washington  School  of  Medicine,  Seattle,  WA 
(Hematology).  Prefers  group  practice  or  HMO.  Write  CSMS,  RJS/IM. 

OBSTETRICS/GYNECOLOGY 

July  '83.  Age  38.  AB  elig.  MD,  Korea  University;  Int. , Little  Company 
of  Mary  Hospital;  Res.,  Brooklyn  Hospital  Desires  solo,  group  or 
associate  type  practice.  Contact,  Kyung  S.  Cha.  M D. , 240  Willoughby 
St.,  #6G.’  Brooklyn,  NY  1 1021 


OPHTHALMOLOGY 

July  '83.  Age  40.  FLEX.  AB  elig.  MD,  Liaquat-Medical  College, 
Pakistan;  Int.,  Roger  Williams  General  Hospital,  Providence,  Rl;  Res., 
Howard  University  Hospital,  Washington,  DC;  Fellowship,  Downstate 
Medical  Center,  Brooklyn,  NY.  Write.  Tariq  Saeed,  M D , 6906 
Sprouse  Court,  Springfield,  VA  22153. 

August  '83.  Age,  29.  Nat’!  bds.  AB  elig.  MD,  Boston  University;  Int., 
Rhode  Island  Hospital;  Res.,  Vanderbilt  University;  Fellowship,  Manhat- 
tan Eye,  Ear  and  Throat  Hospital.  Desires  solo,  group,  associate  or  in- 
stitutional type  practice.  Write  CSMS,  HJMC/OPH 

ORTHOPEDIC  SURGERY 

July  '84.  Age  29.  Nat’l  bds.  MD,  University  of  Massachusetts,  Int.  and 
Res.,  University  of  Virginia.  Desires  group  practice.  Write  Kevin  N. 
Mabie,  M.D.,  2822  Longview  Ave.,  S.W.,  Roanoke,  Virginia  24014. 

PATHOLOGY 

Immediately  available.  Age,  42.  AB  elig.  MD,  University  of  Brussels, 
Belgium;  Res.,  Bridgeport  Hospital.  Is  willing  to  work  in  private  sec- 
tor or  in  a hospital  setting.  Will  accept  other  positions  in  medical  field. 
Write  CSMS,  ELG/PATH 

Aug.  ’83.  Age  33.  Presently  in  practice.  Nat'l  bds.  AB  cert.  MD, 
University  of  Utah;  Int.,  University  of  New  Mexico;  Res.,  Roger  Wil- 
liams General  Hospital,  Providence,  RI;  Fellowship,  Washington  Hos- 
pital Center,  Washington,  DC  and  Hartford  Hospital,  Hartford,  CT 
Prefers  assoc,  or  institutional  type  practice  in  small  to  medium-sized 
community . Also,  interested  in  general  surgical  pathology  and  cytology . 
Write,  Roberts.  Grover,  M.D.,  229N.  English,  Springfield.  11.62704. 

PEDIATRICS 

Oct.  ’83.  Licensed  in  Connecticut.  Presently  in  practice.  Age  32.  AB 
elig.  MD,  Grant  Medical  College,  Byculla,  Bombay,  India.  Int.  and 
Res.,  Maimonides  Medical  Center,  Brooklyn,  NY.  Prefer  solo,  group, 
associate  or  institutional  type  practice  in  a medium  to  large  sized  com- 
munity. Write  Pumima Kothari,  M.D.,  95049th  St.,  Apt.  8-F,  Brooklyn, 
NY  11219. 

NEONATOLOGY.  May  ’83.  Presently  in  practice.  Age,  40.  AB  cert. 
(Ped),  Elig.  (Neo.),  MD,  State  University  of  Haiti;  Int.,  St.  John’s 
Episcopal  Hospital;  Res.,  The  Brooklyn-Cumberland  Medical  Center; 
Fellowship,  Lutheran  General  Hospital.  Prefers  solo,  group,  associate 
or  institutional  type  practice.  Enjoys  contact  of  younger  generation 
through  teaching.  Write  Frantz  E.  Brea,  M.D.,  250  East  54th  St., 
Brooklyn,  NY  11203. 

SURGERY 

July  '83.  Age,  49.  MD,  Shantung  Medical  School  (China);  Int., 
Maimonides  Medical  Center,  Brooklyn,  NY  (Surgery);  Res.,  Mount 
Sinai  Medical  Center,  NY  (Anes.).  Has  accepted  2 years  training  in 
Surgery  and  Anesthesiology  in  NY  and  20  years  experience  in  China. 
Prefers  institutional  or  industrial  type  practice.  Write  CSMS,  BKT/SUR. 

GENERAL  AND  VASCULAR.  July  ’83.  Age  32.  FLEX.  AB  elig.  MD. 
South  Ansarat  University,  Surat,  India;  Int.  and  Res.,  State  University 
of  NY  at  Buffalo,  NY;  Fellowship,  Southern  Illinois  University  School 
of  Medicine.  Prefers  group,  associate  or  institutional  type  practice  in 
medium  to  large-sized  community.  Write  Jayesh  R.  Modi,  M.D.,  740 
North  Bruns  Lane.  Springfield,  IL  62702. 

GENERAL  AND  VASCULAR.  July  ’83.  Age  33.  AB  elig.  MD,  Haile 
Sellasie  I University,  Addisababa,  Ethiopia;  Int.,  Res.  and  Fellowship, 
Miamonides  Medical  Center,  Brooklyn,  NY.  Prefers  solo,  group, 
associate  or  institutional  type  practice  in  a medium  to  large  sized  com- 
munity. Write  Mayur  Kothari,  M.D.,  950  49th  St.,  Apt.  8-F,  Brooklyn, 
NY  11219. 

UROLOGY 

July  ’84.  Age  31.  Nat’l  bds.  AB  elig.  MD  and  Int.,  S.U.N.Y.  at 
Upstate  Medical  College  and  Buffalo  Hospital;  Res.,  Buffalo 
General  Hospital;  Fellowship,  Boston  University  Medical  Center. 
Desires  solo,  group  or  associate  type  practice  in  a medium  to  large- 
sized community.  Write.  Gary  N.  Dunetz,  M.D..  310  LaGrange  St., 
Chestnut  Hill,  MA  02167. 
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CLASSIFIED 


NEW  YORK  FERTILITY 
RESEARCH  FOUNDATION,  INC. 

For  the  Investigation  of  Problems  of 
Human  Infertility 

The  Foundation  provides  a complete  diag- 
nostic and  consultation  service  for  infertile 
couples.  Investigations  are  conducted  bv  well- 
known  specialists  in  conjunction  with  consul- 
tants in  the  various  fields  of  medicine  related 
to  infertility. 

The  Foundation  is  supported  by  an  m-house 
modern  laboratory  eguipped  to  do  most  tests 
required  for  diagnosis  and  treatment.  Litera- 
ture on  request. 

1430  Second  Avenue,  New  York,  N Y.  10021 
Phone:  744-5500 


Your  Medical 
Education- 

may  lead  to  a career  choice  you  haven't  consid- 
ered— Insurance  Medicine. 

We  are  looking  for  an  M.D.  specialist  in  Internal 
Medicine  to  till  this  salaried  position  evaluating 
medical/l iabi I ity  claims  and  life/health  applica- 
tions. Ability  to  train  non-medical  personnel  and 
negotiation  skills  necessary. 

Regular  hours  mean  time  for  you  to  pursue  other 
interests.  Excellent  living  conditions  and  recre- 
ational areas  nearby  our  suburban  Hartford 
location. 

We  are  a leading  provider  of  insurance  and  related 
financial  services. 

Please  send  C.V.  and  reply  to: 

Kenneth  C.  Carson  A- 1 I 
Assistant  Director  of  Employment 
Connecticut  General  Life  Insurance  Company 
Hartford,  CT  06152 

Connecticut  General  Life  Insurance  Company 

a CIGNA  c<  >mpany 


Equal  Opportunity  Employer  M/F/HC 


CLASSIFIED  ADVERTISING  RATES 

$40.00  for  25  words  or  less;  50  cents  for  each  additional 
word. 

$3.00  per  insertion  for  confidential  answers  sent  in  care  of 
CONNECTICUT  MEDICINE  Payable  in  advance. 

No  agency  commission  on  classified  advertising. 

Closing  date:  Copy  must  be  received  by  the  first  day  of  month 
preceding  month  of  issue. 


FAMILY  PHYSICIANS.  Unique  opportunity  for  BC/BE  Family  Practice 
physician  to  join  prepaid  Group  Practice  in  Kansas  City.  To  staff  and 
develop  a Family  Practice  facility  15  minutes  from  established  multi- 
specialty Group  Practice.  Facility  will  include  laboratory,  x-ray,  and 
pharmacy  Attractive  salary  structure  and  liberal  fringes.  Starting  salary 
based  on  experience  Recruitment  and  relocation  expenses  covered.  Send 
CV  to  Michael  R Soper,  M D.,  6801  E 1 17th  St.,  Kansas  City,  MO 
64134  or  call  (816)  765-6200. 


MATERIAL  printed  in  Connecticut  Medicine,  the  journal  of  the  Con- 
necticut State  Medical  Society,  is  covered  by  copyright.  Written  per- 
mission must  be  obtained  before  reproducing,  in  part  or  in  whole,  any 
material  published  in  Connecticut  Medicine. 

Connecticut  Medicine  does  not  hold  itself  responsible  for  statements 
made  by  any  contributor. 

PROSPECTIVE  authors  preparing  manuscripts  for  submission  to  Con- 
necticut Medicine  should  consult  “Information  for  Authors.”  This  material 
may  be  obtained  from  the  Journal  office.  The  manuscript,  including 
references,  should  be  typed  double  spaced;  all  material,  including  figures, 
should  be  submitted  in  duplicate.  The  transmittal  letter  should  designate 
one  author  as  correspondent  and  include  his  complete  address  and 
telephone  number. 

MANUSCRIPTS  should  be  submitted  to  the  Editor,  J Alfred  Fabro, 
M.D.,  Connecticut  Medicine,  160  St.  Ronan  St.,  New  Haven,  CT. 
06511.  Manuscripts  are  received  with  the  explicit  understanding  that 
they  are  not  simultaneously  under  consideration  by  any  other  publication. 

ALTHOUGH  all  advertising  material  is  expected  to  conform  to  ethical 
medical  standards,  acceptance  does  not  imply  endorsement  by  this 
journal. 

REPRINTS  are  available  at  an  established  schedule  of  costs.  A reprint 
rate  and  order  form  is  sent  to  the  author  with  his  page  proofs. 

SUBSCRIPTION  RATE:  The  subscription  price  per  year  for  members 
of  the  Connecticut  State  Medical  Society  is  included  in  the  annual 
membership  dues.  The  subscription  price  per  year  for  nonmembers  is 
$15  00  (Canada  and  foreign,  $30.00).  Single  copies  $2.50. 

ADDRESS  editorial  and  business  correspondence  to: 

Connecticut  Medicine,  160  St.  Ronan  St.,  New  Haven,  CT.  0651 1 . Tel. 
(203)  865-0587. 

CONNECTICUT  MEDICINE  is  the  official  publication  of  the  Con- 
necticut Medical  Society,  a voluntary  non-profit  association  organized 
for  scientific  and  educational  purposes,  published  monthly  for  members 
of  the  Connecticut  State  Medical  Society. 
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Pancreatico-Colonic  Fistula:  A Complication  of 

Acute  Pancreatitis 

ROBERT  BERKE  SCHLESSEL,  M.D.  AND  VENKATACHALA  I.  SREENIVAS,  M.D. 


ABSTRACT— Pancreatico-colonic  fistula  has  been 
increasingly  recognized  over  the  last  fifteen  years.  The 
purpose  of  this  paper  is  to  review  the  literature  and 
report  three  cases  of  pancreatico-colonic  fistula.  For 
early  diagnosis,  the  complication  should  be  suspected 
in  all  cases  of  severe  pancreatitis.  The  triad  of  pro- 
tracted pancreatitis,  diarrhea,  and  a disappearing  ab- 
dominal mass  should  alert  one  to  the  diagnosis  of 
pancreatico-colonic  fistula.  Although  transient  clinical 
improvement  may  occur  after  fistulization,  thorough 
drainage  of  the  pancreatic  bed  and  a proximal  diver- 
ting colostomy  is  mandatory  to  avoid  the  often  lethal 
complications  of  sepsis  and  hemorrhage. 

The  severity  of  acute  pancreatitis  varies  from  a mild, 
self-limiting  process  to  a severely  fulminant  one  that 
sometimes  results  in  death.  Improvements  in  the  suppor- 
tive care  by  prolonging  the  survival  of  the  patients  with 
severe  pancreatitis  appears  to  have  contributed  to  the  in- 
creased occurrence  of  unusual  complications.  During  the 
past  fifteen  years,  fistula  formation  between  a severely 
inflamed  pancreas  and  the  stomach,  duodenum,  small  in- 
testine, pleural  cavity,  abdominal  wall  and  large  bowel 
has  been  recognized  with  increasing  frequency.  Unless 
recognized  early  and  treated  promptly  such  a complica- 
tion leads  to  death  by  sepsis  or  hemorrhage. 

Case  Reports 

Case  #1-  A 50-year-old  white  male  presented  with  severe  epigastric 
pain,  nausea,  and  vomiting  following  moderate  alcohol  intake.  When 
examined,  he  was  in  moderate  distress  with  abdominal  pain.  Tenderness 
was  present  in  the  upper  quadrants  and  no  masses  were  palpated.  Serum 
amylase,  lipase,  alkaline  phosphatase  and  bilirubin  were  elevated.  An 
upper  G.I.  series  showed  a rigid  antrum  with  the  loss  of  mucosal  pat- 
tern and  edema  of  the  duodenal  bulb,  suggestive  of  pancreatitis.  On  the 
fifth  day  after  admission,  his  temperature  rose  to  103  °F  and  on  the 
seventh  day,  a mass  was  felt  in  the  left  upper  quadrant.  Because  of  con- 
tinued fever,  his  abdomen  was  explored  on  the  ninth  day.  At  explora- 
tion, the  body  and  tail  of  the  pancreas  was  found  to  be  necrotic  with 
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an  abscess  communicating  with  the  splenic  flexure  of  the  colon.  The 
pancreatic  abscess  was  drained  and  a colostomy,  proximal  to  the 
pancreatico-colonic  fistula,  was  performed.  Postoperatively,  the  fever 
persisted  and  on  the  20th  hospital  day  he  was  re-explored  to  provide 
adequate  drainage  of  the  pancreatic  bed.  Following  drainage  the  fever 
subsided  and  his  general  condition  improved.  Ten  months  later,  he  under- 
went an  elective  cholecystectomy,  common  duct  exploration,  left  co- 
lon resection  (including  the  fistulous  tract)  and  a trasverse  to  sigmoid 
colon  anastomosis.  This  was  followed  by  an  uncomplicated 
convalescence. 

Comment:  Early  operative  intervention  with  drainage  of  the  pancreatic 
bed  and  a diverting  colostomy  was  helpful  for  the  survival  of  this  pa- 
tient. In  addition,  the  course  of  this  patient  exemplifies  the  need  for 
thorough  drainage  in  controlling  sepsis. 

Case  ttl-k  67-year-old  white  male  presented  with  severe  upper  ab- 
dominal pain,  nausea  and  vomiting.  He  gave  no  prior  history  of  alcohol 
abuse  or  history  suggestive  of  cholelithiasis.  On  examination,  there  was 
tenderness  and  guarding  in  the  upper  abdomen  without  any  masses. 
Serum  amylase  and  lipase  were  elevated,  while  his  alkaline  phosphatase 
and  bilirubin  were  within  normal  limits.  During  the  first  two  weeks  in 
the  hospital,  his  Hb/Hct  dropped  from  15.9/44.5  to  8.9/26.8,  and  his 
serum  calcium  from  8. 1 to  6.9.  During  the  second  week,  a mass  became 
palpable  in  the  left  upper  abdomen  which  was  localized  to  the  body  and 
the  tail  of  the  pancreas  by  sonography.  He  improved  gradually  with  sup- 
portive measures  and  was  discharged  to  be  re-admitted  for  internal 
drainage  of  the  pseudocyst  in  six  weeks. 

During  this  interval,  he  had  remained  well  except  for  persistent  diar- 
rhea. Upon  exploration,  marked  inflammatory  changes  in  the  entire 
transverse  mesocolon  were  noted.  The  pancreas  was  irregular,  firm, 
and  contained  a psuedocyst  with  thick  fluid.  The  cyst  was  drained  into 
a Roux-En-Y  loop  of  jejunum.  The  immediate  postoperative  course  was 
uncomplicated,  but  on  the  seventh  postoperative  day  he  developed  a fever 
to  104  °F.  An  inflammatory  mass  was  demonstrated  extending  from  the 
region  of  the  pancreas  to  the  right  flank  on  gallium  and  C.T.  scans. 
In  spite  of  draining  an  abscess  through  the  right  flank  on  the  twenty- 
second  hospital  day,  fever  continued.  On  the  31st  hospital  day,  he  passed 
bright  red  blood  through  the  anus  and  also  the  drain  site.  A fistula  be- 
tween the  pancreatic  bed  and  the  transverse  colon  was  demonstrated 
by  sinogram  and  hypaque  enema.  On  the  35th  hospital  day,  further 
debridement  and  wider  drainage  of  the  pancreatic  bed.  along  with  resec- 
tion of  the  pancreatico-colonic  fistula  and  involved  bowel  was  done. 
During  the  following  week,  the  patient  was  slowly  recovering  from  the 
operative  procedure  when  he  died  of  exsanguination  from  the  flank 
wound. 

Comment:  At  the  time  of  elective  exploration,  had  the  potential  com- 
plication of  a pancreatico-colonic  fistula  been  suspected  and  thorough 
drainage  of  pancreatic  bed  been  done,  the  complication  might  have  been 
avoided.  With  the  onset  of  sepsis  one  week  postoperatively,  fistulous 
tract  between  the  colon  and  the  pancreas  should  have  been  demonstrated 
by  contrast  enema,  and  an  emergent  diverting  proximal  colostomy  with 
thorough  drainage  of  the  pancreas  needed  to  be  performed.  By  diver- 
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ting  the  fecal  stream,  the  patient  may  have  survived,  by  preventing  the 
activation  of  trypsinogen  and  therefore  subsequent  hemorrhage  from 
the  colon,  as  well  as  eliminating  continued  contamination  of  the  pancreas. 

Case  #3  — A 62 -year-old  white  female,  who  was  on  prednisone  for 
rheumatoid  arthritis,  presented  with  the  sudden  onset  of  severe  upper 
abdominal  pain  and  hypotension.  On  examination,  her  abdomen  was 
rigid  and  diffusely  tender  with  the  absent  bowel  sounds.  With  a diagnosis 
of  a perforated  peptic  ulcer,  she  was  explored  without  delay.  At  ex- 
ploration, a ruptured  splenic  artery  aneurysm  was  found.  The  spleen 
along  with  the  aneurysm  was  removed  after  ligating  the  splenic  artery 
proximal  to  the  aneurysm. 

The  postoperative  course  was  complicated  by  the  development  of  pan- 
creatitis. Because  of  persistent  hyperamylasemia,  upper  abdominal  pain, 
and  a septic  course,  she  was  re-explored  for  drainage  of  the  pancreas 
on  the  20th  hospital  day.  During  the  postoperative  period,  drainage  from 
the  pancreatic  bed  gradually  decreased  and  subsequently  stopped. 

Approximately  two  years  later,  she  presented  with  weakness  and  up- 
per abdominal  pain.  Her  temperature  was  102  °F  and  the  skin  around 
the  drain  site  was  markedly  erythematous  and  tender.  The  amylase  con- 
tent in  the  drainage  was  35,000  I.U./L.  and  her  serum  amylase  was 
at  the  upper  limits  of  normal.  She  continued  to  be  febrile  and  on  the 
7th  day  developed  increasing  left  upper  quadrant  abdominal  pain  and 
dark  purulent  drainage  from  the  drain  site.  On  the  1 1th  day  a pancreatico- 
cutaneous  fistula  was  demonstrated  by  a sinogram.  Subsequently,  the 
drainage  became  fecalent  and  the  patient  developed  severe  diarrhea. 
Barium  enema  examination  demonstrated  a fistula  between  the  pancreas 
and  the  splenic  flexure  of  the  colon. 

Diarrhea,  sepsis,  and  fecalent  drainage  continued  and  on  the  52nd 
day,  the  fecal  stream  was  diverted  from  the  fistula  by  performing  an 
ileosigmoid  colostomy  with  a distal  ileal  and  proximal  sigmoid  mucus 
fistula.  In  addition,  the  pancreatic  bed  was  widely  drained.  Following 
an  uncomplicated  postoperative  course,  she  was  discharged  on  the  79th 
hospital  day. 

Thirteen  days  later,  she  was  readmitted  with  severe  left  lower  quadrant 
pain  of  five  days  duration,  inability  to  eat  and  a fever  of  102  °F.  A hypa- 
que  enema  demonstrated  disruption  of  the  ileosigmoid  anastomosis.  Cen- 
tral intravenous  hyperalimentation  was  begun  and  on  the  18th  day  she 
underwent  an  exploratory  laparotomy  with  the  drainage  of  her  left  lower 
quadrant  abscess.  The  patient  who  was  gradually  improving,  died  sud- 
denly on  the  31st  day,  following  an  episode  of  shortness  of  breath. 

A pulmonary  embolism  was  found  at  postmortem  examination  as 
well  as  a large  abscess  of  the  tail  of  the  pancreas  communicating  with 
the  splenic  flexure  and  the  stomach.  In  addition,  a second  abscess  in 
the  head  of  the  pancreas  completely  obstructing  the  duodenum  was 
present. 

Comment:  Earlier  recognition  and  treatment  of  the  pancreatico-colonic 
fistula  probably  would  have  reduced  the  hospital  stay  and  morbidity. 
Although  drainage  of  the  pancreas  and  diversion  of  the  fecal  stream  were 
performed,  the  fatal  complication  of  an  anastomotic  disruption  in  a 
severely  ill  patient  might  have  been  avoided  by  performing  a proximal 
diverting  colostomy  in  the  transverse  colon  with  a mucus  fistula.  Upon 
recovery,  the  involved  colon  could  have  been  resected  and  an  anastomosis 
between  transverse  and  sigmoid  colon  performed. 

Discussion 

The  anatomic  relationship  between  the  pancreas  and  the 
peritoneal  coverings  of  the  colon  by  confining  and  direc- 
ting the  spread  of  inflammatory  exudates  from  the  pan- 
creas to  the  colon  predispose  to  colonic  involvement  in 
pancreatitis.  The  two  layers  of  the  transverse  mesocolon 
extend  to  cover  the  surfaces  of  the  head  and  body  of  the 
pancreas.  The  pancreatic  tail  lies  within  the  splenic  flex- 
ure. Therefore,  inflammatory  exudates  from  the  pancreas 
have  access  to  the  transverse  mesocolon  and  the 
phrenicolienal  ligament  and  by  this  route  can  affect  the 
transverse  colon  and  splenic  flexure  along  with  their 
vascular  supply.  ' 

The  mechanism  of  colonic  necrosis  and  fistulization  in 


pancreatitis  is  not  clearly  understood.  Of  the  three 
theories,  one  postulates  that  inflammatory  products  reach 
the  transverse  colon  between  the  layers  of  the  mesocolon 
and  chemically  digest  the  wall  of  the  colon  to  result  in 
a fistula.  According  to  the  second  theory,  impairment  of 
vascular  supply  to  the  colon  from  pressure  of  an  enlarg- 
ing pancreatic  mass  leads  to  colonic  necrosis.  According 
to  the  third  party  theory,  pancreatic  enzymes  digest  the 
colonic  wall  but  this  seems  less  likely  because  the  pan- 
creatic enzymes  are  not  activated  until  they  come  in  con- 
tact with  colonic  enterokinases. 2A  Once  a fistula  is  form- 
ed, enterokinase  from  the  large  intestine  can  gain  access 
to  convert  inactive  trypsinogen  to  active  trypsin  which 
by  eroding  the  mucosal  and  submucosal  vessels  results 
in  hemorrhage.  Colonic  bacteria  reaching  the  pancreas, 
through  the  fistula,  gives  rise  to  septic  complications. 
Hemorrhagic  and  septic  complications  are  responsible  for 
the  high  mortality  of  pancreatico-colonic  fistula. 3 
Although  any  segment  of  the  gastrointestinal  tract  may 
be  involved  by  pancreatitis,  colonic  involvement  is  the 
most  serious. 5 The  severity  of  colonic  involvement 
ranges  from  mild  edema  to  frank  necrosis  and  fistuliza- 
tion. When  colonic  involvement  is  mild,  the  patient 
presents  with  watery  diarrhea;  with  more  severe  involve- 
ment of  the  colon,  such  as  with  necrosis,  hemestest 
positive  stool  would  be  present.  The  diagnosis  of 
pancreatico-colonic  fistula  should  be  suspected  in  patients 
with  pancreatitis  presenting  with  features  of  colonic  in- 
volvement but  especially  when  a previously  palpable  ab- 
dominal mass  disappears  and  diarrhea,  fever,  and 
hematochezia  appear.  The  presence  of  the  fistula  should 
be  confirmed  by  barium  enema.  By  early  diagnosis,  that 
is,  prior  to  the  development  of  hemorrhage  and  fulmi- 
nent  sepsis,  Alsumait  et  al  in  their  series  were  able  to  im- 
prove prognosis  with  seven  out  of  seven  survivors. 6 

One  may  think,  that  colonic  fistulization  after  a pro- 
tracted course  of  pancreatitis  would  be  beneficial,  as  it 
provides  an  egress  for  the  drainage  of  pancreatic  inflam- 
matory exudate.  However,  this  is  not  true.  In  the  series 
of  Berne  and  Edmondson,  50%  of  the  patients  develop- 
ing this  complication  expired.  Based  on  their  review,  these 
authors  recommend  proximal  diverting  colostomy  and 
thorough  debridement  with  external  drainage  of  the 
peripancreatic  collection. 3 

With  early  diagnosis  and  treatment,  the  complications 
of  sepsis  and  hemorrhage  can  be  reduced  and  mortality 
lowered.  Should  severe  hemorrhage  complicate  a 
pancreatico-colonic  fistula,  prompt  ligation  of  the  colon- 
ic bleeding  point  with  non-absorbable  suture  material,  a 
proximal  diverting  colostomy  and  drainage  of  the  pan- 
creas is  the  treatment  of  choice.  Sepsis,  when  present, 
should  be  treated  with  drainage  of  the  pancreas  in  addi- 
tion to  complete  diversion  of  the  fecal  stream  by  a prox- 
imal colostomy.  Continued  sepsis  results  from  inadequate 
drainage  and  requires  further  drainage. 7 

Although  resection  of  the  portion  of  the  colon  and  fistula 
has  been  performed  with  occasional  good  results,  patients, 


458 


CONNECTICUT  MEDICINE,  AUGUST  1983 


in  general,  are  too  sick  to  tolerate  such  an  extensive  pro- 
cedure at  the  time  of  initial  exploration.  Therefore,  it  is 
preferable  to  stage  the  operative  procedure  with  early  pro- 
ximal diverting  colostomy  and  thorough  drainage  followed 
subsequently  by  elective  bowel  resection  and  anastomosis. 
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AIDS  and  Directed  Donation 


The  recent  appearance  of  Acquired  Immune  Deficiency 
Syndrome  (AIDS)  has  raised  concerns  in  the  minds  of 
some  patients  about  the  transmission  of  AIDS  by  blood 
transfusion.  One  response  to  this  anxiety  has  been  an  in- 
crease in  requests  from  recipients  that  they  be  transfused 
only  with  blood  from  donors  selected  by  them.  We  do 
not  believe  that  such  “directed  donations”  are  in  the  best 
interest  of  patients  and  strongly  advise  hospitals  and  the 
Connecticut  Red  Cross  Blood  Program  not  to  offer  such 
arrangements. 

In  the  past  three  years  the  number  of  cases  of  AIDS 
possibly  linked  to  transfusion  totals  about  15.  Even  for 
these  few  cases,  documentation  of  the  link  between 
transfusion  and  AIDS  is  weak.  Considering  that  10-15 
million  individuals  have  been  transfused  in  the  same 
period,  the  risk  is  only  about  one  in  a million.  This  poten- 
tial risk  is  now  even  less  since  all  blood  centers,  including 
ours,  have  instituted  programs  to  restrict  donation  by  in- 
dividuals in  high  risk  groups.  There  is  no  evidence  that 
patient-selected  donors  could  reduce  this  already  low  risk 
and  some  reason  to  believe  that  the  administrative  com- 
plexity associated  with  directed  donor  programs  might  in- 
crease other  risks,  such  as  being  transfused  with  the  wrong 
blood.  In  addition,  pressure  to  donate  for  a friend  or 
relative  may  induce  some  individuals  to  be  untruthful  dur- 
ing the  donor  interview  and,  in  this  way,  increase  the  risk 
either  to  themselves  or  the  recipient. 


In  the  broader  sense  a widespread  increase  in  directed 
donations  has  the  potential  to  compromise  Connecticut's 
voluntary  blood  program  to  the  point  where  serious  short- 
ages may  ensue.  Were  directed  donations  allowed,  many 
individuals  would  no  longer  give  freely  for  community 
needs  but  would  await  a potential  — and  highly  unlikely  — 
call  to  give  a directed  donation  for  a friend  or  relative. 

Finally,  the  concept  of  directed  donation  rests  on  the 
incorrect  assumption  that  patient-selected  donors  are  better 
than  those  available  through  the  Connecticut  Blood  Pro- 
gram. For  years  blood  programs  have  had  requests  from 
patient  groups  who  wished  to  have  their  donors  chosen 
on  the  basis  of  race,  social  class,  club  membership,  church 
affiliation  or  other  non-medical  criteria.  We  have  rejected 
these  requests  because  of  our  belief  that  the  best  and  safest 
blood  program  for  all  patients  is  one  in  which  volunteer 
donors  give  freely  so  that  their  blood  can  be  used  by 
whoever  is  in  need.  The  current  medical  evidence  about 
AIDS  provides  no  sound  reason  to  change  this  approach. 
This  committee  strongly  reaffirms  its  support  of  our 
voluntary  blood  program  and  rejects  the  concept  of 
directed  donations. 

Connecticut  State  Medical  Society 
Committee  on  Organ  and  Tissue  Transfers 

The  CSMS  Council,  on  July  6,  1983,  voted  to  accept  in  principle  the 
Committee's  report. 
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Small  Bowel  Obstruction  Secondary  to 
Intraabdominal  Abscesses 

NGHIA  M.  VO,  M.D.,  JOHN  C.  RUSSELL,  M.D. 
AND  DONALD  R.  BECKER,  M.D. 


A review  of  82  episodes  of  small  bowel  obstruction 
(SBO)  revealed  seven  cases  due  to  abscesses.  Four  of  them 
occurred  in  the  early  post-operative  period  (mean  23 
days).  There  were  three  spontaneous  abscesses,  two 
secondary  to  perforated  cancer  and  diverticulitis  of  the 
sigmoid  colon,  and  one  occurring  after  open  heart  surgery. 
The  abscesses  were  located  in  the  pelvis  (3),  LLQ  (2), 
RLQ  (1),  and  upper  abdomen  (1).  The  cultures  were  poly- 
microbial. 

The  primary  procedures  included:  appendectomy,  plica- 
tion of  perforated  peptic  ulcer,  hysterectomy,  and  revi- 
sion of  ileostomy.  Drainage  of  abscesses  and  release  of 
the  bowel  loops  which  were  caught  by  the  inflammatory 
process  were  performed  in  all  patients  with  good  results. 
Bowel  resection  was  required  in  two  patients.  Obstruc- 
tion due  to  abscesses  could  not  be  differentiated  clinical- 
ly, radiographically,  or  by  laboratory  parameters  from 
that  due  to  simple  adhesive  bands.  There  was  no  mortali- 
ty in  this  series. 

This  report  underlines  the  high  incidence  (22%)  of 
abscesses  causing  early  post-operative  obstruction.  A high 
index  of  suspicion  will  allow  early  detection  and  drainage 
of  these  collections. 

The  small  bowel,  because  of  its  length,  is  in  close  prox- 
imity with  most  intra-abdominal  organs.  Any  inflamma- 
tion of  these  organs  will  result  in  a reflex  ileus.  Rarely, 
marked  inflammation  or  abscesses  may  cause  kinking  of 
the  small  bowel,  severe  enough  to  produce  a mechanical 
obstruction.  Thus,  appendicitis  or  colonic  diverticu- 
litis 3 10  have  been  known  to  cause  small  bowel  obstruc- 
tion (SBO).  In  this  report  we  will  try  to  define  the 
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characteristics  of  abscesses  causing  SBO  (small  bowel 
obstruction). 

Material  and  Patients 

Eighty-two  episodes  of  SBO  were  seen  in  70  patients 
treated  at  Saint  Francis  Hospital  and  Medical  Center  be- 
tween 1979  and  1981.  Simple  bands  and  those  causing 
gangrene  account  for  74%  of  cases.  Other  causes  include: 
abscesses  (9%),  cancer  (7%),  hernia  (6%),  and  mis- 
cellaneous (4%).  The  seven  cases  of  abscesses  causing 
SBO  will  be  described  in  detail.  The  average  age  is  42. 
There  were  six  males  and  one  female. 

Case  Reports 

Case  1:  A 57-year-old  male  had  a right  hemicolectomy  12  years 
previously  for  cancer.  He  was  admitted  for  tenderness  in  the  LLQ  and 
evidence  of  SBO.  On  exploration,  a loop  of  small  bowel  was  found  stuck 
to  an  inflammatory  sigmoid  mass  which  could  not  be  resected.  Small 
bowel  resection  and  diverting  sigmoid  colostomy  was  performed. 

Comment:  The  small  bowel  was  markedly  adherent  to  the  walled-off 
perforated  sigmoid  diverticulitis  with  abscess  and  required  segmental 
resection.  This  patient  was  thought  preoperatively  to  have  SBO  secon- 
dary to  bands. 

Case  2:  A 56-year-old  male  was  admitted  for  increasing  abdominal 
pain,  distension  and  tenderness  in  the  LLQ.  Changes  in  bowel  habits 
had  been  noted  during  the  last  three  months.  He  was  treated  with  a 
presumptive  diagnosis  of  acute  diverticulitis.  A barium  enema  was  non- 
contributory. He  became  more  distended,  and  at  operation  was  found 
to  have  a walled-off  abscess  from  a perforated  cancer  of  the  sigmoid 
colon.  A Hartmann  procedure  was  performed. 

Comment:  A perforated  cancer  of  the  sigmoid  colon  with  abscesses 
caused  mechanical  SBO.  A barium  enema  failed  to  document  the  le- 
sion as  well  as  the  perforation. 

Case  3:  A 63-year-old  male  underwent  a triple  coronary  bypass  for 
recurrent  disabling  epigastric  and  precordial  chest  pain.  The  patient  had 
a vagotomy  and  antrectomy  ten  years  ago  for  peptic  ulcer  disease.  He 
denied  any  history  of  drinking.  The  gallbladder  series  was  negative. 
He  was  seen  in  consultation  on  the  tenth  post-operative  day  for  increas- 
ing abdominal  distension,  vomiting  and  low  grade  fever.  Abdominal 
x-rays  showed  evidence  of  mechanical  obstruction.  He  was  found  on 
exploration  to  have  multiple  small  bowel  loops  adherent  to  a pancreatic 
abscess.  Subsequently,  he  underwent  a common  duct  exploration  for 
biliary  stones. 

Comment:  This  is  an  unusual  case  of  pancreatic  abscess  occurring  after 
open  heart  surgery.  This  patient  probably  had  multiple  episodes  of 
unrecognized  biliary  pancreatitis  along  with  evidence  of  coronary  artery 
disease.  Following  bypass,  he  developed  fulminant  pancreatic  necrosis 
and  abscess  manifested  by  SBO. 
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Case  4:  A 17-year-old  male  underwent  appendectomy  for  perforated 
appendicitis.  The  post-operative  course  was  complicated  by  a prolong- 
ed ileus.  He  was  discharged  on  the  18th  post-operative  day,  only  to  return 
three  days  later  with  evidence  of  SBO.  He  was  treated  conservatively 
first,  with  a Cantor  tube  and  finally  was  operated  and  found  to  have 
a pelvic  abscess  with  adherent  small  bowel  loops. 

Comment:  A persistent  SBO  along  with  a low  grade  fever  should  raise 
suspicion  of  an  intra-abdominal  abscess  causing  the  obstruction.  The 
latter,  which  was  partial  in  the  beginning,  became  complete  and  required 
reoperation.  A good  rectal  examination  might  have  made  the  diagnosis. 
This  patient  required  lysis  of  adhesions  two  and  a half  years  later  for 
bands. 

Case  5:  A 60-year-old  male  underwent  plication  for  perforated  pep- 
tic ulcer  disease.  The  post-operative  course  was  characterized  by  a slow 
return  of  bowel  function.  On  the  tenth  post-operative  day,  he  was  found 
to  have  a fullness  in  the  suprapubic  area  long  with  a low  grade  fever. 
He  was  reoperated  on  for  bowel  obstruction,  and  found  to  have  small 
bowel  loops  caught  by  the  pelvic  abscess. 

Comment:  This  patient  presented  the  same  clinical  picture  as  the 
previous  case.  The  abscess  manifested  itself  by  a fullness  in  the 
suprapubic  area  which  was  overlooked.  Evidence  of  SBO  led  to  reopera- 
tion. Small  bowel  resection  was  required  in  this  case  because  of  marked 
inflammatory  adhesions  to  the  abscess  cavity. 


Table  I 

CHARACTERISTICS  OF  PATIENTS 


Case 

Age-Sex 

Post- 

operative 

date 

Date  of 
return  of 
bowel  func- 
tion (after 
abscess 
drainage) 

Bacteriology 

Location 
of  abscess 

1. 

57  M 

— 

5 

E.  coli 

LLQ 

2. 

56  M 

— 

6 

E.  coli,  Kleb- 
siella 

LLQ 

3. 

63  M 

— 

12 

Bacteroides 

melanogenicus 

Mid- 

abdomen 

4. 

17  M 

28 

5 

E.  coli 

RLQ 

5. 

60  M 

13 

18 

Streptococcus 

Pelvis 

6. 

22  F 

40 

9 

Negative  cult. 

Pelvis 

7. 

23  M 

1 1 

19 

E.  coli, 
Enterobacter 

Pelvis 

Case  6:  A 22-year-old  female  underwent  a hysterectomy  and  right 
salpingo-oophorectomy  for  pelvic  inflammatory  disease.  Post-operative 
ileus  was  encountered.  She  did  well  until  a month  after  the  procedure, 
when  she  presented  with  signs  of  SBO.  She  was  treated  with  a long  tube 
without  improvement.  On  exploration,  she  was  found  to  have  bowel 
loops  stuck  to  a left  tubo-ovarian  abscess.  Culture  of  the  abscess  cavity 
was  negative,  but  vaginal  cultures  revealed  Streptococcus. 

Comment:  A recurrence  of  pelvic  inflammatory  disease  caused  SBO. 
A high  degree  of  suspicion  allowed  detection  and  preoperative  localization 
of  a pelvic  collection  by  ultrasound. 

Case  7:  A 23-year-old  male  had  total  proctocolectomy  for  severe 
ulcerative  colitis  many  years  ago.  He  presented  with  stenosis  of  the  il- 
eostomy stoma,  requiring  its  revision.  He  was  re-explored  because  of 
SBO  due  to  internal  hernia.  He  pulled  out  his  Baker’s  tube  one  night 
during  a period  of  confusion.  Subsequently,  he  developed  a low  grade 
fever  and  evidence  of  SBO.  He  was  found  to  have  loops  of  small  bowel 
adherent  to  an  abscess  cavity. 

Discussion 

Although  large  series  of  SBO2  8 do  not  mention 
obstruction  due  to  intra-abdominal  abscesses,  this  entity 
has  been  noted  in  a few  reports.  McMillan6  found  two 
abscesses  causing  SBO  in  a series  of  29  patients  (an  in- 
cidence of  7%).  This  corresponds  to  our  figure  of  9%. 
In  the  early  post-operative  period  (less  than  six  weeks  after 
the  procedure),  abscesses  causing  SBO  account  for  35% 


of  cases  in  Sykes’  series  (9/26  patients),9  18%  (2/11)  in 
Quatromini’s  series,7  and  22%  (4/18)  in  ours.  When  the 
GI  tract  or  the  female  reproductive  tract  were  opened  at 
the  initial  surgery,  the  incidence  rose  to  31  % in  our  series 
(4/13). 

Four  patients  had  preceding  intra-abdominal  procedures 
including:  appendectomy,  plication  of  perforated  peptic 
ulcer,  hysterectomy,  and  revision  of  ileostomy.  One  pa- 
tient had  no  previous  operation,  one  patient  had  extra- 
abdominal surgery  1 1 days  previously  (open  heart 
surgery),  and  one  patient  had  undergone  abdominal 
surgery  in  the  distant  past  (colon  resection).  The  mean 
interval  between  the  initial  intra-abdominal  procedure  and 
the  reoperation  for  abscesses  was  23  days  (between  1 1 
and  40  days). 

In  this  series,  abscesses  were  caused  by  spillage  from 
the  GI  tract  in  three  instances.  One  patient  developed  an 
intra-abdominal  abscess  following  hysterectomy  and  right 


Table  II 

CHARACTERISTICS  OF  SBO  BY  ETIOLOGIES 


Adhesive 

bands 

Postoperative 

adhesions 

Abscess 

Number  of  pts 

47 

14 

7(4) 

Mean  age 

37 

42 

42 

Sex 

17M.  30F 

7M,  7F 

6M,  IF 

WBC  -Bands 

9600  -7B 

12700  -20B 

11700  -17B 

Date  of  return  of 
bowel  function 

7 D 

9.5  D 

11  D 

Interval  between 
2 operations 

6 yrs 

15  D 

23  D 

salpingo-oophorectomy.  The  diagnosis  of  intra-abdominal 
abscess  was  made  preoperatively  only  once.  In  case  7, 
biliary  pancreatitis  complicated  by  a pancreatic  abscess 
was  not  diagnosed  until  it  manifested  as  SBO.  The 
abscesses  were  located  in  the  pelvic  area  (three  cases), 
the  LLQ  (two  cases),  and  RLQ  and  the  midabdomen  (one 
each).  There  were  six  positive  and  one  negative  culture. 
The  organisms  included:  E.coll,  (four  cases),  and  one  case 
each  of  Streptococcus,  Klebsiella,  Enterobacter,  and 
Bacteroides  melanogenicus. 

This  type  of  obstruction  is  caused  by  inflammatory 
adhesions  of  ihe  small  bowel  loops  to  an  abscess  cavity, 
with  signs  and  symptoms  of  partial  SBO  in  the  early  post- 
operative period.  As  kinking  progresses,  complete  bowel 
obstruction  occurs.  Additional  torsion  of  bowel  loops 
around  these  fixed  adhesions  may  also  account  for  the 
obstruction.  The  presence  of  bowel  sounds  or  movements 
does  not  indicate  a full  restoration  of  intestinal  continui- 
ty. Two  patients  were  sent  home  after  a period  of  “ileus,” 
only  to  return  later  with  evidence  of  complete  SBO.  Ap- 
proximately 50%  of  patients  had  a period  of  normal  bowel 
function  before  onset  of  evidence  of  bowel  obstruction. 7 
The  initial  clinical  resolution  of  post-operative  ileus  was 
slower  in  the  abscess  group  than  in  patients  with  adhesive 
bands:  mean  11  versus  seven  days  (Table  II). 

All  patients  underwent  lysis  of  adhesions  and  drainage 
of  abscesses.  Five  patients  underwent  additional  surgery 
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simultaneously  to  correct  the  primary  disease.  Small 
bowel  resection  was  required  in  two  cases,  due  to  marked 
inflammatory  adhesions.  Further  secondary  procedures 
were  required  in  four  patients  (two  bowel  resections  with 
reanastamosis,  a common  duct  exploration,  and  a lysis 
of  adhesions  for  late  SBO).  Although  there  was  no  mor- 
tality in  this  group,  early  detection  and  drainage  of  these 
collections  might  have  minimized  the  amount  of  adhesions 
and  the  extent  of  the  secondary  procedures  required. 

Intra-abdominal  sepsis  manifested  by  low  grade  fever 
and  modest  leukocytosis  (9000-12,000)  is  a well  known 
fact. 1,2  But  in  this  series,  obstruction  due  to  abscesses 
could  not  be  differentiated  either  clinically, 
radiographically,  or  by  laboratory  parameters  from  that 
due  to  bands  (Table  II).  In  post-operative  patients  with 
unrelenting  obstruction  and  a low  grade  fever,  an  elevated 
white  count  and  a history  of  GI  spillage,  intra-abdominal 
sepsis  must  be  suspected.  CAT  scan4  may  be  useful  in 
pre-operative  detection  and  localization  of  these  abscesses. 

Conclusions 

Intra-abdominal  abscesses  may  manifest  as  small  bowel 
obstruction,  especially  in  the  post-operative  period  when 
the  GI  tract  had  been  opened  at  the  initial  operation. 
Drainage  of  abscesses  along  with  release  or  resection  of 
the  small  bowel  is  usually  required.  A strong  index  of 


suspicion  will  allow  early  detection  and  drainage  of  these 
collections  and  lower  morbidity. 
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Accuracy  of  Rapid  Frozen  Section  Diagnosis 
in  a Community  Hospital 

A Review  of  10  Years  Experience  at  the  Norwalk  Hospital 
ROY  N.  BARNETT,  M.D.  AND  LOUISE  W.  RICHMAN,  M.D. 


ABSTRACT- An  ongoing  review  of  all  rapid  frozen 
sections  was  carried  out  from  1972  through  1981  to 
determine  their  accuracy  when  compared  to  subsequent 
paraffin  section  diagnosis.  In  a total  of  6386  specimens 
from  various  organs  there  were  115  erroneous  reports 
(1.8%).  26  of  these  were  false  positives  (0.41%),  none 
of  which  led  to  excessive  surgery. 

Introduction 

In  the  current  debate  over  the  best  management  of  pa- 
tients with  suspected  breast  carcinoma  one  of  the  side 
issues  has  become  the  reliability  of  rapid  frozen  section 
diagnosis.  For  example  we  quote  from  a book  written  for 
the  public  in  1976. 1 “In  over  ninety  percent  of  the  cases 
of  breast  biopsies  in  this  country,  a frozen-section 
diagnosis  is  used.  — Although  the  diagnoses  are  usually 
correct  there  have  been  some  tragic  mistakes  made.  I’m 
personally  aware  of  several  instances  in  which  the  frozen- 
section  method  of  examining  the  tissue  from  a biopsy  was 
diagnosed  as  cancer.  The  twenty-four-hour-or-more  per- 
manent pathology  report  proved  the  tissue  not  to  be 
cancerous.  So,  meanwhile,  the  woman  lost  her  breast  for 
benign  disease.  In  other  words,  those  women  did  not  have 
cancer,  and  their  diagnosis  was  based  solely  on  a fifteen- 
minute  frozen-section  pathology  report. -it  is  possible  to 
speculate  about  the  national  incidence  of  such  tragedies. 
They  could  certainly  have  been  avoided  by  using  the  local 
biopsy  technique.”  This  opinion  differs  but  little  from  the 
following  written  by  a pathologist  in  1938. 2 “A  discus- 
sion is  given  of  modern  opinion  on  the  comparative  value 
of  the  two  methods,  to  the  effect  that  the  frozen-section- 
at-operation  method  is  not  necessary,  that  it  may  do  more 
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harm  than  good,  and  that  deliberate  microscopic  study  of 
the  tissue,  even  though  it  may  at  times  necessitate  a se- 
cond operation  is  in  general  by  far  the  safer  procedure 
in  the  interests  of  the  patient.” 

The  national  acceptance  of  the  usual  frozen  section  ap- 
proach followed  much  more  favorable  reports  on  the 
reliability  of  the  method. 3 6 In  the  largest  series  with 
which  we  are  familiar3  the  authors  investigated  the  ac- 
curacy of  diagnosis  in  10,000  consecutive  frozen  sections 
done  at  two  large  medical  school  hospitals.  They  found 


the  following: 

False  positives 0.15% 

False  negatives 0.88% 

Deferred  0.50% 

Grading  errors 0.50% 

Total  errors 2.00% 


They  comment  that  they  caused  one  unnecessary 
mastectomy  and  that  they  could  Find  only  one  other  such 
published  case.  The  overall  accuracy  was  98%  including 
the  deferred  cases  and  99%  excluding  deferred  cases  and 
grading  errors.  Other  authors  quote  similar  figures  with 
between  1.5%  and  2%  overall  errors.  The  Mayo  Clinic, 
one  of  the  pioneers  in  the  field,  presently  employs  frozen 
section  as  their  major  tool  for  surgical  pathology  and 
makes  final  diagnoses  in  about  90%  of  their  cases  based 
on  this  technique. 7 

At  the  Norwalk  Hospital,  a 400-bed  community 
hospital,  we  have  collected  all  our  frozen  section  cases 
annually  from  1972  through  1981  and  reported  our  results 
in  the  Laboratory  Bulletin,  a small  publication  directed 
to  the  Medical  Staff  on  a bimonthly  basis.  In  view  of  the 
continuing  interest  in  the  subject  we  have  decided  to 
publish  our  summarized  data  for  this  10-year  period. 

Material  and  Methods 

During  the  10  year  period  all  specimens  for  frozen  sec- 
tion were  reported  by  one  of  four  senior  Pathologists  who 
rotated  on  a weekly  basis.  Results  were  called  in  to  the 
Operating  Suite  by  telephone  or  intercom,  following 
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which  the  diagnosis  was  immediately  written  on  the  re- 
quest form  by  either  the  Pathologist  or  the  Resident  who 
assisted  him.  One  of  us  (LWR)  collected  photocopies  of 
the  reports  monthly  and  tabulated  them  as  right,  wrong 
or  deferred.  Any  dubious  cases  were  reviewed  by  both 
of  us  and  a final  classification  agreed  on. 

Results 

These  are  tabulated  below  in  Tables  1,  2,  3,  4 and  5. 
Only  cases  in  which  a definitive  diagnosis  was  rendered 
are  included  in  the  lists  of  errors.  This  excludes  all  cases 
in  which  diagnosis  was  deferred  or  in  which  no  frozen 
section  was  prepared;  approximately  2.5%  of  the  6386 
cases  fell  in  these  two  categories. 

We  did  not  collect  date  for  breast  diagnosis  separately 
until  1975.  For  the  subsequent  seven  years  we  found  21 
errors  in  breast  tissue  out  of  1742  specimens  examined, 
a rate  of  1.2%.  Of  these,  three  or  0.17%  were  false 
positives.  This  is  considerably  better  than  the  overall  rate 
and  reflects  our  greater  experience  with  sections  of  this 
organ. 

In  studies  of  this  type  one  of  the  problems  is  that  of 
defining  an  error.  We  defined  an  error  as  a disagreement 
with  the  final  diagnosis  as  made  on  paraffin  sections  and 
often  on  further  studies.  Many  of  these  cases  required  the 
advice  of  consultants.  A false  positive  was  a malignant 
diagnosis  not  substantiated  in  the  final  diagnosis  and  a false 
negative  was  the  absence  of  a malignant  disease  later 
found  in  the  final  sections.  Despite  the  26  false  positive 
reports  no  excessive  surgery  resulted.  In  most  cases  there 
was  nothing  further  which  could  have  been  done.  In  the 
few  remaining  instances  the  surgeon’s  good  judgment 
avoided  any  immediate  further  procedures. 


Table  1 

NUMBERS  OF  ERRORS  BY  YEAR  LISTED  BY  TYPE  OF  ERROR 

72  73  74  75  76  77  78  79  80  81  Total 

False 

positives  0214444151  26 

False 

negatives  7 5 7 8 9 11  7 9 10  16  89 

Total  errors  7 7 8 12  13  15  11  10  15  17  115 

Total  frozens  509  649  540  753  696  650  566  610  675  738  6386 


Table  2 

TYPES  OF  ERRORS,  10  YEARS,  6386  CASES 


Number 

Percent 

False  positives 

26 

0.41 

False  negatives 

89 

1.39 

All  errors 

115 

1.80 

Table  3 

NUMBERS  OF  ERRORS  BY  YEAR  LISTED  BY  CAUSE  OF  ERROR 


72 

72 

74 

75 

76 

77 

78 

79 

80 

81 

Total 

Sampling 

error 

3 

2 

4 

3 

2 

6 

7 

5 

3 

11 

46 

Misinterpreta- 

tion 

4 

5 

4 

9 

11 

9 

4 

5 

12 

6 

69 

464 


Table  4 

CAUSES  OF  ERRORS,  10  YEARS,  6386  CASES 


Number 

Percent 

Sampling  errors 

46 

0.72 

Misinterpretation 

69 

1.08 

All  cases 

115 

1.80 

Table  5 

LIST  OF  FALSE  POSITIVE  CASES 


Case 

Organ 

Frozen  section 
diagnosis 

Final  diagnosis 

1. 

Breast 

Necrotic  carcinoma 

Fat  necrosis 

2. 

Breast 

Intraductal  carcinoma 

Duct  papilloma 

3. 

Lymphnode 

Lymphoma 

Lymphadenitis 

4. 

Breast 

Carcinoma 

Mastitis 

5. 

Breast 

Inflammatory  carcinoma 

Vasculitis 

6. 

Lung 

Malignancy 

Lipoid  pneumonia 

7. 

Lymphnode 

Metastatic  melanoma 

Lymphadenitis 

8. 

Lung 

Carcinoma 

Carcinoid  tumor 

9. 

Abdominal 

wall 

Leiomyosarcoma 

Granulation  tissue 

10. 

Salivary 

gland 

Mixed  tumor 

Sialadenitis 

11. 

Lymphnode 

Hodgkins  disease 

Lymphadenitis 

12. 

Pancreas 

Carcinoma 

Chronis  pancreatitis 

13. 

Pleura 

Mesothelioma 

Fibrosis 

14. 

Salivary 

gland 

Mixed  tumor 

Lymphoblastic 

lymphona 

15. 

Jejunum 

Lymphoma 

Crohn’s  disease 

16. 

Pleura 

Mesothelioma 

Fibrosis 

17. 

Brain 

Low  grade  glioma 

Infarct  and  reaction 

18. 

Hernia  sac 

Adenocarcinoma 

Endometriosis 

19. 

Lung 

Metastatic  carcinoma 

Inflammatory 

nodule 

20. 

Lymphnode 

Lymphoma 

Lymphadenitis 

21. 

Breast 

Infiltrating  duct 
carcinoma 

Sclerotic  papilloma 

22. 

Skin 

Sqamous  cell  carcinoma 

Actinic  keratosis 

23. 

Bone  marrow 

Metastatic  carcinoma 

Necrosis  of 
marrow 

24. 

Thyroid 

Adenoma 

Lymphocytic 

thyroiditis 

25. 

Ovary 

Cystadenoma 

Follicular  cyst 

26. 

Gallbladder 

Adenocarcinoma 

Cholecystitis 

Discussion 

Our  study  produced  results  similar  to  those  previously 
carried  out.  Our  overall  error  rate  was  1.8%  with  only 
0.41%  false  positive  reports  and  these  did  not  result  in 
the  removal  of  any  organ  unnecessarily.  This  good  for- 
tune was  largely  due  to  the  close  cooperation  between  the 
operators  and  the  Pathologists.  It  is  also  worth  pointing 
out  that,  even  with  the  use  of  paraffin  sections  and  the 
leisurely  approach  which  is  absent  when  rapid  frozen  sec- 
tions are  examined,  there  is  often  a disagreement  between 
experienced  observers  as  to  the  malignancy  of  certain  le- 
sions. Tissue  diagnosis,  despite  all  the  modern  aids 
available,  remains  a subjective  discipline  in  which  in- 
dividual opinion  is  a decisive  factor. 

False  negative  reports  have  much  less  potential  for  harm 
in  that  they  rarely  result  in  the  removal  of  an  organ  un- 
necessarily. They  are  known  to  be  inevitable  because  only 
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a few  areas  can  be  sampled  in  the  brief  time  available. 
One  of  the  obvious  advantages  of  rapid  frozen  section  is 
that  an  exact  diagnosis  may  permit  additional  surgery  to 
be  carried  out  with  only  a single  anesthetic.  Balancing  the 
risk  of  a second  anesthetic  against  the  risk  of  being  wrong 
on  the  frozen  section  and  against  the  rights  of  the  patient 
to  make  a decision  with  full  information,  particularly  in 
the  case  of  breast  surgery,  is  a current  medical  dilemma 
which  this  study  cannot  solve. 

Our  data  confirm  the  usefulness  of  intraoperative  frozen 
section  as  a useful  procedure  for  identifying  the  exact 
nature  of  diseased  tissue  with  a high  degree  of  reliabili- 
ty. The  obvious  problems  of  hurrying  and  of  limited  sam- 
pling lead  to  very  few  errors. 


REFERENCES 

1 . Cowles  J:  Informed  consent.  Coward,  McCann  and  Geoghegan,  Inc. 

New  York,  p.  105  and  following,  1976. 

2 . Breuer  MJ:  Frozen  section  biospy  at  operation.  Am  J Clin  Pathol 
8:153-169,  1938. 

3 . Holaday  WJ  and  Assor  D:  Ten  thousand  consecutive  frozen  sec- 

tions; a retrospective  study  focussing  on  accuracy  and  quality  con- 
trol. Am  J Clin  Pathol  61:769-777,  1974. 

4 . Jennings  ER  and  Landers  JW:  The  use  of  frozen  section  in  cancer 

diagnosis.  Surg,  Gynecol  and  Obstet  104:60-62,  1957. 

5 . Nakazawa,  H,  Rosen  P,  Lane  N and  Lattes  R:  Frozen  section  ex- 

perience in  3000  cases:  accuracy,  limitations,  and  value  in  residen- 
cy training.  Am  J Clin  Pathol  49:41-43,  1968. 

6.  Lerman  RI  and  Pitcock  JA:  Frozen  section  experience  in  3249 
specimens.  Surg,  Gynecol  and  Obstet  135:930-932,  1972. 

7 . Dahlin  DC:  Seventy-five  years  experience  with  frozen  sections  at 
the  Mayo  Clinic.  Proceedings  of  the  Mayo  Clinic  55:721-723,  1980. 


Keep 

Your 

Practice 

Healthy 


Cash  flow  problems  can  make  a flourishing  practice  sick. 

At  MDP  we  understand  the  multitude  of  functions  that  must  be  accomplished 
efficiently  if  your  practice  is  to  stay  healthy  ...  and  grow! 

We  specialize  in  medical  office  management  systems  that  put  you  in  total 
control  and  keep  you  there.  With  an  MDP  system  (either  on-line  to  us,  or  in-house 
in  your  office)  you  can  take  care  of  everything  from  billing  to  practice  reports  to  direct 
electronic  insurance  claims  submission. 


Call  or  write  us  for  a demonstration  — in  your  office  or  ours! 


90  National  Drive  • P.O.  Box  128 
Glastonbury,  CT  06033 

(203)  659-2747 


VOLUME  47,  NO.  8 


465 


Important  Advances  in  Clinical  Medicine 

Epitomes  of  Progress— Urology 


Physical  and  Psychological  Results  of 
Penile  Prostheses 

Penile  prosthetic  insertion  procedure  has  become  a com- 
mon treatment  of  both  organic  and  functional  impotence 
in  men.  Schoenberg  and  co-workers  and  Marshall  and  col- 
leagues assessed  the  social,  sexual  and  psychologic  status 
of  patients  a year  or  more  after  implantation  of  one  type 
of  penile  prosthesis  (semirigid  rod).  An  extensive  and 
comprehensive  questionnaire  was  sent  to  90  randomly 
selected  patients.  In  all,  49  questionnaires  were  returned 
and  analyzed  by  computer.  Of  those  patients  who  respond- 
ed, 68  percent  rated  their  postoperative  emotional  adjust- 
ment excellent  or  good,  whereas  20  percent  considered 
their  adjustment  to  be  less  than  adequate.  One  of  the 
criticisms  of  the  semirigid  rod  prosthesis  is  that  a 
quasierect  penis  is  difficult  to  wear  comfortably  and  unob- 
trusively, but  general  activity  and  participation  in  sports 
remained  about  the  same.  Only  4 percent  of  the  patients 
indicated  embarrassment  in  public  showers  but  18  per- 
cent avoided  public  locker  rooms  and  showers.  Overall, 
78  percent  of  patients  were  completely  or  somewhat 
satisfied,  whereas  22  percent  were  rather  or  completely 
dissatisfied.  Interestingly,  84  percent  of  the  patients  who 
had  psychologic  impotence  were  satisfied. 

Patients  who  have  functional  impotence  may  be  more 
motivated  and  “desperate”  than  the  older  population  in 
whom  impotence  resulted  from  disease  or  surgical  pro- 
cedures. Because  of  insufficient  numbers  and  the  lack  of 
partner  participation  in  the  decision  to  have  the  opera- 
tion and  in  the  appraisal  of  the  results,  no  statistical  con- 
clusions could  be  drawn.  Some  of  the  exaggerated  benefits 
claimed  for  the  penile  prosthesis  may  prove  to  be  invalid 
when  large  numbers  of  patients  are  surveyed  with  detail- 
ed psychologic  inventories. 

Joseph  J.  Kaufman,  M.D. 
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Finney-Flexirod  Penile  Prosthesis 

The  treatment  of  impotence  by  the  use  of  a semirigid 
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silicone  prosthesis  is  firmly  established.  All  current 
double-rod  penile  implants  provide  satisfactory  coitus  and 
improvements  have  been  mainly  directed  toward  pro- 
viding more  adequate  concealment  of  a permanently  rigid 
penis. 

The  Finney-Flexirod  penile  implant  has  three  notable 
features  not  found  in  other  designs.  The  distal  tip  is 
tapered  to  more  nearly  conform  to  the  tapered  tip  of  a 
distal  corpus.  Blunt-tipped  implants  cause  the  glans  to  have 
ball-and-socket  motion  and  can  produce  a so-called  SST 
deformity  (the  glans  falling  ventrally).  The  tapered  tip 
prevents  this.  This  implant  has  a soft  hinged  segment  that 
is  positioned  at  the  base  of  the  penis  to  allow  it  to  hang 
more  freely  in  a dependent  position,  thereby  allowing  bet- 
ter concealment.  The  third  improvement  in  this  implant 
consists  of  a segmented  proximal  end  that  may  be  trimmed 
at  the  time  of  the  operation  for  a proper  fit.  The  total 
length  of  the  corpus  cavernosum  cannot  be  determined 
accurately  before  the  surgical  procedure  and  this  trim- 
mable  tail  allows  individual  fitting.  A penis  is  measured 
in  a stretched  position  from  the  mid  glans  to  the  pubis 
before  operation  and  only  this  length  implant  need  be  used. 
This  unique  feature  obviates  the  need  for  a full  set  of 
different-length  implants,  as  is  required  with  all  other 
designs. 

The  most  satisfactory  route  for  implantation  is  through 
a penile-scrotal  incision.  This  incision  has  the  advantage 
of  producing  less  postoperative  edema  than  the  previous- 
ly used  dorsal  incision.  So  far  we  have  implanted  432 
Finney-Flexirod  prostheses,  with  a success  rate  of  97  per- 
cent. Postoperative  infection  occurs  in  less  than  1 per- 
cent of  nondiabetic  patients  and  5 percent  who  have  this 
disease.  Prolonged  postoperative  pain  very  rarely  occurs 
unless  an  implant  that  is  too  long  for  the  corpus  is  used. 
Most  patients  and  their  partners  are  satisfied  with  the  pros- 
thesis and  failure  of  the  implant  itself  has  never  been 
reported.  Additional  improvements  are  being  tested. 

Roy  P.  Finney,  M.D. 
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In  Vitro  Chemosensitivity  of 
Human  Bladder  Cancer 

Urinary  bladder  tumor  specimens  are  obtained  by  en- 
doscopic “cold-cup”  biopsy.  The  specimens  are  divided 
into  equal  parts  so  that  three  or  more  drugs  may  be  tested 
using  a control  set-up.  In  vitro  chemosensitivity  testing 
of  human  bladder  cancer  specimens  has  been  done  with 
thiotepa,  mitomycin  C,  doxorubicin  hydrochloride  and 
cisplatin  using  a liquid  culture  medium. 

A novel  dye-exclusion  assay,  developed  by  Weisenthal 
and  Marsden,  used  a liquid  culture  following  drug  ex- 
posure, then  Fast  Green  staining  with  hematoxylin  and 
eosin  counterstaining  of  cells.  The  advantages  of  this  new 
technique  over  the  clonogenic  assay  are  as  follows: 

• The  liquid  culture  needs  about  50,000  cells  per  assay 
instead  of  up  to  1.5  million  cells  for  a clone  to  develop. 

• Results  are  obtained  in  three  to  five  days  compared 
with  14  to  21  days  with  the  clonogenic  technique. 

• Simultaneous  testing  of  three  to  four  drugs  with  con- 
trol culture  could  be  set  up  with  tumor  specimens  of 
about  1 million  cells. 

• A sensitivity  report  is  available  in  time  for  instituting 
early  treatment  intravesically. 

The  overall  success  rate  with  this  assay  is  92  percent, 
with  tumor  sensitivity  to  doxorubicin  highest,  then 
mitomycin  C,  cisplatin  and  thiotepa  in  descending  order. 
One  observation  made  was  that  intrinsic  chemosensitiv- 
ity (cytotoxicity)  of  cancer  cells  may  be  the  most  impor- 
tant determinant  of  clinical  response  to  intravesically  given 
chemotherapy  with  thiotepa,  whereas  drug  phar- 
macokinetics determine  response  to  intravesical  ad- 
ministration of  doxorubicin.  The  in  vitro  chemosensitiv- 
ity assay  is  now  technically  feasible  for  clinical  use. 

A.  O'Tayo  Lalude,  M.D. 
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Urodynamic  Evaluation  in  Normal  Children 

With  the  recent  explosion  of  urodynamic  technology, 
urodynamic  evaluation  in  children  is  being  done  quite 
often.  The  indications  for  measuring  urinary  flow  rate, 
sphincter  electromyographic  activity,  urethral  pressure 
profile  and  cystometrography,  however,  appear  to  vary 
from  institution  to  institution. 

In  the  treatment  of  children,  our  general  approach  is 
to  limit  invasive  procedures  to  a minimum.  Children  pre- 
sent with  three  general  classes  of  symptoms  that  suggest 
a possible  urodynamic  disorder:  (1)  an  abnormal  pattern 
of  voiding,  that  is,  abnormal  act  of  voiding,  voiding  in- 


terval or  urinary  control,  (2)  recurrent  infection  and  (3) 
unrecognized  constipation.  Although  children  with  these 
complaints  may  compose  a large  proportion  of  a 
urologist’s  practice,  not  all  of  these  children  merit  a full- 
scale  urodynamic  investigation.  The  need  for  any 
urodynamic  investigation  should  rely  on  a detailed  history, 
examination  of  the  genitalia  and  observation  of  a urinary 
stream. 

In  children  who  have  primary  diurnal  and  nocturnal 
enuresis,  there  may  be  a history  of  neonatal  complica- 
tions, jaundice,  colic  of  infancy  or  constipation.  If  a 
urinary  stream  is  observed  to  be  full,  I would  not  do 
urodynamic  testing  but  would  formulate  a tentative 
diagnosis  of  primary  enuresis.  Such  children  are  treated 
with  administration  of  oxybutynin  chloride  for  day  wet- 
ting or  imipramine  hydrochloride  given  at  bedtime  for 
night  wetting.  Stool  softeners  are  prescribed  if  there  is 
constipation.  Fluid  restriction  after  dinner  is  encouraged. 
A detailed  history  will  help  elicit  a diagnosis  of  food 
allergies  that  may  exacerbate  enuresis.  Children  who  do 
not  respond  to  this  empiric  therapy  should  have 
radiographic  evaluation  and  urodynamic  testing. 

Children  may  present  with  recurrent  urinary  tract  in- 
fection. A urodynamic  abnormality  is  suspected  if  there 
is  a clear  history  of  infrequent  urination  or  an  abnormal 
voiding  pattern  even  with  sterile  urine.  To  record  the  ac- 
tual voiding  interval,  a child’s  family  should  maintain  a 
home  diary.  Infrequent  urination  suggests  a presumptive 
diagnosis  of  vesical  dyssynergia.  Electromyography  may 
be  used  in  this  instance  to  support  a clinical  diagnosis. 
Biofeedback  or  diazepam  may  be  used  to  treat  sphincter 
dyssynergia. 

Because  constipation  may  be  an  associated  factor  in 
many  children  who  are  seen  for  urologic  evaluation,  a 
specific  history  of  this  condition  should  be  solicited. 
Failure  to  detect  an  impaction  may  prevent  successful 
pharmacotherapy  of  a voiding  disorder.  Peri-Colace  is  an 
effective  stool  softener  and  colonic  stimulant. 

When  this  empiric  approach  to  abnormalities  of  urina- 
tion is  ineffective,  excretory  urography,  voiding 
cystourethrography  and  cystoscopy  should  be  done  to  ex- 
clude anatomic  abnormalities.  Measurement  of  the  blad- 
der capacity  during  these  investigations  is  useful. 
Cystometrography  may  be  done  without  added  difficulty 
during  nuclear  cystography.  These  studies  are  carried  out 
with  routine  urologic  armamentarium.  They  do  not  re- 
quire sophisticated  urodynamic  expertise.  Urodynamic 
measurement  of  flow  rates  and  sphincter  electro- 
myography or  urethral  pressure  profile  should  be  done 
when  this  conventional  testing  fails  to  provide  a diagnosis 
adequate  to  direct  specific  therapy. 

Max  Maizels,  M.D. 
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Prostatic  Add  Phosphatase  Is  Not  a 
Screening  Test  for  Early  Prostatic  Cancer 

There  is  controversy  concerning  the  use  of  radioim- 
munoassays for  prostatic  acid  phosphatase  as  a screening 
test  for  early  prostatic  cancer.  In  a prospective  study  con- 
ducted at  Barnes  Hospital,  St.  Louis,  acid  phosphatase 
was  assayed  routinely  by  radioimmunoassay  and  an  en- 
zymatic method  (thymolphthalein  monophosphate 
substrate)  in  285  patients  admitted  to  the  urologic  service. 
There  were  raised  levels  of  prostatic  acid  phosphatase  in 
16  patients  (mean  age  72.2  years)  who  had  no  clinical 
evidence  of  prostatic  cancer,  but  all  of  whom  had  benign 
prostatic  hypertrophy  with  bladder  outlet  obstructive 
symptoms  requiring  prostatectomy  (5  by  open  abdominal 
operation,  1 1 by  transurethral  resection).  Of  these  16  pa- 
tients, 6 also  had  an  elevated  serum  acid  phosphatase  value 
by  the  enzymatic  method. 

Routine  pathology  examination  of  tissue  sections  failed 
to  show  carcinoma  in  any  of  the  16  specimens.  During 
a median  of  1 1 months  follow-up,  in  no  patient  has  clinical 
evidence  of  prostatic  cancer  developed  (two  died  of 
unrelated  myocardial  infarctions).  Six  patients  were 
available  for  postoperative  acid  phosphatase 
measurements  and  all  values  were  normal. 

We  conclude  that  prostatic  acid  phosphatase  determina- 
tion by  radioimmunoassay  is  not  a useful  screening  test 
for  early  prostatic  carcinoma.  The  futility  of  using  the  pro- 
static acid  phosphatase  level  as  a screening  test  in  patients 
with  clinically  evident  benign  prostatic  hypertrophy  is  also 
shown  in  our  previously  published  report  (Fair  and  co- 
workers). In  that  study,  which  included  patients  from  all 
our  hospitals,  349  patients  with  clinically  evident  benign 
prostatic  hypertrophy  had  subsequent  histologic  examina- 
tion of  the  prostate,  16  (6  percent)  had  occult  prostatic 
cancer  and  only  one  of  these  (6  percent)  had  an  elevated 
prostatic  acid  phosphatase  level.  In  that  same  patient 
group,  24  who  had  histologically  proved  benign  prostatic 
hypertrophy  had  elevated  prostatic  acid  phosphatase 
levels.  Thus,  in  this  group  of  patients,  benign  prostatic 
hypertrophy  was  the  cause  of  an  increased  prostatic  acid 
phosphatase  24  times  more  often  than  stage  A prostatic 
cancer. 

William  J.  Catalona,  M.D. 
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Short-Course  Chemotherapy  for 
Genitourinary  Tuberculosis 

The  widespread  acceptance  of  a new  theory  of  short- 
course  chemotherapy  for  pulmonary  and  genitourinary 
forms  of  the  disease  has  been  a major  advance  in  tuber- 
culosis therapy  in  the  past  few  years.  The  world- wide  im- 
pact of  this  breakthrough  should  be  considerable  in  terms 
of  improved  patient  compliance,  lowered  costs,  decreased 
potential  drug  toxicity  and  more  effective  administration 
of  treatment. 

Physicians  have  long  struggled  with  the 
chemotherapeutic  regimen  for  tuberculosis  in  an  attempt 
to  shorten  and  simplify  its  course,  but  they  were  continual- 
ly confronted  with  treatment  failures  and  relapses.  The 
previously  accepted  treatment  for  genitourinary  tuber- 
culosis consisted  of  triple-drug  chemotherapy  ad- 
ministered daily  for  a minimum  of  two  years.  The  drugs 
for  this  regimen,  both  bacteriostatic  and  bactericidal,  were 
selected  mainly  with  the  hope  of  preventing  the  emergence 
of  drug-resistant  bacilli  in  the  long  term.  Now,  however, 
in  short-course  chemotherapy  combinations  of  more  ag- 
gressive bactericidal  drugs  are  selected  because  of  their 
rapid  and  profound  sterilizing  activity.  The  drugs  used 
(rifampin,  pyrazinamide  and,  to  a lesser  extent,  isoniazid 
and  streptomycin  sulfate)  are  all  immensely  bactericidal. 
Short-course  chemotherapy  thus  uses  a new  rationale  of 
therapy  rather  than  merely  giving  formerly  accepted  regi- 
mens for  shorter  periods  of  time. 

Through  studies  in  various  countries,  regimens  of  six 
to  nine  months  have  been  found  to  yield  relapse-free  rates 
of  nearly  100  percent.  There  is  no  scientific  evidence  that 
therapy  beyond  nine  months  reduces  the  relapse  rates. 
Though  most  of  the  trials  were  done  in  cases  of  pulmonary 
tuberculosis,  two  groups  of  investigators  have  led  the 
research  in  genitourinary  tuberculosis.  Gow  from  England 
recommends  giving  a six-month  course  of  chemotherapy 
for  genitourinary  tuberculosis,  consisting  of  rifampin  (450 
mg),  isoniazid  (300  mg)  and  pyrazinamide  (1  gram)  daily 
for  two  months,  followed  by  rifampin  (600  mg)  and 
isoniazid  (600  mg)  three  times  a week  for  another  four 
months.  Dutt  and  Stead  from  the  United  States  recom- 
mend a regimen  consisting  of  rifampin  (600  mg)  and 
isoniazid  (300  mg)  given  daily  for  about  two  months, 
followed  by  rifampin  (600  mg)  and  isoniazid  15  mg  per 
kg  of  body  weight)  daily  or  twice  a week  (depending  on 
patient  reliability)  for  another  seven  months.  They  add 
ethambutol  hydrochloride  (15  mg  per  kg)  during  the  first 
two  months  if  a patient  has  shown  high  initial  drug 
resistance. 

Many  centers  now  recommend  without  reservation 
short-course  chemotherapy  for  the  initial  treatment  of 
genitourinary  tuberculosis.  The  results  may  be  even  bet- 
ter than  in  pulmonary  tuberculosis  because  fewer  bacilli 
are  usually  found  in  renal  lesions  and  rifampin  is  highly 
concentrated  in  the  urine. 

Stuart  D.  Boyd,  M.D. 
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Single-Dose  Therapy  for 
Lower  Urinary  Tract  Infection 

Acute  cystitis  is  one  of  the  two  most  frequent  indica- 
tions for  administering  antimicrobial  therapy  in  adult 
women.  Recent  studies  have  shown  that  in  nonpregnant 
adult  women  single-dose  antimicrobial  therapy  may  be 
as  effective  as  conventional  7-  to  14-day  regimens. 

Controlled  trials  have  shown  that  amoxicillin  trihydrate, 
sulfisoxazole  and  trimethoprim-sulfamethoxazole  are  ef- 
fective when  given  in  single-dose  regimens  in  this  popula- 
tion. In  contrast,  cephaloridine,  cefaclor  and  cephalexin 
monohydrate  have  been  shown  to  be  poor  choices.  Cau- 
tion should  be  exercised  in  extrapolating  data  to  other 
agents  without  appropriate  clinical  evaluation.  Likewise, 
single-dose  regimens  have  been  less  effective  than  con- 
ventional treatment  in  pregnant  women  and  children  and 
should  not  be  used  in  these  patients. 

Potential  benefits  of  single-dose  therapy  include  reduced 
medication  costs,  improved  patient  compliance  with  drug 
regimens,  fewer  side  effects  and  a reduction  in  the  rate 
of  emergence  of  resistant  bacteria.  Additionally,  the 
failure  of  a single-dose  regimen  to  eradicate  bacteriuria 
(when  the  organism  is  sensitive)  may  indicate  more  in- 
vasive infections  and,  some  suggest,  a need  for  closer 
follow-up  and  more  extensive  investigation  to  identify 
structural  or  functional  abnormalities  of  the  urinary  tract. 
Careful  bacteriologic  follow-up  evaluation  should  be  done 
irrespective  of  the  duration  of  therapy. 

Although  information  regarding  optimal  choice  and 
dose  of  an  antimicrobial  agent  for  single-dose  treatment 
remains  to  be  refined,  oral  amoxicillin  (2.0  grams), 
sulfisoxazole  (1.0  grams)  or  trimethoprim-sulfameth- 
oxazole (160  and  800  mg,  respectively)  appear  to  be  ra- 
tional choices. 

• Administration  of  single-dose  antibiotic  drugs  for  lower 
urinary  tract  infection  is  safe  and  effective  therapy  for  non- 
pregnant adult  women. 

Paul  F.  Souney 
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Hospital  Admission  Rates  in  Men 
Who  Have  Had  Vasectomies 

Fears  based  on  findings  from  studies  in  animals  about 
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the  long-term  health  of  men  who  have  had  vasectomies 
have  not  been  borne  out  in  a large  follow-up  study.  Us- 
ing the  records  of  a large  health  maintenance  organiza- 
tion, the  incidence  of  first  hospital  admission  after  vasec- 
tomy in  6,092  men  (20,491  man-years  of  follow-up)  was 
evaluated.  Hospital  admissions  for  various  classes  of 
disease  and  for  a variety  of  specific  illnesses  were  com- 
pared with  the  rates  in  members  of  the  same  health 
maintenance  organization  who  had  not  had  vasectomies. 
There  was  no  evidence  of  an  increased  prevalence  of 
arteriosclerotic  disease  in  the  men  who  had  had  vasec- 
tomies, the  principal  concern  raised  by  the  experiments 
in  animals.  The  highest  standardized  rate  ratio  (vasec- 
tomized  to  nonvasectomized)  for  first  hospital  admissions 
was  for  diseases  of  the  genitourinary  system,  whose 
diagnosis  may  have  been  prompted  by  the  vasectomy. 

These  findings  were  further  evaluated  according  to  time 
since  the  vasectomy  because  it  was  assumed  that  hospital 
admittance  causally  associated  with  vasectomy  would 
either  increase  or  decrease  in  frequency  in  some  regular 
fashion  with  time.  No  specific  disease  entity  followed  this 
pattern,  with  the  exception  of  hospital  admissions  for  men- 
tal disorders,  which  were  less  frequent  in  men  who  had 
had  vasectomies  than  in  men  who  had  not  and  continued 
to  decline  with  time  after  the  vasectomy  procedure. 

Alexander  M.  Walker,  M.D.,  Dr.P.H. 
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Computerized  Tomography, 
Lymphangiography  and  Gleason  Scores 
for  Staging  Prostatic  Adenocarcinoma 

It  has  been  well  documented  that  the  prognosis  and 
metastatic  progression  of  disease  in  patients  who  have 
adenocarcinoma  of  the  prostate  is  determined  by  the 
presence  or  absence  of  pelvic  lymph  node  metastasis. 
There  is  no  information  that  supports  an  increased  sur- 
vival with  either  pelvic  lymph  node  dissection  or  pelvic 
lymph  node  irradiation.  The  accurate  preoperative 
classification  of  patients  who  have  or  do  not  have  positive 
lymph  node  involvement  is  therefore  indicated  to  deter- 
mine the  aggressiveness  of  therapy  and  avoid  unnecessary 
surgical  procedures  and  irradiation. 

The  usefulness  and  accuracy  of  computerized 
tomography,  lymphangiography  and  Gleason  categories 
were  evaluated  in  53  patients  who  had  clinical  stage  A, 
B or  small  C lesions.  All  53  patients  were  candidates  for 
interstitial  irradiation  and  had  had  staging  lymph- 
adenectomy.  Of  the  total  of  53  patients,  50  had  lym- 
phangiography, 23  computerized  tomographic  scanning 
and  48  had  Gleason  scores  assigned.  The  accuracy  of  lym- 
phangiography was  58  percent,  with  a 12  percent  false- 
positive and  a 30  percent  false-negative  rate.  The  accuracy 
of  computerized  tomography  in  this  series  is  50  percent. 
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with  a false-positive  rate  of  14  percent  and  a false-negative 
rate  of  36  percent.  Correlation  of  Gleason  scores  shows 
no  lymph  node  metastasis  with  Gleason  scores  of  5 and 
6,  37.5  percent  with  scores  of  7,  36  percent  with  scores 
of  8,  63.7  percent  with  scores  of  9 and  100  percent  with 
scores  of  10.  Combining  computerized  tomography  and 
lymphangiography  or  lymphangiography  and  Gleason 
scores  did  not  significantly  increase  the  staging  accuracy. 

These  findings  confirm  those  of  Benson  and  co-workers 
and  Kramer  and  associates  that  show  the  inaccuracy  of 
lymphangiography  and  computerized  tomographic  scan- 
ning and  support  the  reliability  of  Gleason  scores  for 
preoperative  staging. 

In  conclusion,  lymphangiography  and  computerized 
tomographic  scanning  are  not  consistently  accurate  in 
preoperative  staging  and  should  not  be  routinely  used. 
Gleason  categorization  is  more  accurate  and  reliable  than 
lymphangiography  or  computerized  tomographic  scan- 
ning alone  or  in  combination.  Routine  staging  lym- 
phadenectomy  can  be  avoided  in  patients  who  have 
Gleason  scores  below  5 and  in  patients  above  9.  In- 
termediate groups  with  scores  of  7 and  8 need  lym- 
phadenectomy  to  document  pelvic  node  disease.  Ag- 
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gressive  therapy  should  be  considered  in  patients  who  have 
Gleason  scores  2 through  8. 

Robert  R.  Torrey,  M.D. 
Mark  Janssen,  M.D. 
Victor  Ching,  M.D. 
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CONSENSUS  DEVELOPMENT  SUMMARIES 


Clinical  Applications  of  Biomaterials 

BIOMEDICAL  ENGINEERING  AND  INSTRUMENTATION  BRANCH, 
DIVISION  OF  RESEARCH  SERVICES 


The  National  Institutes  of  Health  consensus 
development  program  brings  together  bio- 
medical research  scientists,  practicing  physi- 
cians, consumers,  and  others  as  appropriate, 
in  an  effort  to  reach  general  agreement  on  the 
safety  and  efficacy  of  a medical  technology. 
That  technology  may  be  a drug,  device,  or 
medical  or  surgical  procedure. 

Following  consensus  meetings,  summaries 
of  conclusions  and  recommendations  issued 
by  consensus  panels  are  widely  distributed  to 
the  research,  practicing,  and  lay  communities. 
All  shades  of  opinion  are  reflected  in  those 
summaries. 

At  NIH,  the  Office  for  Medical  Applications 
of  Research  (OMAR)  is  responsible  for  coordi- 
nation of  the  consensus  development  program. 
OMAR  assists  the  individual  NIH  institutes, 
which  sponsor  the  conferences,  in  this  effort. 

A Consensus  Development  Conference  on  the  Clini- 
cal Applications  of  Biomaterials  was  held  at  the 
National  Institutes  of  Health  on  November  1-3,  1982. 

During  this  conference,  medical  uses  of  biomaterials, 
the  process  by  which  biomaterials  are  introduced  into 
the  health  care  system,  and  the  safety  and  effectiveness 
of  biomaterials  presently  used  in  the  practice  of  medi- 
cine were  evaluated. 

Since  the  early  1 950s  devices  made  with  synthetic  or 
natural  biomaterials  have  been  introduced  into  the 
human  body  at  an  ever-increasing  rate.  Initially  focused 
on  life-threatening  situations,  the  clinical  use  of  bio- 
materials has  been  extended  progressively  to  treatment 
or  support  of  a vast  array  of  bodily  functions.  Biomateri- 
als are  now  employed  to  address  needs  that  the  patient 
perceives  in  terms  of  rehabilitation,  comfort,  conveni- 
ence, and  aesthetics. 


NIH  Consensus  Development  Conference  Summary  Vol.  4,  No.  5 
EDITOR’S  NOTE:  For  further  information  about  the  “NIH 
Consensus  Development  Conference  Summaries,”  contact  the  Of- 
fice for  Medical  Applications  of  Research,  Building  1,  Room  216, 
National  Institutes  of  Health,  Bethesda,  Maryland  20205. 


The  number  of  biomaterial  implants  is  estimated  to 
be  several  million  per  year  in  the  United  States  alone, 
for  devices  as  varied  as  vascular  grafts,  intraocular 
lenses,  cardiac  pacemakers,  hip  prostheses,  fracture 
plates,  breast  augmentations,  and  dental  implants. 
“Spare  parts  medicine,”  first  made  possible  by  the 
availability  of  materials  of  industrial  origin  and  pre- 
sented as  a therapeutic  approach  in  end-stage  disease, 
is  now  shifting  toward  elective  restoration  of  chroni- 
cally damaged  structures,  and  may  some  day  be  con- 
sidered for  preventive  maintenance  in  early-stage  dis- 
ease. 

This  consensus  conference  provided  an  opportunity 
to  assess  advances,  opportunities  and  challenges  in 
cardiovascular  surgery,  plastic  surgery,  orthopedics, 
dentistry,  neurosurgery,  ophthalmology,  otolaryngology, 
nephrology,  and  urology,  with  particular  focus  on 
implants  and  extracorporeal  devices.  It  provided  the 
viewpoint  of  the  material  scientist,  surface  chemist, 
biochemist  and  bioengineer,  coupled  with  the  defini- 
tion of  medical  problems  as  seen  by  surgeons,  dentists, 
internists,  pathologists,  and  microbiologists.  It  included 
considerations  stemming  from  industrial  research,  pro- 
duct development,  quality  control,  safety  assessment, 
and  regulatory  affairs. 

For  the  purpose  of  this  conference,  a biomaterial 
was  defined  as  any  substance  (other  than  a drug)  or 
combination  of  substances,  synthetic  or  natural  in  ori- 
gin, which  can  be  used  for  any  period  of  time,  as  a whole 
or  as  a part  of  a system  which  treats,  augments,  or  re- 
places any  tissue,  organ,  or  function  of  the  body. 
Materials  science  was  defined  as  the  science  which 
relates  structure  to  function  of  materials.  Device  was 
defined  by  the  1 976  amendment  to  the  Food,  Drug,  and 
Cosmetic  Act  to  mean: 

“an  instrument,  apparatus,  implement,  machine, 
contrivance,  implant,  in  vitro  reagent,  or  other 
similar  or  related  article,  including  any  compo- 
nent, part,  or  accessory,  which  is  . . . intended  for 
use  in  the  diagnosis  of  disease  or  other  condi- 
tions, or  in  the  cure,  mitigation,  treatment,  or  pre- 
vention of  disease,  in  man  or  other  animals,  . . . 
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and  which  does  not  achieve  any  of  its  principal 
intended  purposes  through  chemical  action  within 
or  on  the  body  of  man  or  other  animals  and  which 
is  not  dependent  upon  being  metabolized  for  the 
achievement  of  any  of  its  principal  intended  pur- 
poses.” 

The  Consensus  Development  Panel  and  the  members 
of  the  audience  considered  evidence  in  addressing  the 
following  questions: 

1.  How  safe  and  effective  are  biomaterials  currently  in 
clinical  use? 

2.  How  well  can  we  predict  biological  performance  of 
materials  in  the  human  body:  host  response,  bio- 
materials response? 

3.  What  results  of  ongoing  research  in  materials  sci- 
ence would  potentially  be  applicable  to  clinical 
care? 

4.  Are  the  ways  for  introducing  biomaterials  into  medi- 
cal use  responsive  to  current  clinical  needs?  Which 
elements  in  the  process  are  amenable  to  improve- 
ments? 

5.  What  are  the  areas  of  greatest  clinical  need  for  new 
biomaterials? 

1.  How  Safe  and  Effective  are  Biomaterials  Cur- 
rently in  Clinical  Use? 

Virtually  every  individual  will  have  contact  with  bio- 
materials at  some  time  during  his  or  her  life.  This 
contact  may  occur  in  several  ways:  ( 1 ) permanent  im- 
plantation (e.g.,  heart  valves,  total  joint  replacement, 
dental  restoration,  intraocular  lenses),  (2)  long-term 
application  (e.g.,  fracture  fixation  devices,  contact 
lenses,  removable  dental  prostheses,  hemodialysis  sys- 
tems), and  (3)  transient  application  (e.g.,  needles  for 
vaccination  or  phlebotomy,  wound  healing  devices, 
cardiopulmonary  bypass  and  cardiac  assist  systems). 

In  evaluating  safety  and  effectiveness  of  biomateri- 
als, the  material  cannot  be  divorced  from  the  device. 
Effectiveness  must  be  considered  in  relation  to  the  spe- 
cific device  and  the  indications  for  its  use.  There  are 
three  general  situations  in  which  biomaterials  are  used: 
( 1 ) to  sustain  life  or  limb  viability,  ( 2)  to  restore  or  im- 
prove function,  and  (3)  to  restore  or  improve  contour. 

Most  cardiovascular  and  neurosurgical  implants  are 
in  the  first  category,  e.g.,  cardiac  valves,  vascular 
grafts,  pacemakers,  and  hydrocephalus  shunts.  These 
implants  have  allowed  major  advances  in  treatment 
and,  although  significant  improvements  still  can  be 
made,  they  are  generally  effective. 

The  second  category  includes  biomaterials  intended 
to  restore  function,  such  as  joint  replacement,  fracture 
fixation  devices,  and  dental  implants.  The  success 
rates  vary  significantly  in  this  category,  ranging  from 
excellent  results  in  total  hip  replacement  to  lesser  suc- 
cess rates  in  other  joints.  The  biomaterials  used  in  these 
devices  have  been  improved  through  an  increased 


understanding  of  the  relevant  properties,  and  are  a key 
to  further  progress. 

Facial  reconstruction  and  breast  augmentation  and 
reconstruction  are  procedures  representative  of  the 
third  category  (restore  or  improve  contour).  Even 
though  these  types  of  devices  are  not  employed  in  life- 
threatening  situations,  they  play  an  important  role  in 
restoring  and  preserving  psychological  and  social  well- 
being. If  used  properly,  they  have  a high  degree  of  effec- 
tiveness. 

In  order  to  consider  the  safety  of  biomaterials,  a 
balance  of  risk  to  benefit  must  be  recognized.  Biomateri- 
als in  devices  used  to  maintain  life  can  carry  some 
degree  of  risk  in  terms  of  time  to  failure  and  still  be  con- 
sidered relatively  safe.  On  the  other  hand,  devices  used 
to  restore  function  or  contour  must  have  a higher  degree 
of  safety  to  justify  their  use.  Overall,  currently  used  bio- 
materials have  been  found  to  be  safe,  causing  little  diffi- 
culty with  local  tissue  reaction  or  systemic  toxicity. 
There  have  been  some  reports  of  immune  responses. 
They  are  being  addressed  in  attempts  to  find  less  sensi- 
tizing materials.  Although  extensive  surveys  are  un- 
available, at  present  there  is  no  apparent  evidence  of  a 
carcinogenic  response  associated  with  the  use  of  im- 
plants. Few  of  these  factors  have  been  evaluated  over 
extended  periods  of  time,  however,  and  we  strongly 
encourage  the  acquisition  of  additional  data  to  evaluate 
the  long-term  safety  of  implanted  biomaterials. 

In  short,  significant  improvements  have  been  made 
in  biomaterials  and  their  utilization  over  the  past  20 
years,  providing  the  patient  the  benefits  of  increased 
longevity  and  improved  quality  of  life.  The  medical 
profession  and  the  public  have  accepted  biomaterials 
as  a part  of  established  medical  treatment. 

2.  How  Well  Can  We  Predict  Biological  Performance 

of  Materials  in  the  Human  Body:  Host  Response, 

Biomaterials  Response? 

While  functional  aspects  of  the  performance  of 
materials  in  the  human  body  can  be  predicted  with 
some  reliability,  forecasting  the  biological  performance 
of  implants  is  difficult.  There  is  limited  fundamental 
information  on  the  subtle  variations  of  the  host  response 
to  the  different  classes,  types  and  forms  of  materials. 
There  is  also  a lack  of  understanding  of  the  effects  of  the 
host  tissue  on  the  implant.  The  breadth  and  depth  of 
knowledge  regarding  the  host  and  biomaterials  re- 
sponses are  inadequate  because  of  the  wide  variety  of 
implant  materials,  devices,  anatomic  sites,  and  dura- 
tion of  implantation. 

Likewise,  little  is  known  about  the  correlation  be- 
tween the  in  vivo  response  and  the  in  vitro  test  methods 
that  are  used  initially  to  characterize  the  material  biolo- 
gically. To  predict  biological  performance  in  the  human, 
we  must  obtain  a fundamental  understanding  of  the 
dynamic  biological  changes  occurring  at  the  material/ 
tissue  interface.  These  include  in  vivo  and  in  vitro  cell 
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and  molecular  biology  approaches  to  acute  and  chronic 
inflammatory  responses,  and  the  relationship  of  these 
responses  to  the  long-term  sequelae  that  may  determine 
biomaterial  success  or  failure.  At  the  present  time,  an 
implant  which  becomes  infected  must  be  removed  in 
order  to  clear  up  the  infection  with  antibiotic  therapy. 
In  some  ways  as  yet  unknown,  the  implant  surface  ap- 
pears to  protect  the  infecting  agent  against  local  or  sys- 
temic attack. 

Thus,  as  part  of  our  fundamental  knowledge  we  will 
need  to  develop  a more  comprehensive  appreciation  of 
poorly  understood  areas  such  as  infection,  immune  re- 
sponses, and  the  characteristics  of  the  tissue  reaction  at 
blood/ gas  and  blood/liquid  interfaces. 

There  also  is  limited  knowledge  of  the  host  response 
in  different  animal  models.  Criteria  for  choosing  speci- 
fic animal  models  prior  to  clinical  testing  in  humans 
need  to  be  defined.  Variations  in  the  response  mecha- 
nisms among  animal  species  (e.g.,  coagulation,  throm- 
bus formation,  inflammation,  immune  responses,  fibro- 
sis) and  their  similarities  and  dissimilarities  with  the 
human  must  be  understood  if  animal  experiments  are  to 
be  appropriately  interpreted. 

The  subtleties  that  can  be  exhibited  in  the  host 
response  are  exemplified  by  recent  studies  involving 
metallic  implants  and  the  response  of  the  immune  sys- 
tem. It  is  suspected  that  some  nickel,  cobalt,  and  chro- 
mium salts  commonly  encountered  in  normal  life  are 
sensitizers  and  can  contribute  to  the  rare  problem  of 
hypersensitivity  reactions  to  metallic  implants.  In  con- 
sidering the  promise  of  porous  metallic  implants,  this 
potential  problem  must  be  studied  carefully,  since  such 
materials  present  markedly  increased  surface  areas 
in  contact  with  tissues. 

Potential  causes  of  device  failure  encompass  the 
material,  the  material  processing,  the  device  design,  the 
fabrication  and/or  assembly  of  the  implant,  the  surgi- 
cal technique,  the  postoperative  followup,  and  the  pa- 
tient’s condition.  Little  has  been  done  to  identify  cor- 
rectly the  etiology  of  failure  and  the  role  that  a material 
may  or  may  not  have  played.  Such  efforts  must  be  in- 
creased markedly  if  the  biomaterial  response  is  to  be 
understood.  Comprehensive  implant  retrieval  and  evalu- 
ation programs,  and  well-designed  clinical  epidemiology 
studies  would  make  important  contributions  to  eluci- 
dating the  individual  contributions  of  the  various  as- 
pects of  implant  failure.  Testing  and  characterization 
techniques  on  the  retrieved  biomaterial,  including  par- 
ticulates and  residues  derived  from  implants,  should 
address  known  and/or  hypothesized  host  responses. 
The  methods  used  to  analyze  materials  subjected  to 
host  responses  should  be  sensitive,  reliable,  reprodu- 
cible, and  quantitative  if  we  expect  to  obtain  meaning- 
ful information.  This  is  especially  important  if  we  wish 
to  understand  the  dynamic  events  occurring  at  the 
tissue/materials  interface  and  use  the  information  for 
the  further  development  of  biomaterials. 


Each  biomaterial  considered  for  potential  clinical 
application  has  unique  chemical,  physical,  and  mechani- 
cal properties.  In  addition,  the  surface  and  bulk  proper- 
ties may  differ,  yielding  variations  in  host  response  and 
material  response.  Evaluating  biological  performance 
also  depends  on  the  unique  biological  characteristics  of 
the  anatomic  site  of  implantation.  All  these  factors  sug- 
gest that  the  failure  of  a material  in  a particular  applica- 
tion may  not  preclude  it  from  consideration  in  a differ- 
ent setting.  Conversely,  the  success  of  a material  in  a 
given  application  does  not  guarantee  its  universal  ac- 
ceptance. In  fact,  the  mechanism  of  failure  in  one  appli- 
cation may  provide  the  key  to  success  in  another  appli- 
cation. Only  improved  communication  among  scientists 
can  promote  the  best  use  of  all  available  data.  Diverse 
groups  such  as  cell  and  molecular  biologists,  veter- 
inarians, neurophysiologists,  and  others  must  be  in- 
volved in  this  enterprise. 

3.  What  Results  of  Ongoing  Research  in  Materials 
Science  Would  Potentially  be  Applicable  to 
Clinical  Care? 

The  field  of  biomaterials  is  first  and  foremost  a 
materials  science.  Thus  it  is  appropriate  to  ask  whether 
there  are  new  developments  in  the  larger  sphere  of 
materials  science  that  could  be  expected  to  influence 
future  clinical  performance  of  synthetic  and  natural  bio- 
materials. It  is  clear  that  there  is  a definite  gap  between 
the  state-of-the-art  in  the  field  of  materials  science  and 
the  use  of  materials  in  the  practice  of  medicine.  To 
date,  most  biomaterials  applications  rely  on  industrial 
substances  that  were  initially  developed  by  industry  for 
non-medical  purposes.  However,  we  can  point  to 
several  areas  where  current  materials  technology  has 
the  potential  to  improve  host  and  biomaterial  response 
in  clinical  applications. 

Metals 

• New  processing  techniques  that  maximize  the 
mechanical  properties  of  present  alloys,  such  as  hot 
isostatic  pressing  and  powder  metallurgy,  should  be 
explored  to  a greater  degree. 

• Coating  processes,  such  as  reactive  flame  spray- 
ing, carbon  coating,  and  nitriding,  offer  another 
possibility  for  reducing  corrosion  rates  and  thus  re- 
ducing local  and  systemic  host  response.  Rapid 
biological  qualification  and  utilization  of  the  more 
promising  of  these  techniques  are  recommended. 

Polymers 

• New  polyurethane  elastomers  are  now  entering  cli- 
nical use  and  are  expected  to  have  a positive  impact 
on  cardiovascular  devices. 

• The  role  of  solvents  in  determining  both  bulk  and 
surface  morphology  and  thus,  to  a degree,  host  re- 
sponses, is  now  becoming  recognized.  Improved 
polymer  processing  incorporating  this  understand- 
ing should  be  introduced  into  the  manufacture  of 
polymeric  components  of  biomedical  devices. 
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• Surfaces  of  polymers  modified  by  chemical  and  phy 
sical  means  can  lead  to  improved  cell  response. 

• New  high-compliance,  elastic  polymers  as  well  as 
synthetic  and  natural  absorbable  materials  have  the 
potential  to  provide  further  design  freedom  in  bio- 
medical devices. 

• Various  tissues  from  human  or  animal  sources  can 
be  treated  chemically  to  yield  clinically  useful  de- 
vices. 

Ceramics  and  Carbons 

• Ceramics,  both  inert  and  bioactive,  have  found  use- 
ful roles  in  a variety  of  clinical  situations.  However, 
the  generic  brittleness  of  these  materials  tends  to 
limit  their  clinical  application  to  areas  where  stresses 
are  predominantly  compressive. 

• The  advent  of  newer,  higher  strength  carbon  and 
graphite  materials  may  permit  broadening  of  their 
range  of  application. 

• Carbon  surfaces  have  exhibited  a high  degree  of 
tissue  compatibility  in  a variety  of  applications  ( e.g., 
heart  valves,  percutaneous  access  devices,  dental 
implants,  bone  plates,  finger  joints). 

Porous  Materials 

• Porous  and  nonporous  organic  and  inorganic  materi- 
als have  found  increasing  acceptance  in  applications 
where  tissue  ingrowth  is  required  for  optimal  device 
performance. 

Composites 

• Recognizing  that  all  natural  tissues  are  composite, 
composite  biomaterials  appear  to  offer  attractive 
possibilities  in  terms  of  flexibility  and  adaptation  to 
specific  requirements.  Of  specific  promise  are  poly- 
meric composites  for  blood  contacting  devices  and 
polymer-carbon  structural  composites  for  musculo- 
skeletal augmentation. 

• Composites  in  which  one  or  more  phases  are  ab- 
sorbable offer  considerable  promise  for  applications 
where  healing  processes  can  gradually  replace  the 
implant  with  natural  tissue. 

Characterization 

• The  recent  advances  in  spectroscopic  techniques  for 
materials  science  promise  a new  era  of  understand- 
ing of  the  nature  of  biomaterial  surfaces  and  the  bio- 
material/tissue interface  in  the  clinical  setting  as 
well  as  the  laboratory.  These  techniques,  including 
Fourier  transform  infrared  spectroscopy  (FTIR) 
and  electron  spectroscopy  for  chemical  analyses 
(ESCA),  could  be  beneficial  in  both  manufacturing 
and  clinical  followup,  but  the  cost  of  the  required 
equipment  is  a significant  problem. 

Advanced  technologies  that  are  expected  to  have  a 

positive  impact  on  the  development  of  new  biomedical 

devices  are  those  pertinent  to  synthetic  polymers  with 

controlled  absorption  profiles,  as  well  as  polymers  for 


sustained  release  of  conventional  and  macromolecular 
drugs. 

4.  Are  the  Ways  for  Introducing  Biomaterials  Into 
Medical  Use  Responsive  to  Current  Clinical 
Needs?  Which  Elements  in  the  Process  are 
Amenable  to  Improvements? 

In  view  of  the  number  of  successful  clinical  devices 
in  use  today,  the  overall  process  by  which  biomaterials 
are  introduced  into  medical  use  has  clearly  been 
responding  to  clinical  needs.  An  evolving  environment, 
however,  has  created  additional  demands  that  must  be 
met.  This  new  environment  is  developing  because: 

1 . Most  of  the  materials  now  applied  to  medical  needs 
were  originally  developed  for  industrial  purposes. 
New  materials  specifically  designed  for  medical  use 
are  now  needed  to  permit  significant  advances. 

2.  The  process  of  applying  materials  to  medical  de- 
vices has  become  more  complex  and  costly. 
Unfortunately  the  net  result  of  these  trends  is  that  in 

the  future  the  process  for  introducing  biomaterials  into 
medical  use  can  be  expected  to  be  applied  more  selec- 
tively, and  thus  may  restrict  clinical  progress. 

In  particular,  the  Panel  sees  the  following  trends: 

• The  near-term  development  of  devices  will  favor  the 
use  of  existing  materials  with  previous  clinical  his- 
tory. 

• The  longer  term  search  for  new  materials  will  re- 
quire the  modification  of  both  bulk  and  surface  pro- 
perties, a goal  which  will  not  be  easy  to  achieve. 

• New  materials  developed  for  specific  medical  appli- 
cations are  likely  to  be  proprietary,  which  could 
slow  the  rate  of  application  to  other  areas  of  medi- 
cine. 

• The  increased  cost  of  developing  new  biomaterials 
and  obtaining  premarket  approval  can  be  expected 
to  restrict  experimentation  and  with  it  the  probability 
of  fortuitous  discoveries. 

• The  growing  potential  for  product  liability  asso- 
ciated with  the  introduction  of  medical  devices 
utilizing  new  biomaterials  may  limit  the  enthusiasm 
of  clinicians  and  manufacturers  toward  developing 
new  products. 

A number  of  elements  of  this  evolving  process  are 
amenable  to  improvement: 

• The  development  of  a better  fundamental  under- 
standing of  the  behavior  of  biomaterials  in  vivo  can 
enhance  the  ability  to  design  new  materials  for  the 
intended  application. 

• The  closer  involvement  of  the  various  medical  and 
scientific  disciplines,  especially  in  cell  and  mole- 
cular biology,  is  needed  to  fully  address  the  techni- 
cal problems  faced. 

• A careful  evaluation  of  the  regulatory  and  voluntary 
standard  process  is  needed  to  ensure  that  unneces- 
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sary  costs  and  time  loss  are  not  incurred  through  the 
requirement  of  preclinical  and  clinical  tests  for 
which  there  is  no  clearly  established  relevance. 

• Improvement  and  general  acceptance  of  testing 
methodology  could  help  shorten  the  preclinical  and 
clinical  evaluation  phases  and  assure  greater  clinical 
safety  and  efficacy. 

• A more  effective  way  of  sharing  the  current  state  of 
knowledge  and  applications  of  biomaterials  would 
assist  practicing  physicians,  physicians-in-training, 
and  the  public  in  the  understanding  and  clinical  use 
of  these  biomaterials. 

In  order  to  continue  the  scientific  advancement  of 
biomaterials,  there  needs  to  be  an  ongoing,  well-con- 
structed collection  of  epidemiologic  information.  This 
might  include  demographic  data,  clinical  indications, 
procedure  and  materials  used,  pathologic  findings,  and 
short-  and  long-term  followup  in  a manner  that  is 
acceptable  to  both  the  scientific  and  clinical  commu- 
nity. 

5.  What  are  the  Areas  of  Greatest  Clinical  Need  for 
New  Biomaterials? 

The  consensus  conference  emphasized  the  con- 
siderable progress  that  has  been  made  in  modern  medi- 
cine as  a result  of  the  current  use  of  biomaterials. 
Nevertheless,  improved  materials  with  specific  proper- 
ties are  needed.  For  instance,  materials  that  can  be 
used  as  permanent  transdermal  or  transmucosal  im- 
plants without  risk  of  infection,  and  materials  that  can 
be  implanted  within  the  cardiovascular  system  without 
risk  of  blood  clot  formation,  would  have  immediate  ap- 
plication to  clinical  problems.  Materials  able  to  dupli- 
cate both  the  physical  and  biological  properties  of 
native  tissue  would  be  able  to  replace  skin,  muscle, 
tendon,  etc.  Elastomers  with  extremely  good  flexure 
life  and  resistance  to  biodegradation  might  serve  to 
replace  those  components  of  the  body  that  undergo  re- 
peated bending.  Special  materials  that  are  unlike  any 
biological  counterpart  but  that  promise  to  play  an 
increasingly  important  role  in  patient  care  include  con- 
trolled biodegradable  materials  for  use  as  sutures; 
blood  vessel  frameworks;  and  materials  with  controlled 
physicochemical  properties  for  use  as  drug  delivery 
systems. 

Biomaterials  and  devices  have  reached  varying 
levels  of  sophistication  and  reliability,  but  none  suf- 
ficiently mimicks  normal  tissues  and  organs  to  negate 
the  need  for  improvement. 

Improved  biomaterials  will  find  applications  in  every 
branch  of  medicine.  As  examples,  several  specific 
applications  could  have  an  important  impact  on  medi- 
cal care: 

• Coronary  artery  disease — A small  but  definite  per- 
centage of  the  120,000  patients  who  undergo  coro- 
nary artery  bypass  grafting  each  year  have  unsuit- 
able arterial  vessel  substitutes.  There  is  an  urgent 


need  for  a small  ( 3 mm  to  4 mm)  blood  vessel  substi- 
tute having  the  compliance  (stiffness)  of  the  normal 
vessel,  ease  of  suturing,  freedom  from  kinking,  and 
the  likelihood  of  remaining  patent  for  many  years. 

• Soft  tissue  contoural  and  functional  deformities — 
Currently  several  soft  tissue  substitutes  are  available 
to  restore  or  augment  the  shape  on  silhouette  of  body 
parts.  None  can  preserve  their  softness  reliably  and 
consistently  and  still  retain  the  complex  features  and 
contours  of  the  defective  area.  A significant  percen- 
tage of  implants  (30%  to  60%)  are  deformed  and 
hardened  by  the  contracting  scar  capsule.  Little  is 
understood  about  the  tissue/prosthesis  interface 
that  produces  such  varying  results  in  seemingly 
identical  prostheses.  To  date,  soft  tissue  augmenta- 
tion is  successful  only  in  the  face,  breast,  and  an- 
terior chest.  Contoural  deformities  in  the  rest  of  the 
trunk  and  limbs  remain  untreatable  with  biomaterials. 
Soft  tissue  substitutes  for  muscles,  tendons,  and 
ligaments  are  often  unable  to  provide  the  solid 
tissue-prosthesis  fixation  needed  to  withstand  the 
loads  required  for  function. 

• Chronic  disease — Advances  in  biomaterials  pro- 
mise to  have  an  impact  on  patients  who  are  required 
to  take  medications  over  long  periods  of  time. 
Implantable  drug  delivery  systems,  which  range 
from  miniature  pumps  to  polymer-encapsulated,  sus- 
tained-release drug  pellets,  are  being  developed. 
Specific  polymer  properties  are  required  for  these 
devices  and  complete  feedback  loop  systems  are 
desirable. 

• Urinary  incontinence— One  of  the  biggest  problems 
in  medicine  today,  seen  especially  in  the  chronically 
ill  and  the  elderly,  is  urinary  incontinence.  The  po- 
tential for  improved  long-term  indwelling  catheters 
and  prosthetic  sphincters  and  bladders  should  be 
developed. 

• Dental  alveolar  ridge  process — A significant  nutri- 
tional, physical,  and  emotional  problem  in  the 
elderly  population  is  the  inability  to  achieve  proper 
mastication  with  dentures.  Implants  may  help  to 
prevent  the  loss  of  the  alveolar  ridge  which  is  criti- 
cal in  such  situations. 

Conclusion 

Biomaterials  have  made  an  important  contribution 
to  modern  health  care.  Their  field  of  application,  al- 
ready much  more  extensive  than  generally  appreciated 
by  the  public,  is  likely  to  expand  even  further  as 
chronic,  debilitating  disease  becomes  a dominant  con- 
cern in  an  aging  population. 

The  implantation  of  biomaterials  can  result  in  some 
complications,  but  in  most  cases  it  is  difficult  to  dis- 
cern whether  the  problems  are  related  to  background 
disease,  faulty  implantation  techniques,  improper  de- 
vice design,  or  inadequate  material  properties.  It  is  im- 
portant that  the  source  of  such  problems  be  identified. 
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since  failure  related  to  implanted  devices  can  threaten 
the  life  of  the  patient. 

Continuing  attention  must  be  paid  to  the  conditions 
under  which  biomaterials  are  prepared,  evaluated,  and 
implanted.  Follow-up  clinical  studies  constitute  the 
best  approach  to  the  assessment  of  long-term  safety 
and  reliability.  Device  retrieval  programs  must  be  en- 
couraged, together  with  the  evaluation  of  materials  that 
have  been  exposed  to  the  body  environment  for  pro- 
longed periods.  Prospective  epidemiological  surveil- 
lance of  selected  devices  ought  to  be  expanded  to  ascer- 
tain the  interactions  between  disease  states  and  bio- 
material alterations. 

The  biomaterials  field  is  in  transition  from  a cottage 
industry  to  an  integrated  research  and  product  devel- 
opment effort.  There  is  a distinct  problem  of  technology 
transfer,  with  clinical  application  often  considerably 
ahead  of  fundamental  science.  There  is  no  uniform  set 
of  principles  in  biomaterials  research.  Rather,  each 
participating  discipline  has  been  bringing  its  own  pre- 
cepts to  bear  on  it  in  an  empirical  fashion.  In  the  future, 
an  inter-disciplinary  approach  should  be  taken  to 
answer  critical  questions  related  to  material  compata- 
bility  with  living  tissues.  One  approach  will  be  to  bring 
together  the  various  participants  in  the  process  of  de- 
veloping biomaterials  (government,  industry,  academia, 
and  the  medical  profession)  in  periodic  scientific 
gatherings.  The  most  difficult  task  may  be  to  assemble 
a critical  number  of  investigators  into  a hybrid  disci- 
pline— biomaterials  science — when  the  primary  alle- 
giance of  these  investigators  is  commonly  to  a special- 
ty field. 

Although  building  biomaterials  science  is  an  ines- 
capable necessity,  it  will  take  time.  In  the  interval,  the 
key  question  is  “How  do  we  best  utilize  the  technology 
available  today?”  One  approach  is  to  educate  the 
public  as  well  as  the  medical  profession  on  the  promise 
and  limitations  of  biomaterial  implants.  A biomaterials 
information  center  could  provide  a focus  for  such  com- 
munication. Finally,  there  may  well  be  a need  to  re- 
examine, in  the  light  of  accumulated  experience,  the 
process  under  which  devices  (and,  thus,  biomaterials) 
are  regulated  according  to  the  1 976  amendment  to  the 
Food,  Drug,  and  Cosmetic  Act. 

While  this  report  for  the  main  part  is  appropriately 
charged  with  addressing  the  areas  of  greatest  clinical 
need  in  which  the  state  of  the  art  today  is  feasible  and 
practical,  there  should  be  a more  distant  projection  of 
clinical  need  in  which  the  state  of  the  art  is  just  emer- 
ging. The  field  of  prevention,  early  detection,  and 
screening  for  disease  is  one  in  which  biomaterials  and 
the  technology  they  make  possible  are  extremely 
important  if  we  are  indeed  to  make  any  meaningful  im- 


pact on  the  overall  morbidity  and  mortality  of  our  major 
chronic  disease  processes. 

This  conference  was  sponsored  by  the  Biomedical  Engineering 
and  Instrumentation  Branch,  Division  of  Research  Services.  The 
NIH  Office  for  Medical  Applications  of  Research  provided  assis- 
tance in  the  planning  and  conduct  of  the  meeting. 

Members  of  the  Consensus  Development  Panel  were: 
Pierre  M.  Galletti,  M.D.,  Ph.D.  (Panel  Chairman), 
Professor  of  Medical  Science,  Vice  President  (Biology  and 
Medicine),  Division  Medical  Science,  Vice  President  (Bio- 
logy and  Medicine),  Division  of  Biology  and  Medicine, 
Brown  University,  Providence,  Rhode  Island;  James  M. 
Anderson,  M.D.,  Ph.D.,  Associate  Professor  of  Pathology 
and  Macromolecular  Science,  Department  of  Pathology, 
Case  Western  Reserve  University,  Cleveland,  Ohio;  Denes 

I.  Bardos,  Ph.D.,  Director,  Research  Services,  Zimmer,  Inc., 
Warsaw,  Indiana;  Jonathan  Black,  Ph.D.,  Professor,  Depart- 
ment of  Orthopedic  Surgery  and  Department  of  Bioengineer- 
ing, University  of  Pennsylvania,  Philadelphia,  Pennsyl- 
vania; Garry  S.  Brody,  M.D.,  Clinical  Associate  Professor 
of  Surgery  (Plastic),  Chief,  Division  of  Plastic  and  Recon- 
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Health,  Bethesda,  Maryland  20205.  This  bibliography  was 
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Report  on  Do  Not  Resuscitate  Decisions 


COMMITTEE  ON  POLICY  FOR  DNR  DECISIONS,  YALE  NEW  HAVEN  HOSPITAL 


In  January,  1978,  Dr.  Samuel  O.  Thier,  Chairman 
of  the  Department  of  Medicine,  appointed  this 
Committee*  and  charged  it  to  recommend  to  the 
Department  a policy  for  making,  communicating  and 
implementing  decisions  to  withhold  cardiopulmonary 
resuscitation  in  terminally  ill  patients.  In  developing 
this  report,  the  Committee:  (1)  surveyed  the  literature 

The  Committee  concludes  that  the  most  important 
obstacle  to  the  making  and  implementation  of  decisions 
on  withholding  cardiopulmonary  resuscitation  is  faulty 
communications.  Some  of  the  more  important  barriers  to 
communication  in  the  current  system  are: 

1.  It  is  sometimes  difficult  to  identify  the  responsible 
physician,  the  individual  who  has  the  responsibility  for 
seeing  to  it  that  decisions  are  made,  communicated  and 


*Committee  Membership:  SHIRLEY  BLOOD,  R.N.,  Head  Nurse, 
Clinical  Research  Center,  Yale-New  Haven  Hospital.  JOHN  F. 
D'A VELLA,  M.D.,  Fellow,  Section  of  Nephrology,  Department  of 
Medicine,  Yale  University  School  of  Medicine;  formerly  Chief  Medical 
Resident,  Yale-New  Haven  Hospital.  CONSTANCE  T.  DONOVAN. 
R.N.,  M.S.N.,  Assistant  Professor,  Medical-Surgical  Nursing  Program, 
Yale  School  of  Nursing,  and  Clinical  Nurse  Specialist,  Yale-New  Haven 
Hospital.  THOMAS  P.  DUFFY.  M.D.,  Associate  Professor  of 
Medicine,  Yale  University  School  of  Medicine.  DAVID  C.  DUN- 
COMBE,  M.  Div.,  Ph  D.,  Chaplain,  Yale  University  School  of 
Medicine,  and  Assistant  Professor  of  Pastoral  Theology,  Yale  Divinity 
School.  ANGELA  R.  HOLDER,  LL.M.,  Counsel  for  Medicolegal  Af- 
fairs, Yale-New  Haven  Hospital,  and  Associate  Clinical  Professor  of 
Pediatrics  (Law),  Yale  University  School  of  Medicine.  ROBERT  J. 
LEVINE,  M.D.  (Chair),  Professor  of  Medicine  and  Lecturer  in  Phar- 
macology, Yale  University  School  of  Medicine.  MELVIN  LEWIS, 
M . B . , F . R . C . Psych . . D . C . H . , Professor  of  Pediatrics  and  Psychiatry 
and  Director  of  Medical  Studies,  Child  Study  Center,  Yale  University 
School  of  Medicine.  KATHLEEN  A.  NOLAN.  Yale  Medical  Student. 
ROSALIND  A.  REED.  R.N.,  Staff  Nurse,  Medical  Intensive  Care  Unit, 
Yale-New  Haven  Hospital.  JAMES  A.  TALCOTT,  Yale  Medical 
Student. 

A slightly  edited  version  of  this  policy  appears  in  Cynthia  B.  Wong 
and  Judith  P.  Swazey,  editors.  Dilemmas  of  Dying:  Policies  and  Pro- 
cedures for  Decisions  Not  to  Treat:  (Boston:  G.K.  Hall  Medical 
Publishers,  1981). 

The  recommendations  presented  in  this  Committee  Report  have  been 
adopted  as  the  policy  of  Yale-New  Haven  Hospital. 


on  the  ethical  and  legal  aspects  of  its  mandate;  (2) 
reviewed  policies  developed  by  other  hospitals  (and 
found  none  to  be  entirely  suitable  for  YNHH);  and  (3) 
solicited  the  opinions  of  various  members  of  the  YNHH 
professional  staff  concentrating  particularly  on  their 
perceptions  of  what  current  practices  are  and  how  they 
might  be  improved. 

implemented.  This  is  particularly  true  in  the  Intensive 
Care  Unit  (ICU)  when  multiple  subspecialists  are  in- 
volved in  the  management  of  a patient. 

2.  Some  members  of  the  health  care  team  who  have  im- 
portant information  that  is  germane  to  a decision  may 
not  make  that  information  available  to  the  responsible 
physician  because:  (a)  they  are  unaware  that  a deci- 
sion is  to  be  made  or  (b)  some  nonphysicians  — e.g., 
nurses,  social  workers  — feel  that  they  may  be  perceived 
as  overstepping  their  bounds  if  they  initiate  discussions 
of  such  decisions  with  physicians. 

3.  Some  physicians  believe  incorrectly  that  writing  a “Do 
Not  Resuscitate”  order  will  increase  the  likelihood  of 
malpractice  litigation.  In  fact,  writing  such  orders  in 
accord  with  the  recommendations  of  this  report  will 
have  the  opposite  effect. 

4.  Discussions  between  the  responsible  physician  and  the 
patient  are  at  times  initiated  much  too  late.  Discussions 
initiated  in  the  suboptimal  conditions  of  the  ICU  often 
could  have  been  anticipated  by  several  months  and  con- 
ducted in  a much  more  satisfactory  setting. 

5.  The  authority  to  accept  or  refuse  resuscitation  (or  any 
other  therapeutic  maneuver)  properly  resides  with  the 
patient  or  the  next  of  kin.  The  physician,  on  the  other 
hand,  is  most  capable  of  predicting  the  consequences 
of  any  therapeutic  intervention.  In  some  cases  there 
are  great  differences  between  what  the  patient  wishes 
and  what  the  physician  judges  to  be  possible;  such  dif- 
ferences are  likely  to  be  associated  with  unsatisfactory 
communication. 

6.  In  some  cases  in  which  a decision  has  been  made  to 
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withhold  resuscitation  (or  any  other  therapeutic 
maneuver),  not  all  health  professionals  who  might 
come  into  contact  with  the  patient  are  aware  of  it.  Con- 
sequently, such  interventions  may  be  performed  when 
they  are  contrary  to  the  expressed  will  of  the  patient. 
Parenthetically,  this  seems  to  be  an  uncommon  ex- 
perience in  YNHH. 

This  report  reflects  the  Committee’s  attempt  to 
eradicate  — or  at  least  to  minimize  — the  six  specified  bar- 
riers to  communication;  other  barriers  perceived  by  the 
Committee  are  implicit  in  our  recommendations  for  deal- 
ing with  them.  This  report  provides  no  guidelines  for 
determining  what  medical  conditions  are  to  be  considered 
grounds  for  withholding  resuscitation  or  other  life- 
sustaining  therapy.  Rather,  it  identifies  the  personnel  who 
should  be  held  accountable  for  ensuring  that  such  deci- 
sions are  made  and  the  procedures  that  they  should  employ 
to  facilitate  clear  and  unambiguous  communications  rele- 
vant to  these  decisions. 

The  recommendations  are  presented  in  the  following 
order: 

I.  Identification  of  the  responsible  physician. 

II.  Communications  between  health  care  professionals. 

III.  Classification  of  approaches  to  management  of  the 
terminally  ill. 

IV.  Communications  with  the  patient  and  family. 

V.  The  mechanics  of  writing  Do  Not  Resuscitate  orders 
and  classification  notes. 

I,  Identification  of  the  responsible  physician. 

In  March  1978,  the  Medical  Board  and  the  Board  of 
Directors  approved  an  updated  version  of  the  “Policies 
Governing  Responsibility  for  Care  of  Patients”  in  Yale- 
New  Haven  Hospital.  These  policies  specify  that  all  pa- 
tients admitted  to  Yale-New  Haven  Hospital  are  to  be 
under  the  care  of  a member  of  the  hospital  staff  who  is 
designated  the  “responsible  physician.”  The  responsible 
physician  has  the  overall  responsibility,  both  medically 
and  legally,  for  the  patient’s  care.  A detailed  account  of 
the  duties  of  the  responsible  physician  may  be  found  in 
the  policy  statement. 

In  the  care  of  patients  who  appear  to  be  terminally  ill, 
clear  identification  of  the  responsible  physician  is  of  para- 
mount importance.  If  at  any  time  the  identity  of  the 
responsible  physician  is  unclear  to  any  member  of  the 
health  care  team,  he  or  she  should  ask  the  house  officer 
to  identify  the  responsible  physician.  If  the  house  officer 
is  unable  to  do  so,  he  or  she  should  contact  the  chief 
medical  resident  who  has  the  obligation  to  provide  a 
prompt  identification  of  the  responsible  physician. 

The  obligations  of  the  responsible  physician  in  the  care 
of  terminally-ill  patients  — in  addition  to  those  specified 
in  the  YNHH  Policies  — are  as  follows; 

1.  Coordination  of  communications  among  various 
members  of  the  health-care  team  and  with  various  pro- 
fessional consultants. 
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2 . Communication  with  the  patient  and/or  the  family  with 
the  aim  of  seeking  an  agreement  to  a specific  manage- 
ment classification  with  or  without  a Do  Not 
Resuscitate  order. 

3.  Writing  the  management  classification  with  or  without 
a Do  Not  Resuscitate  order  in  the  chart. 

4.  In  cases  of  irreconcilable  disagreement,  activating  the 
appeals  mechanism  (c.f.,  Section  II). 

II.  Communications  among  health  care  professionals. 

Although  the  ultimate  responsibility  for  medical 
decision-making  rests  with  the  responsible  physician, 
other  members  of  the  health  care  team  often  have  impor- 
tant information  that  they  might  contribute  to  the  decision- 
making process.  In  order  to  assure  access  to  all  relevant 
information  at  the  time  of  making  decisions  about  manage- 
ment classifications  as  well  as  Do  Not  Resuscitate  orders, 
the  Committee  makes  the  following  recommendation: 
When  it  becomes  apparent  to  the  responsible  physician 
that  a decision  must  be  made  about  a patient’s  manage- 
ment classification,  he  or  she  should  signal  to  all  members 
of  the  health  care  team  the  intention  to  make  such  a deci- 
sion by  writing  a note  to  that  effect  in  the  patient’s  chart. 
Such  a note  might  be  worded:  “The  condition  of  this  pa- 
tient is  deteriorating  and  it  is  necessary  to  formulate  plans 
with  regard  to  future  management.  This  will  be  done  at 
(specify  a time  and  place;  e.g.,  tomorrow  at  work  rounds).” 
Such  a note  should  alert  all  parties  (e.g.,  physicians, 
nurses,  social  workers,  chaplains,  students,  and  so  on) 
that  a management  classification  decision  is  about  to  be 
made.  In  this  way  they  are  alerted  to  contribute  any  in- 
formation they  consider  relevant  to  the  decision-making 
process.  They  may  either  speak  directly  with  the  respon- 
sible physician  or  the  house  officer  or  they  might  plan 
to  be  present  at  the  designated  time  for  making  the 
decision. 

In  general,  health  care  personnel  should  refrain  from 
initiating  discussions  with  the  patient  or  the  family  that 
seem  to  reflect  a consensus  on  management  classification 
until  such  a consensus  is  reached  through  appropriate 
discussions  between  members  of  the  health  care  team. 

It  is  a strong  conviction  of  the  Committee  that  any 
member  of  the  health  care  team  who  considers  that  the 
management  classification  for  a patient  is  inappropriate 
(or,  in  some  cases,  when  there  is  no  management 
classification,  that  there  should  be  one)  should  report  this 
opinion  to  the  responsible  physician;  any  health  care  pro- 
fessional holding  such  a opinion  should  consider  it  an 
obligation,  not  merely  a prerogative,  to  report  such  an 
opinion  to  the  responsible  physician.  Further,  it  is  the 
obligation  of  the  responsible  physician  to  act  upon  such 
communications.  The  responsible  physician  has  the  right 
and  the  obligation  to  make  final  judgments  with  regard 
to  the  medical  reversibility*  of  the  patient’s  condition;  in 
the  event  of  irreconcilable  disagreements  between  health 


*Defmed  in  Section  III 
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care  professionals,  suitable  consultation  should  be  obtain- 
ed. If  the  disagreements  cannot  be  resolved  with  the  aid 
of  a consultant,  the  matter  should  be  referred  to  the  Chief 
of  Service  for  arbitration  or  mediation. 

In  many  instances,  the  physician  having  the  best  rela- 
tionship with  the  family  or  the  patient  may  be  a member 
of  the  House  Staff  and  not  the  responsible  physician. 
Therefore,  discussions  with  the  patient  or  family  that 
ultimately  lead  to  a change  in  management  classification 
(with  or  without  a Do  Not  Resuscitate  order)  may  be  con- 
ducted by  that  member  of  the  house  staff.  However,  these 
discussions  should  first  be  approved  by  the  responsible 
physician;  delegation  of  authority  to  conduct  such  discus- 
sions must  be  explicit. 

The  authority  to  write  a Do  Not  Resuscitate  order  may 
not  be  delegated;  it  must  be  written  personally  by  the 
responsible  physician.  However,  house  officers  have  the 
authority  to  cancel  Do  Not  Resuscitate  orders  as  ap- 
propriate. For  example,  such  orders  should  be  cancelled 
at  the  request  of  the  patient  or  duly  authorized  member 
of  the  family  (c.f.,  Section  IV).  Further,  an  unexpected 
finding  that  suggests  that  the  prognosis  for  medical  rever- 
sibility has  been  substantially  underestimated  should  signal 
the  need  for  cancellation  of  a Do  Not  Resuscitate  order. 
In  the  latter  case,  the  order  should  be  suspended  tem- 
porarily while  the  house  officer  attempts  to  discuss  the 
unexpected  finding  with  the  responsible  physician. 

In  the  absence  of  a house  officer,  nurses  may  be  called 
upon  by  family  members  to  perform  cardiopulmonary 
resuscitation  on  patients  for  whom  Do  Not  Resuscitate 
orders  have  been  written.  Under  these  circumstances,  the 
nurse  should  contact  either  the  house  officer  or  the  respon- 
sible physician  as  soon  as  possible.  In  the  event  the  re- 
quest to  disregard  a Do  Not  Resuscitate  order  is  made 
during  cardiopulmonary  arrest,  and  no  physician  is 
available,  the  nurse  is  authorized  to  proceed  with  car- 
diopulmonary resuscitation.  However,  all  professionals 
should  be  aware  that— at  the  moment  of  cardiopulmonary 
arrest  — members  of  the  family  who  have  previously 
carefully  thought  through  decisions  to  authorize  Do  Not 
Resuscitate  orders  may  respond  to  the  immediate  situa- 
tion by  saying,  “Do  something.”  Professionals  who  are 
experienced  at  working  in  intensive  care  units  can  or- 
dinarily distinguish  this  reaction  from  a determination  to 
reverse  a previously  well  thought  out  decision.  Common- 
ly, at  such  times,  the  family  member  is  more  in  need  of 
attention  than  the  patient. 

III.  Classification  of  approaches  to  management  of  the 
terminally-ill. 

When  patients  either  are  or  appear  to  be  terminally- 
ill,  some  members  of  the  health  care  team  may  not  have 
clear  understandings  of  the  team’s  overall  management 
objectives.  In  some  cases,  this  is  because  these  objectives 
have  not  been  defined  by  the  responsible  physician;  the 
necessary  consultations  and  discussions  may  not  yet  have 
been  accomplished. 


In  other  cases,  the  objectives  may  be  clear  to  the  respon- 
sible physician  but  not  clearly  articulated  to  others  who 
should  be  aware  of  them.  In  the  absence  of  clear  articula- 
tion of  overall  objectives  there  is  the  ever-present 
possibility  that  a health  care  professional  might  either  in- 
itiate or  withhold  a therapeutic  maneuver  and  by  so  do- 
ing, undermine  the  management  objectives. 

In  this  section  we  present  a system  for  classification  of 
overall  management  objectives.  The  purpose  of  this 
classification  system  is  to  provide  an  easily  accessible 
reference  for  those  health  professionals  who  might  be 
called  upon  to  make  judgments  about  implementation  of 
various  therapeutic  maneuvers  when  the  responsible 
physician  is  not  available  for  timely  consultation. 

Class  A:  The  general  presumption  in  this  Class  is  that 
patients  are  to  receive  all  curative  and  functional 
maintenance  therapies*  as  indicated.  The  primary  goal 
is  to  achieve  arrest,  remission,  or  cure  of  the  basic  disease 
process.  The  aims  of  curative  therapy  take  priority  over 
those  of  functional  maintenance  which,  in  turn,  hold  a 
higher  priority  than  those  of  comforting  therapy. 

Class  B:  The  general  presumption  in  this  Class  is  that 
any  curative  therapy  in  progress  (if  any)  will  be  continued 
until  its  outcome  has  been  determined  and,  further,  that 
no  new  curative  therapy  will  be  implemented.  The  goals 
of  functional  maintenance  therapy  take  priority  over  the 
goals  of  comforting  therapy.  The  responsible  physician 
should  specify  limits  — if  any  — to  be  imposed  on  functional 
maintenance  therapy:  e.g.,  if  sepsis  occurs,  should  it  be 
treated  with  antibiotics? 

Class  B is  further  subdivided  as  follows: 

Bl:  In  the  event  of  cardiopulmonary  arrest,  the  pa- 
tient is  to  be  resuscitated. 

B2:  Do  Not  Resuscitate  order  is  written. 

Class  C:  The  goals  of  therapy  are  to  comfort  the  pa- 
tient as  he  or  she  is  dying.  A Do  Not  Resuscitate  order 
is  written  and  comforting  therapy  dominates  the  approach 
to  medical  care.  The  limits  of  functional  maintenance 
therapy  should  be  specified. 

Definitions 

Basic  Disease  Process:  This  is  the  disease  process  that 
plays  the  dominant  role  in  determining  whether  the  pa- 
tient’s illness  is  “medically  reversible”  (infra).  In  some  pa- 
tients there  may  be  two  (or  rarely  more)  basic  disease 
processes. 

Medical  Reversibility:  The  medical  reversibility  of  a 
basic  disease  process  is  strictly  a technical  judgment.  In 
the  hospital  setting  the  personnel  who  are  most  qualified 
to  render  such  a judgment  are  physicians.  Judgments  with 
regard  to  medical  reversibility  should  include  statements 
both  of  its  probability  and  of  its  magnitude.  A 
characteristic  technical  statement  of  medical  reversibili- 
ty is:  If  we  implement  therapy  X there  is  about  a 10  per 


♦Definitions  of  these  classes  of  therapy  are  provided  subsequently 
in  this  section. 
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cent  chance  of  inducing  a 50  per  cent  reduction  in  (e.g.,) 
the  size  of  the  tumor.  In  order  to  translate  this  technical 
statement  into  language  that  is  of  use  to  a patient  and  his 
or  her  family  an  elaboration  is  ordinarily  required.  For 
example,  if  we  implement  therapy  X there  is  about  a 10 
per  cent  chance  that  it  will  work.  If  it  does,  we  might  hope 
to  see  a substantial  return  of  (e.g.,)  cognitive  function. 

Curative  Therapy:  These  are  therapies  that  are  directed 
at  the  basic  disease  process  for  the  purpose  of  either  ar- 
resting or  reversing  its  progress,  with  the  aim  of  induc- 
ing a partial  or  total  remission.  Implementation  of  a 
curative  therapy  presupposes  that  a judgment  has  been 
made  that  the  basic  disease  process  is  potentially  medically 
reversible. 

Functional  Equilibrium:  This  term  refers  to  a 
physiologic  status  of  the  patient  that  is  compatible  with 
biological  survival.  In  general,  a patient  is  said  to  be  in 
functional  equilibrium  if  there  is  adequate  ventilation, 
nutrition,  perfusion  of  vital  organs,  excretory  function, 
and  so  on.  Impairments  of  any  of  these  functions  may  be 
caused  by  a variety  of  phenomena  which  may  or  may  not 
be  labelled  appropriately  as  diseases.  For  example,  im- 
pairments in  respiratory  function  might  be  caused  by 
obstruction  to  the  airways  either  by  excessive  secretions 
or  by  tumors.  They  may  also  be  caused  by  pneumonia 
or  by  paralysis  of  respiratory  muscles.  Actions  directed 
toward  removing  these  detriments  to  respiratory  function 
are  performed  in  the  interests  of  maintaining  functional 
equilibrium,  notwithstanding  the  status  of  the  detriment 
as  a disease  or  some  other  thing. 

Pneumonia,  eg,  may  be  viewed  as  either  a basic  disease 
process  or  a detriment  to  functional  equilibrium.  Its  status 
is  determined  by  virtue  of  its  role  in  making  global  deter- 
minations of  the  potential  reversibility  of  the  patient’s 
medical  illness.  Thus,  in  a patient  having  a basic  disease 
process— e.g.,  a metastatic  solid  tumor  — that  has  rendered 
him  or  her  totally  incapacitated  and  which -in  the  con- 
sidered judgment  of  the  health  care  team  — is  nearly  devoid 
of  potential  for  medical  reversibility,  treatment  of 
pneumonia  may  be  considered  functional  maintenance 
therapy  . A decision  to  treat  pneumonia  in  such  a patient 
has  much  more  in  common  with  a decision  to  use  a ven- 
tilator than  it  does  with  a decision  to  administer  “curative” 
therapy. 

Functional  Maintenance  Therapy:  These  are  therapies 
designed  to  achieve  or  maintain  functional  equilibrium. 

Comforting  Therapy:  These  are  therapies  designed  to 
achieve  or  maintain  the  patient’s  comfort. 

Determinations  of  what  constitutes  functional 
equilibrium  lie  nearly  exclusively  in  the  domain  of  the 
physician.  By  contrast,  when  the  patient  is  capable  of  com- 
municating, determination  of  what  constitutes  comfort  lie 
exclusively  in  his  or  her  domain.  Often,  therapies  designed 
to  be  curative  or  to  maintain  functional  equilibrium  (e.g., 
endotrachael  tubes)  will  produce  discomfort.  Similarly, 
therapies  designed  to  produce  comfort  may  induce  func- 


tional dysequilibria  (e.g.,  morphine  given  for  purposes 
of  producing  comfort  may  inhibit  respiratory  function  or 
induce  ileus).  Thus,  it  is  necessary  to  make  clear 
statements  as  to  whether  producing  comfort  takes  priori- 
ty over  maintaining  functional  equilibrium. 

Although  the  patient  or  the  physician  may  be  most  com- 
petent to  make  judgments  as  to  what  constitutes  comfort 
or  functional  equilibrium,  respectively,  such  judgments 
are  to  be  distinguished  from  decisions  to  take  action.  Deci- 
sions to  take  actions— e.g.,  implementation  or  withholding 
of  various  therapeutic  maneuvers  — are  to  be  done  in  ac- 
cord with  agreements  reached  through  appropriate  discus- 
sions between  all  concerned  parties  — health  care  profes- 
sionals and  patients  and/or  their  families. 

The  general  presumption  is  that  all  patients  are  in  Class 
A unless  otherwise  specified.  Patients  are  to  be  classified 
according  to  this  system  only  when  there  exists  some 
legitimate  cause  to  suspect  that  a patient  should  be  in  either 
Class  B or  C.  Writing  in  the  chart  that  a patient  is  in  Class 
A should  be  done  only  to  signal  the  fact  that  the  health 
care  team  has -with  due  deliberation  and  consultation  — 
rejected  classifying  the  patient  as  either  B or  C. 

Patients  should  be  classified  in  Class  B only  when  there 
is  a very  low  probability  of  achieving  any  consequential 
remission.  In  general,  reasonable  curative  therapies  have 
been  tried  and  failed  or  have  been  rejected  for  good  cause. 
For  example,  the  patient  may  have  refused  some  poten- 
tially curative  therapies.  For  some  patients  in  this  class 
a curative  therapy  may  be  in  progress  but  there  is  little 
likelihood  of  success. 

Class  B is,  in  general,  to  be  considered  a temporary 
classification.  Some  of  these  patients  will  show  surpris- 
ing responses  to  curative  therapy  in  which  case  they  will 
be  transferred  to  Class  A.  Most  of  them,  however,  will 
become  suitable  candidates  for  Class  C. 

IV.  Communications  with  the  patient  and  family. 

When  the  responsible  physician  — with  due  consultation 
with  other  health  care  professionals  — has  reached  a deci- 
sion with  regard  to  the  medical  reversibility  of  a patient’s 
condition,  a discussion  should  be  initiated  with  the  pa- 
tient and/or  the  family  with  the  aim  of  defining  the  overall 
management  objectives.  The  ultimate  authority  to  deter- 
mine the  overall  management  objectives  resides  with  the 
patient  and/or  the  family;  this  is  elaborated  subsequently 
in  this  section.  The  discussions  should  ordinarily  be  con- 
ducted by  the  responsible  physician;  however,  when  ap- 
propriate this  responsibility  may  be  delegated  to  a house 
officer  (c.f.  Section  II). 

If  the  patient  is  conscious  and  competent,  he  or  she  has 
the  clear  right  to  refuse  any  treatment  (including  resuscita- 
tion) even  if  the  consequences  of  such  refusal  may  be 
death.  Thus,  if  the  patient,  after  discussion  of  the  alter- 
natives, is  capable  of  understanding  the  situation  and 
wishes  not  to  be  resuscitated,  the  physician  is  entitled  to 
rely  on  such  a decision;  this  entitlement  obtains  even  when 
the  decision  is  opposed  by  one  or  more  of  the  patient’s 
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relatives.  In  general,  if  a competent  adult  patient  refuses 
any  therapy,  that  therapy  may  be  given  only  when 
authorized  by  a court  order.  It  should  be  noted,  however, 
that  in  cases  of  attempted  suicide,  it  is  customary  and  legal 
to  oppose  the  expressed  wishes  of  the  patient  to  refuse 
life-saving  therapy. 

If  a legally  competent  patient  is  steadfast  in  refusing 
any  type  of  therapy  and  if  in  the  judgment  of  the  respon- 
sible physician,  such  refusal  seems  irrational,  the  Chief 
of  Staff  or  Hospital  Counsel  should  be  consulted.  It  should 
be  noted  that  the  Hospital  will  almost  never  initiate  in- 
competency proceedings  based  solely  on  the  fact  that  a 
patient  is  refusing  treatment. 

If  the  patient  is  comatose  or  incompetent  and  a legal 
guardian  (known  in  Connecticut  as  the  conservator  of  the 
person)  has  been  appointed,  the  conservator  of  the  per- 
son has  the  right  to  make  such  decisions.  Only  a patient 
who  has  been  so  adjudicated  by  a court  is  legally  incompe- 
tent; all  other  patients  are  to  be  considered  competent  as 
a matter  of  law.  Ideally,  the  family  should  be  urged  to 
obtain  a court  order  appointing  a conservator  prior  to  the 
time  such  decisions  are  to  be  made  if  the  patient  seems 
incapable  of  speaking  for  himself  or  herself;  however, 
in  many  cases  this  is  impractical. 

Decisions  to  discontinue  life-saving  therapies  or  to 
withhold  resuscitation  must  be  authorized  by  the  patient 
or,  when  appropriate,  the  guardian.  Failure  to  secure  such 
authorization  may  impose  legal  liability  on  the  physician. 
Consequently,  when  such  decisions  are  contemplated  in 
the  course  of  management  of  comatose  or  incompetent 
patients,  every  effort  should  be  made  to  contact  an  in- 
dividual who  is  entitled  to  provide  such  authorization.  If 
such  a person  cannot  be  located,  the  Chief  of  Staff  and 
Hospital  Counsel  should  be  notified. 

If  the  patient  is  comatose  or  legally  incompetent,  the 
following  order  of  decision-making  should  be  followed: 
The  spouse,  if  present  and  competent,  has  the  clear  para- 
mount right  over  adult  children  to  be  appointed  conser- 
vator of  an  incompetent  patient  and,  even  if  not  appointed, 
to  make  decisions  about  treatment.  Where  there  is  no 
spouse  but  there  are  adult  offspring,  in  situations  where 
there  is  consensus,  any  one  sibling  may  act  for  all.  If  there 
is  disagreement,  Hospital  Counsel  should  be  called. 

When  the  authority  to  make  a decision  resides  in  a group 
(e.g.,  of  siblings),  it  is  legally  perilous  to  discontinue 
therapy  while  there  is  conflict  among  members  of  the 
group.  At  times  it  may  be  necessary  to  resuscitate  the  pa- 
tient, perhaps  several  times,  while  awaiting  consensus  to 
develop. 

Some  legally  incompetent  patients  may  be  capable  of 
expressing  their  wishes  about  their  management.  When 
there  are  conflicts  between  the  conservator  and  the  pa- 
tient, no  decision  to  withdraw  curative  or  functional 
maintenance  therapies  or  to  write  Do  Not  Resuscitate 
orders  should  be  made  without  authorization  from  the 
Chief  of  Staff  and  the  Hospital  Counsel. 


In  any  case  in  which  the  physician  believes  there  is  a 
reasonable  possibility  of  medical  reversibility  of  the  basic 
disease  process  and  the  patient  is  comatose  or  incompe- 
tent, the  physician  has  the  legal  authority  to  treat  the  pa- 
tient over  the  family’s  objection.  One  should  be  aware  of 
the  possibility  of  conflicts  of  interest  between  the  patient 
and  his  or  her  relatives.  In  the  event  a family  member 
is  adamant  in  opposing  a physician’s  plans  to  continue  life- 
sustaining  therapy,  Hospital  Counsel  should  be  consulted. 

In  some  cases  in  which  the  responsible  physician  and 
the  patient  and/or  family  are  in  irreconcilable  conflict 
about  the  appropriate  course  of  management,  the  physi- 
cian may  offer  to  withdraw.  In  these  circumstances  the 
responsible  physician  should  also  offer  assistance  in  iden- 
tifying and  contacting  another  who  will  assume  the  role 
of  responsible  physician. 

According  to  YNHH  policy,  therapeutic  procedures 
should  be  implemented  only  with  the  informed  consent 
of  the  patient.  The  agreements  reached  between  physi- 
cians and  patients  and/or  their  families  that  result  in 
management  classifications  with  or  without  Do  Not 
Resuscitate  orders  may,  at  times,  be  based  upon  discus- 
sions that  can  truly  be  considered  as  resulting  in  a condi- 
tion known  as  “informed  consent.”  In  general,  this  term 
can  be  properly  applied  in  cases  where  the  discussions 
are  begun  several  weeks  or  months  before  a Do  Not 
Resuscitate  order  might  be  implemented.  In  such  cases 
the  negotiations  for  informed  consent  may  result  in  a docu- 
ment known  as  a “living  will.”  The  Committee  strongly 
encourages  the  early  initiation  of  such  discussions  and  the 
development  of  living  wills.  Such  documents  provide  the 
most  clear  and  unambiguous  expressions  of  the  patient’s 
values  rendered  at  times  when  the  patients  are  relatively 
rational  and  autonomous  and  when  there  is  time  for  due 
deliberation;  their  situations  are  substantially  and  relevant- 
ly different  from  what  they  will  be  in  the  ICU. 

When  discussions  are  initiated  by  physicians  under  cir- 
cumstances in  which  it  seems  appropriate  to  enter  a pa- 
tient in  management  Class  B or  C,  it  is  rarely  possible 
to  achieve  informed  consent.  Ordinarily,  the  physician  ap- 
proaches the  patient  and/or  family  with  a statement  that 
there  is  no  reasonable  chance  of  medical  reversibility;  ac- 
cordingly, they  are  asked  to  “authorize”  a shift  in  manage- 
ment objectives  to  Class  B or  C.  The  Committee  recom- 
mends that  the  term  “authorization”  be  used  to  refer  to 
such  agreements.  As  much  time  and  support  should  be 
given  as  is  necessary  for  the  patient  and/or  family  to  reach 
a decision  and  to  seek  consultation  with  such  advisors  as 
they  may  choose,  medical  and  otherwise.  In  these  cases, 
what  is  sought  is  the  authorization  of  the  patient  or  the 
family  to  a particular  plan  of  management  based  upon  the 
estimation  of  the  health  care  professionals  as  to  what 
medicine  can  and  cannot  achieve.  However,  the  patient 
and/or  family  have  the  legal  authority  to  require  that  a 
patient  be  managed  according  to  Class  B-l  even  when  the 
physician  believes  that  Class  C management  would  be 
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more  appropriate;  the  physician  is  obliged  to  proceed  ac- 
cording to  these  wishes. 

In  the  event  a patient  meets  the  criteria*  for  “brain- 
death,”  the  patient  may  be  pronounced  dead  and  then  all 
therapeutic  maneuvers  discontinued  notwithstanding  any 
expressions  of  wishes  to  do  otherwise. 

V.  The  mechanics  of  writing  Do  Not  Resuscitate 
orders  and  classification  notes. 

Decisions  to  withhold  resuscitation  in  the  event  of  car- 
diopulmonary arrest  are  to  be  written  on  the  order  sheet. 
They  should  be  spelled  out;  the  abbreviation,  DNR,  is 
not  to  be  used.  Also  not  to  be  used  are  such  euphemisms 
as:  “No  code”  or  “In  case  of  CPA,  page  house  officer, 
stat.”  Only  the  responsible  physician  may  write  the  Do 
Not  Resuscitate  order.  It  is  presumed  that  Do  Not 
Resuscitate  orders  will  be  reviewed  at  least  once  daily  and 
commonly  more  frequently.  The  Committee  considered 
and  rejected  recommending  that  these  orders  have 
automatic  expiration  periods  — e.g.,  24  hours. 

According  to  YNHH  Policies,  all  orders  are  to  be  writ- 
ten. In  emergencies  it  is  acceptable  for  physicians  to  give 
oral  orders  for  therapeutic  actions  other  than  Do  Not 
Resuscitate  orders.  Usually,  oral  orders  are  appropriate 
in  emergencies  when  it  would  be  detrimental  to  the  in- 
terests of  the  patient  to  wait  for  them  to  be  written.  This 
justification  is  never  appropriate  for  Do  Not  Resuscitate 
orders;  they  must  always  be  written. 

The  Committee  recommends  that  the  physician  write 
on  the  order  sheet  a notification  that  a management 
classification  note  has  been  written  in  the  progress  notes. 
This  should  indicate  the  date  on  which  it  was  written  and 
identify  the  individual  who  wrote  it.  Substantive  changes 
in  the  management  classification  should  also  be  noted 
similarly  on  the  order  sheet. 

In  all  cases  in  which  a Do  Not  Resuscitate  order  is  writ- 
ten, a management  classification  note  is  mandatory. 

In  the  Kardex,  the  nurse  should  note  prominently  that 
a Do  Not  Resuscitate  order  has  been  written.  In  close 
proximity  to  that  notation  there  should  be  an  additional 
notation  of  when  the  most  current  management  classifica- 
tion note  was  written  in  the  progress  notes.  When  ap- 
plicable, there  should  also  be  a list  of  limitations  of  such 
things  as  functional  maintenance  therapies. 

Progress  notes:  Management  classification  notes  should 
provide  a clear  account  of  the  rationale  for  the  determina- 
tion of  the  objectives  of  management.  There  should  be 
an  identification  of  the  basic  disease  process  or  processes 
and  an  estimation  of  the  probability  and  magnitude  of  its 
medical  reversibility.  There  should  be  a statement  as  to 
whether  the  management  objectives  are  those  of  Class  A, 
B (1  or  2)  or  C.  Limitations,  if  any,  on  functional 
maintenance  therapies  (or  other  therapies)  that  have  been 
agreed  upon  with  the  patient  are  to  be  identified.  Further, 
there  should  be  a statement  on  the  extent  to  which  the  ob- 

*See:  Black,  P.M.:  Brain  death.  New  England  J.  Med.  299:338-344 
and  393-401,  1978. 


jectives  of  comforting  take  priority  over  those  of  func- 
tional maintenance. 

Finally,  there  should  be  a statement  as  to  who  authoriz- 
ed this  approach  to  management— either  the  patient  or  the 
appropriate  relative(s)  or  guardian.  This  statement  should 
include  a brief  account  of  the  information  that  was  con- 
veyed to  the  patient  and/or  family  that  formed  the  basis 
of  the  authorization. 

In  general,  a competent  patient  should  not  be  asked  to 
document  his  or  her  authorization  of  a Do  Not  Resuscitate 
order  when  it  appears  that  there  might  soon  be  a need  for 
its  implementation.  Such  a request  might  be  considered 
appropriate  following  thorough  discussions  of  the  matter 
several  weeks  or  months  before  it  appears  that  the  Do  Not 
Resuscitate  order  might  be  implemented.  Ordinarily,  in 
the  early  stages  of  an  inevitably  fatal  disease,  it  is 
preferable  to  suggest  to  the  patient  that  he  or  she  might 
wish  to  develop  a “living  will”;  if  the  patient  wishes,  a 
copy  of  this  document  may  be  put  in  the  chart. 

Occasionally  it  is  necessary  to  ask  either  the  patient  or 
a member  of  the  family  to  sign  an  “authorization  note” 
for  a Do  Not  Resuscitate  order.  These  are  situations  in 
which  either  (1)  there  is  irreconcilable  disagreement  be- 
tween the  person  having  the  legal  authority  to  make  the 
decision  and  one  or  more  members  of  the  family,  or  (2) 
strong  disagreements  between  equally  entitled  siblings 
have  recently  been  resolved.  In  these  cases,  the  member 
or  the  family  who  takes  responsibility  for  authorizing  a 
Do  Not  Resuscitate  order  should  be  asked  to  sign  (or,  if 
they  prefer,  write)  an  authorization  note  in  the  medical 
record  (progress  notes).  This  should  be  a brief  note  in- 
dicating that  the  responsible  person(s)  understands  and 
agrees  to  the  Do  Not  Resuscitate  order.  The  note  should 
include  the  fact  that  the  condition  of  the  patient  is  terminal, 
that  discussions  have  been  held  with  the  family  (and,  if 
appropriate,  the  patient)  and  that  a decision  has  been  made 
not  to  resuscitate  that  patient  in  the  event  that  breathing 
or  the  heart  stops.  While  no  set  form  for  such  a note  is 
suggested  by  the  Committee,  each  one  should  include  a 
reasonably  full  statement  of  the  rationale  for  the  decision 
and  a summary  of  the  discussions  with  the  patient  and/or 
family.  Those  who  prefer  not  to  sign  such  notes  should 
not  be  coerced  to  do  so;  in  such  cases  the  physician  should 
record  the  fact  that  the  individual(s)  preferred  not  to  sign; 
the  reasons  for  this  preference,  if  known,  should  also  be 
recorded. 

It  is  of  utmost  importance  that  the  existence  of  a Do 
Not  Resuscitate  order  be  communicated  effectively  to  all 
members  of  the  health  care  team.  It  should  not  be  dif- 
ficult to  assure  awareness  of  such  orders  on  the  part  of 
those  health  care  personnel  who  are  assigned  to  work  on 
various  shifts  in  the  patient  care  unit.  Occasionally,  pa- 
tients for  whom  Do  Not  Resuscitate  orders  are  written 
are  transported  to  other  parts  of  the  Hospital  to  receive 
some  diagnostic  or  therapeutic  service.  Thus,  they  may 
come  into  contact  with  health  professionals  who  will  be 
unaware  of  the  Do  Not  Resuscitate  order  unless  ap- 
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propriate  precautions  are  taken.  Therefore,  the  Commit- 
tee recommends  that  it  be  made  the  obligation  of  the 
responsible  physician  (or  the  house  officer  to  whom  he 
or  she  delegates  such  responsibility)  to  communicate  clear- 
ly with  the  personnel  of  the  department  (e.g.,  the  X-ray 
Department)  to  which  the  patient  is  being  transported  that 
there  is  a Do  Not  Resuscitate  order.  Ideally,  a professional 
from  the  patient  care  unit  should  accompany  the  patient 
to  see  to  it  that  — among  other  things  — Do  Not  Resuscitate 
orders  are  respected.  However,  at  times  when  this  is  not 
feasible,  the  responsible  physician  — or  his  or  her 
delegate  — should  communicate  clearly  on  this  matter  with 
a health  professional  in  the  department  to  which  the  pa- 
tient is  being  transported  that  there  is  a Do  Not  Resuscitate 
order.  The  individual  on  the  receiving  end  of  this  com- 


munication should  be  one  who  will  be  responsible  for  see- 
ing to  it  that  this  order  is  respected  while  the  patient  is 
in  his  or  her  department. 

The  Committee  considered  and  rejected  proposals  to 
employ  some  standard  identifying  symbol  affixed  either 
to  the  patient,  to  the  medical  record,  or  to  the  bed  or 
stretcher.  The  basis  for  this  rejection  was  that  it  was  too 
dangerous;  such  symbols  might  inadvertently  be  left  on, 
for  example,  the  stretcher,  when  a new  patient  used  it. 
Similarly  rejected  was  a proposal  to  write  Do  Not 
Resuscitate  orders  on  requisitions  for  such  services  as  X- 
ray;  the  grounds  for  this  rejection  was  that  the  requisi- 
tion tends  not  to  remain  in  the  immediate  vicinity  of  the 
patient. 


SUMMARY  OF  MALPRACTICE  CLAIMS  AGAINST  HOSPITALS 

2,476  Claims* 


CAUSE  OF  LOSS 

NO.  OF 

% of 

CATEGORY 

CLAIMS 

CLAIMS 

Treatment  Issues 

Delayed  or  omitted  treatment  

145 

15.3% 

Incorrect  type  of  treatment  

102 

10.8 

Infection,  contamination  or 
exposure 

99 

10.5 

Injured  adjacent  part  of  body  

88 

9.3 

Foreign  body  left  in  patient 

84 

8.9 

Patient  monitoring  problem 

47 

5.0 

Intubation  problem 

45 

4.8 

Incorrect  amount  or  rate 
of  treatment 

43 

4.5 

Catheter  problem 

23 

2.4 

Treatment  of  wrong  patient 

15 

1.6 

Electrosurgery  problem 

10 

1.1 

Bad  results!'  

144 

15.2 

Other  treatment  issues}1 

100 

10.6 

TOTAL 

945 

100.0% 

Patient  Falls 

Fall  from  bed 

174 

29.5% 

Fall  in  bathroom 

119 

20.2 

Ambulation-related  fall 

116 

19.7 

Transfer-related  fall  

41 

6.9 

Fall  from  table 

28 

4.7 

Other  falls 

112 

19.0 

TOTAL 

590 

100.0% 

Diagnostic  Issues 

Misinterpreted  results 

61 

17.0% 

Improper  performance  of  history, 
physical  or  testing 

53 

14.8 

Delayed  history,  physical 
or  testing 

19 

5.3 

Omitted  history,  physical 
or  testing 

10 

2.8 

Wrong  test  ordered 

4 

1.1 

Wrong  diagnosis} 

117 

32.7 

Bad  results}  

25 

7.0 

Other  diagnostic  issues  

69 

19.3 

TOTAL 

358 

100.0% 

—Malpractice  Digest,  St.  Paul  Fire  and  Marine  Insurance  Co. 
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CAUSE  OF  LOSS 

NO.  OF 

% OF 

CATEGORY 

CLAIMS 

CLAIMS 

Medication  Issues 

Wrong  medicine 

42 

24.9% 

Undesired  result 

40 

23.7 

Wrong  amount  or  rate 

39 

23.1 

Wrong  route  of  administration 

18 

10.6 

Medication  omitted  or  delayed 

5 

3.0 

Other  medication  issues 

25 

14.8 

TOTAL 

169 

100.0% 

Legal  Issues 

Liability  stemming  from  actions 
of  others  

25 

23.8% 

Informed  consent 

18 

17.1 

Failure  to  admit 

15 

14.3 

Medical  staff  privileges 

13 

12.4 

Patient  left  hospital 

5 

4.8 

Other  legal  issues 

29 

27.6 

TOTAL 

105 

100.0% 

Facility  or  Equipment  Issues 
Equipment  failure 

37 

52.1% 

Lack  of  adequate  facilities 
or  equipment 

11 

15.5 

Other  facility  or  equipment 
issues 

23 

32.4 

TOTAL 

71 

100.0% 

Other  Issues 

Patient  struck  against  object 
or  another  patient 

19 

8.0% 

Self-inflicted  injury  or  suicide 

18 

7.6 

Patient  struck  by  moving  object 
or  another  patient 

15 

6.3 

Other  claims 

186 

78.1 

TOTAL 

238 

100.0% 

* The  new  Pro-Lines  system  includes 

claims  reported 

to  The  St.  Paul 

beginning  in  May  1982.  The  2,476  claims  above  were  reported  to 

The  St.  Paul  from  May  through  December  1982. 


f No  other  classification  within  the  cause  of  loss  category  is  appropriate. 
March  1983 
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BEHIND  THE  FACE 
OF  HYPERTENSION 

New  evidence for  central  control 


A Prospective  Payment  System  for  the  Hospital 


HAROLD  E.  RHAME,  JR.,  M.D. 


Since  the  inception  of  Medicare  when  the  government 
started  to  pay  the  cost  of  hospital  care  for  the  citizens 
covered  under  the  act  there  has  been  a continual  escala- 
tion in  the  costs  which  the  government  initiated  and  now 
has  been  trying  to  control.  Under  medicare  legislation  Part 
A,  the  government  will  pay  for  care  that  is  medically 
necessary  and  is  supplied  in  an  appropriate  setting  (an 
acute  care  hospital  or  skilled  nursing  home).  This  has 
nothing  to  do  with  the  doctor’s  fees  but  is  only  what  the 
hospital  is  paid. 

In  a hospital,  the  major  cost  to  the  government  is  deter- 
mined by  1)  the  amount  of  services  that  the  patient  receives 
(i.e.,  tests,  operations,  procedures,  and  other  special  ser- 
vices); these  are  called  ancillary  services,  2)  the  time  the 
patient  stays  in  the  hospital,  his  length  of  stay  (LOS).  The 
major  part  of  the  bill  the  hospital  presents  to  the  govern- 
ment, for  the  care  of  a patient  is  determined  by  the  atten- 
ding doctor  who  decides  how  long  the  patient  should  stay 
in  the  hospital  and  what  services  are  ordered  while  he  is 
in  the  hospital.  So,  in  the  final  analysis,  it  is  the  doctor 
who  determines  what  costs  the  hospital  incurs  in  the  treat- 
ment of  any  patient  and  how  much  it  must  bill  the  govern- 
ment or,  for  that  matter,  any  other  third  party  payer  for 
these  services.  The  costs  which  a doctor  determines  com- 
prise some  80+  % of  the  final  hospital  bill. 

In  order  to  control  costs  it  then  becomes  necessary  to 
make  sure  that  all  care  given  is  in  an  appropriate  setting 
and  medically  necessary.  This  means  that  a patient  in  an 
acute  care  hospital  must  really  need  that  level  of  care  and 
the  care  cannot  be  supplied  elsewhere  (i.e.,  in  a skilled 
nursing  home,  at  home,  or  in  a doctor’s  office);  and  two, 
indeed,  that  this  care  is  medically  necessary  for  the  treat- 
ment of  the  patient.  In  order  to  insure  these  requirements 
the  government  instituted  utilization  review.  This  review 
was  carried  out  by  doctors  in  the  hospital,  by  the  fiscal 
intermediary,  (the  local  government  paymaster  in  our 
area,  Connecticut,  is  Blue  Cross)  and  by  the  PSROs.  In 
Connecticut,  a cost  commission  was  also  instituted  which 
reviews  the  hospital’s  budget  and  capital  expenditures  in 
an  effort  to  control  costs.  The  government  also  wants  to 

HAROLD  E.  RHAME,  JR.,  M.D.,  Chairman,  Utilization  Review 
Committee,  Bridgeport  Hospital. 


make  sure  that  the  quality  of  the  services  supplied  is  good 
hence  quality  assurance  programs  both  in-house  and  by 
PSROs.  In  spite  of  these  review  programs  the  cost  of 
medical  care  continues  to  escalate  perhaps  for  a variety 
of  reasons  including  new,  more  expensive  technology;  the 
increasing  number  of  tests  ordered  for  patients  to  protect 
against  malpractice  suits;  and  in  the  final  analysis,  infla- 
tion in  general.  It  may  not  be  possible  to  completely  con- 
trol medical  costs  since  the  electorate  of  this  country  seems 
to  have  adopted  the  philosophy  of  life  at  any  cost.  This 
is  not  entirely  a medical  problem  but  a social  one. 

In  1982,  the  government  passed  a new  law  (TEFRA) 
which  proposes  a new  method  of  paying  hospitals.  Up 
until  the  present  time  the  government  has  paid  the  bill, 
i.e,  the  compilations  of  the  component  charges  (i.e.,  fee 
for  service)  as  long  as  the  services  were  appropriate  and 
medically  necessary.  It  now  proposes  a flat  fee  payment 
for  each  group  of  related  diseases  or  procedures.  This  new 
method  of  payment  is  called  a prospective  payment  system 
and  is  based  on  467  different  diagnoses  or  procedures. 
The  concept,  started  at  Yale  and  refined  elsewhere,  is  that 
the  13,000  different  diagnoses  and  procedures  listed  in 
the  newest  disease  coding  manual  can  be  gathered  together 
in  related  groups  called  diagnostic  related  groups  (DRGs). 
A number  and  flat  fee  payment  is  assigned  to  each  of  467 
DRGs.  The  hospital  will  be  paid  this  flat  fee.  It  is  regional- 
ly modified  by  the  wage  scale  in  the  hospital’s  geographic 
area,  and  by  whether  or  not  teaching  activities  are  car- 
ried on  in  the  hospital  (there  is  a pass  through  lump  sum 
payment  for  teaching  in  the  hospital).  There  are  a few 
cases  which  do  not  fit  in  this  system  and  are  called  outliers 
and  are  paid  on  a fee  for  service  basis. 

The  significance  of  the  prospective  payment  system  is 
that  the  government  has  transferred  control  of  costs  from 
itself  to  the  hospital.  Since  the  doctor  determines  80% 
of  cost  the  hospital  incurs  by  his  ordering  of  services  for 
his  patients  and  deciding  his  patients  length  of  stay,  the 
hospital  must  in  effect  influence  the  cost  the  doctor 
generates,  which  is  another  way  of  saying  that  they  must 
influence  the  doctor’s  practice  of  medicine.  This  could  be 
difficult.  The  hospital  is  analogous  in  many  ways  to  a 
court,  the  lawyer  uses  the  court  to  practice  law  but  does 
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not  pay  for  it  so  the  doctors  use  the  hospital  to  practice 
medicine  but  do  not  pay  for  it. 

Under  the  present  utilization  review  system,  control  of 
costs  has  mainly  been  done  by  determining  if  the  patient 
needs  to  be  in  the  hospital  and  redetermining  at  a later 
date  if  his  continued  stay  is  appropriate  and  medically 
necessary.  This  is  in  effect  utilization  control  by  length 
of  stay  review.  However  a much  greater  part  of  any 
hospital  bill  may  be  due  to  ancillary  services  which  are 
not  necessarily  reflected  on  a patient’s  length  of  stay. 
Therefore  under  the  prospective  payment  system  it  will 
be  necessary  to  monitor  the  costs  generated  by  the  order- 
ing of  ancillary  services.  The  hospital  will  need  a much 
more  sophisticated  data  system.  The  data  needed  will  link 
the  cost  of  a service  to  the  diagnosis  (DRG),  physician, 
and/or  department.  In  this  way  it  will  be  possible  to  detect 
variations  from  normal  usage  and,  if,  after  review, 


overusage  is  found  an  educational  program  can  be  in- 
stituted. It  would  seem  that  under  a prospective  payment 
system  more  efficiency  and  cost  effective  medical  care 
should  be  possible  without  in  any  way  compromising  the 
quality.  These  goals  can  be  achieved  if  there  is  coopera- 
tion and  understanding  between  the  medical  staff  and  the 
hospital  administration  since  all  segments  of  the  hospital 
family  want  to  survive  and  prosper. 

In  summary  if  the  hospital,  for  example,  is  paid  $3,000 
for  the  patient  who  has  pneumonia  and  can  deliver  the 
services  for  $2800  it  will  make  money.  If  it  costs  $3200 
for  these  services  the  hospital  will  lose  money.  This 
system  will  be  instituted  in  October  of  1983  but  no  rules 
or  regulations  have  been  published  and  there  are  many 
unanswered  questions  as  to  how  it  will  work  in  the  real 
world. 


HHS  Proposes  Revised  Baby  Doe  Hospital  Rules 

Proposed  revised  rules  for  treatment  of  seriously  impaired  infants  were  released  by  HHS  June 
30  and,  at  Hospital  Week  deadline,  were  expected  to  be  published  in  the  Federal  Register  right 
after  the  July  4 holiday.  The  new  proposals  modify  requirements  specified  in  regulations  issued 
earlier  this  year  and  invalidated  by  U.S.  district  court  actions  in  April.  The  AHA  had  opposed 
the  original  rules  and  also  objected  to  their  implementation  within  15  days.  The  revised  regula- 
tions provide  for  a 60-day  comment  period  before  they  are  issued  as  final  rules. 

Invoking  Section  504  of  the  Rehabilitation  of  1973,  the  new  proposals  state  that  this  statute 
"does  not  compel  medical  personnel  to  attempt  to  perform  impossible  or  futile  acts  or  therapies.” 
The  revisions  specify  that  a “clear  violation”  would  occur  “if  a federally  assisted  program  of 
activity  denies  a benefit  or  service  to  a handicapped  infant  that  would  be  provided  but  for  the 
individual's  handicap.”  Examples  given  include  denial  of  surgery  to  correct  an  intestinal  obstruction 
of  a Down’s  Syndrome  patient;  denial  of  care  or  treatment  on  grounds  that  an  infant  is  potential- 
ly mentally  impaired,  or  blind,  deaf,  paralyzed,  or  lacking  limbs;  and  denial  of  food  or  fluids 
to  any  handicapped  infant  except  where  providing  nutritional  and  fluid  sustenance  by  any  means 
would  be  harmful  to  the  infant.  The  revised  rules  would  continue  the  hotline  for  notification 
to  HHS  of  alleged  violations  and  would  require  posting  of  the  notice  of  the  regulations  only 
at  nurses’  stations.  The  original  rules  required  posting  of  the  notice  in  public  areas  of  the  hospital. 

— Hospital  Week,  July,  1983 
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State  Health  Legislation 

Selected  Highlights  of  Recently  Enacted  State  Legislation 
AMERICAN  MEDICAL  ASSOCIATION 


Mental  Health 

California  has  enacted  legislation  directing  the 
Department  of  Mental  Health  to  conduct  a “Special 
Project  for  Medical  Evaluation”  in  order  to  determine 
“the  prevalence  of  undiagnosed  and  untreated  organic 
conditions  or  diseases  among  clients  of  the  mental 
health  system,  the  degree  to  which  these  conditions 
cause  or  exacerbate  their  psychiatric  symptoms,  the 
effectiveness  of  treatment  in  reducing  or  eliminating  the 
psychiatric  symptoms,  and  the  cost  implications  to  the 
mental  health  and  healthy  systems  of  identifying  and 
treating  these  conditions  or  diseases.”  Following  the 
study,  the  Department  is  to  provide  to  the  legislature: 

1 . recommendations  for  changes  in  medical  evaluation 
procedures  as  well  as  staffing  and  training  of  state 
and  county  mental  health  workers; 

2.  recommendations  to  enable  state  and  county  men- 
tal health  programs  to  utilize  the  most  appropriate 
cost  effective  levels  of  medical  evaluation; 

3.  recommendations  that  would  reduce  barriers  to 
obtaining  health  care  for  certain  identified  mental 
health  client  groups. 

Connecticut  law  has  been  amended  to  provide  that 
every  patient  in  a mental  health  facility  shall  have  a 
discharge  plan  which  includes: 

1.  reasonable  notice  to  the  patient  of  his  impending 
discharge; 

2.  active  participation  by  the  patient  in  planning  for 
his  discharge;  and 

3.  planning  for  appropriate  aftercare  to  the  patient 
upon  his  discharge. 

Another  Connecticut  law  specifies  that  the  Com- 
missioner of  Mental  Retardation  shall  require  the 
attending  physician  of  any  person  under  the  direction  of 
the  Commissioner  in  a public  or  private  residential 
facility  to  obtain  an  informed  written  consent  prior  to 
authorizing  any  surgical  procedure  or  medical  treat- 
ment, except  for  routine  medical  treatment  which  is 
necessary  to  maintain  the  general  health  of  a resident  or 


State  Health  Legislation  Report,  Vol.  10.  No.  4,  November, 
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to  prevent  the  spread  of  any  communicable  disease. 
The  person  whose  consent  is  required  must  be  informed 
of  the  nature  and  consequences  of  the  particular  treat- 
ment or  surgical  procedure,  the  reasonable  risks  in- 
volved, the  benefits  and  purposes  of  the  treatment  or 
surgical  procedure,  and  any  alternative  treatments  or 
surgical  procedures  which  are  available.  The  superin- 
tendent of  any  facility  may  authorize  necessary  surgery 
for  a resident  where,  in  the  opinion  of  the  resident’s 
attending  physician,  the  surgery  is  of  an  emergency 
nature  and  there  is  insufficient  time  to  obtain  the 
required  written  consent. 

Florida’s  mental  health  laws  underwent  significant 
change  in  the  1982  legislative  session,  especially  in 
their  coverage  of  minors.  Effective  July  1,  1983,  “a 
minor  who  is  admitted  to  a state  mental  hospital  and 
placed  in  the  general  population,  or  in  a specialized  unit 
for  children  or  adolescents,  shall  reside  in  living 
quarters  separate  from  adult  patients,  and  a minor  who 
has  not  attained  age  14  shall  reside  in  living  quarters 
separate  from  minors  who  are  age  1 4 or  older.”  Also,  in 
cases  involving  the  admission  of  a minor  to  a state 
mental  hospital,  the  case  record  is  required  to  show  that 
a good  faith  effort  was  made  to  place  the  minor  in  a less 
restrictive  form  of  treatment;  admission  to  a state 
mental  hospital  is  to  be  considered  when  it  is  the  “last 
and  only  treatment  option  available.” 

Other  noteworthy  changes  in  the  Florida  law  in- 
clude the  following  provisions: 

1 . Any  involuntary  treatment  or  examination  must  be 
accomplished  in  a setting  that  is  appropriate,  is 
most  likely  to  facilitate  proper  care  and  treatment 
that  would  return  the  patient  to  the  community  as 
soon  as  possible,  and  is  the  least  restrictive  of  the 
patient’s  liberty; 

2.  No  civil  patient  is  to  be  admitted  to  a state  treat- 
ment facility  unless  previously  evaluated  and  found 
to  meet  the  admission  criteria  by  a community- 
based  public  receiving  facility  or  by  a community 
mental  health  center  or  clinic; 

3.  Every  patient  in  a treatment  facility  is  to  be  given 
the  opportunity  to  participate  in  activities  designed 
to  enhance  self-image; 
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4.  Within  5 days  of  admission  to  a treatment  facility, 
each  patient  is  to  receive  an  individualized  written 
treatment  plan  that  the  patient  has  had  an  oppor- 
tunity to  assist  in  preparing; 

5.  Every  patient  in  a treatment  facility  is  to  be  given 
the  opportunity  to  participate  in  treatment  and 
discharge  planning  and  is  to  be  notified  in  writing  of 
his  right,  upon  release  or  discharge  from  the 
facility,  to  seek  treatment  “from  the  professional  or 
agency  of  his  choice”; 

6.  No  receiving  facility  is  to  be  required  to  accept  for 
examination  and  treatment  any  person  with  pending 
felony  charges  involving  a crime  of  violence  or  a 
crime  against  a person. 

Hawaii’s  statutory  provisions  relating  to  authorized 
absences  from  a psychiatric  facility  have  been  amended 
to  provide  that  if  a patient  has  been  admitted  or 
committed  by  court  order  after  having  been  charged 
with  a felony  or  misdemeanor,  an  absence  from  the 
psychiatric  facility  is  permitted  only  with  the  prior 
approval  of  the  court,  unless  the  absence  is  personally 
supervised  by  someone  from  the  facility. 

Another  piece  of  Hawaii  legislation  enacted  in  the 
1982  legislative  session  expands  the  rights  of  inpatients 
in  psychiatric  facilities  to  include  the  rights  to: 

1.  freedom  from  reprisal; 

2.  a written,  individualized  treatment  plan; 

3.  participate  in  the  planning  of  the  treatment  plan; 

4.  refuse  treatment  except  in  emergency  situations  or 
where  a court  order  exists; 

5.  refuse  to  participate  in  experimentation; 

6.  confidentiality  of  the  patient's  records; 

7.  access  to  his  records; 

8.  work  at  the  facility  where  work  is  available  and  is 
part  of  the  patient’s  treatment  plan; 

9.  visitation,  unless  the  patient  poses  a danger  to 
himself  or  others;  and 

10.  uncensored  communication. 

All  of  the  rights  held  by  inpatients  are  to  be  qualified  by 
“reasonableness  in  view  of  the  circumstances.”  In 
addition,  when  a patient  is  unable  to  exercise  his  rights, 
the  patient’s  legal  guardian  or  representative  is  given 
the  authority  to  exercise  those  rights  on  behalf  of  the 
patient. 

Kentucky  has  enacted  comprehensive  legislation 
relating  to  mental  health.  In  addition  to  provisions 
relating  to  voluntary  and  involuntary  hospitalization  of 
mentally  ill  persons,  the  Act  grants  hospitalized  patients 
the  following  rights: 

1.  to  be  adequately  informed  as  to  their  individual 
treatment  program; 

2.  to  assist  in  the  planning  of  their  treatment  program; 

3.  to  refuse  treatment; 


4.  to  maintain,  keep,  and  use  personal  possessions 
and  money; 

5.  to  receive  visitors; 

6.  to  receive  payment  for  work  performed  on  behalf  of 
the  hospital; 

7.  to  be  free  from  unreasonable  use  of  seclusion  and 
restraint;  and 

8.  to  seek  relief  from  participating  in  their  treatment 
plan. 

The  Act  further  provides  that  every  hospital  equipped 
to  provide  residential  care  and  treatment  for  mentally 
ill  or  mentally  retarded  persons  is  to  establish  a review 
committee  of  three  qualified  mental  health  professionals 
with  the  authority  to  review  the  appropriateness  of  a 
patient's  individual  treatment  plan. 

Another  Kentucky  law  relating  to  mental  health  was 
amended  to  give  the  State  Department  for  Human 
Resources  additional  responsibilities  in  administering 
and  supervising  programs  for  the  care  of  persons  with 
chronic  mental  illness,  including: 

1.  identification  of  persons  with  chronic  mental  ill- 
ness; 

2.  assistance  to  persons  with  chronic  mental  illness  in 
gaining  access  to  essential  mental  health  services, 
medical  and  rehabilitation  services,  and  employ- 
ment, housing  and  other  support  services; 

3.  establishment  of  community-based  transitional 
living  facilities  with  24-hour  supervision  and 
community-based  cooperative  facilities  with  part- 
time  supervision; 

4.  assurance  of  the  availability  of  a case  manager  for 
each  person  with  chronic  mental  illness  to  deter- 
mine what  services  are  needed  and  to  be  responsi- 
ble for  their  provision;  and 

5.  coordination  of  the  provision  of  mental  health  and 
related  support  services  with  the  provision  of  other 
support  services  to  persons  with  chronic  mental 
illness. 

The  word  “chronic,”  as  used  in  the  Act,  means  “that 
clinically  significant  symptoms  of  mental  illness  have 
persisted  in  the  individual  for  a continuous  period  of  at 
least  2 years,  or  that  the  individual  has  been  hospitalized 
for  mental  illness  more  than  once  in  the  last  2 years, 
and  that  the  individual  is  presently  significantly  im- 
paired in  his  ability  to  function  socially  or  occupation- 
ally,  or  both.” 

Louisiana  has  enacted  legislation  which  provides 
for  the  establishment  of  the  Louisiana  State  Planning 
Council  on  Developmental  Disabilities  to  “coordinate, 
monitor,  plan,  and  evaluate  those  services  which 
enable  persons  with  developmental  disabilities  to 
achieve  their  maximum  potential  and  thus  reduce  or 
eliminate  the  need  for  institutional  care.”  Develop- 
mental disability  is  defined  as  a severe,  chronic  dis- 
ability of  a person  which: 


490 


CONNECTICUT  MEDICINE,  AUGUST  1983 


a.  is  attributable  to  a mental  or  physical  impairment 
or  combination  of  mental  and  physical  impairments; 

b.  is  manifested  before  the  person  attains  age  twenty- 
two; 

c.  is  likely  to  continue  indefinitely; 

d.  results  in  substantial  functional  limitations  in  three 
or  more  of  the  following  areas  of  major  life  activity: 
self-care,  receptive  and  expressive  language,  learn- 
ing, mobility,  self-direction,  capacity  for  indepen- 
dent living  and  economic  sufficiency; 

e.  reflects  the  person’s  need  for  a combination  and 
sequence  of  special,  interdisciplinary,  or  generic 
care,  treatment,  or  other  services  which  are  of  life- 
long or  extended  duration  and  are  individually 
planned  and  coordinated. 

Recognizing  the  need  to  assist  families  who  care  for 
mentally  retarded  and  developmentally  disabled  per- 
sons at  home,  New  York  has  amended  its  mental 
hygiene  law  to  provide  for  the  development  of  respite 
services  demonstration  projects.  “Respite”  is  defined 
as  “the  provision  of  intermittent  temporary  substitute 
care  of  mentally  retarded  or  developmentally  disabled 
persons  in  behalf  of  and  in  the  absence  of  the  parent  or 
legal  guardian  of  the  mentally  retarded  or  develop- 
mentally disabled  person,  for  the  purpose  of  providing 
relief  from  the  stresses  of  responsibilities  concommitant 
with  providing  continued  care.”  The  Act  provides  that 
respite  care  for  any  individual  shall  not  exceed  forty- 
two  days  in  any  calendar  year,  except  with  special 
authorization.  On  or  before  January  1. 1984,  a report  is 
to  be  issued  evaluating  the  appropriateness  of  continuing 
respite  projects. 

New  York  also  has  amended  its  mental  hygiene  law 
to  create  a Mental  Health  Services  Council  consisting 
of  the  C ommissioner  of  Mental  Health  (Commissioner), 
the  chairman  of  the  conference  of  local  mental  hygiene 
directors,  and  24  members  appointed  by  the  governor. 
Only  persons  with  professional  knowledge  in  the  care 
of  the  mentally  ill  or  an  active  interest  in  the  system  of 
services  to  the  mentally  ill  are  to  be  appointed,  but  at 
least  one-half  of  the  members  must  be  persons  other 
than  providers  of  mental  health  services  and  at  least 
three  of  the  members  must  be  physicians.  The  Council 
is  to  have,  among  other  things,  the  following  responsi- 
bilities; creation  of  committees  to  address  the  service 
needs  of  special  populations;  consideration  of  matters 
relating  to  the  improvement  of  mental  health  services  in 
the  state  and  advising  the  Commissioner  on  such 
matters;  review  the  portion  of  the  statewide  five-year 
plan  developed  and  updated  annually  by  the  Commis- 
sioner, and  make  recommendations  thereon;  and  review 
applications  for  construction  of  mental  health  facilities 
for  which  an  operating  certificate  issued  by  the  Com- 
missioner is  required. 

Rhode  Island  has  amended  its  law  relating  to 
mental  health  by  adding  thereto  a chapter  relating  to 


community  residences  for  the  mentally  disabled.  As 
used  in  the  Act,  the  term  “community  residence” 
means  a group  home  licensed  for  the  purpose  of 
providing  rehabilitation,  psychological  support,  skills 
training,  social  guidance,  and  living  accommodations 
to  “mentally  disabled”  persons.  Residences  for  the 
mentally  retarded,  or  for  alcoholics  or  drug  abusers,  are 
not  included  within  the  scope  of  the  Act.  The  Act 
includes  provisions  concerning  the  absolute  and  quali- 
fied rights  of  residents;  the  duties,  rights  and  powers  of 
the  state  mental  health  advocate;  confidentiality;  and 
access  to  information. 

Washington  has  enacted  a Community  Mental 
Health  Services  Act  which  provides  for: 

1 . access  to  mental  health  services  for  residents  who 
are  acutely  mentally  ill,  seriously  disturbed,  or 
chronically  mentally  ill,  with  recognition  of  the 
special  needs  of  underserved  populations; 

2.  accountability  of  services  through  statewide 
standards  for  management,  monitoring,  and  re- 
porting of  information; 

3.  minimum  service  delivery  standards; 

4.  priorities  for  the  use  of  available  resources;  and 

5.  coordination  of  services  within  the  Department  of 
Social  and  Health  Services  and  among  state  mental 
hospitals,  county  authorities,  community  mental 
health  centers  and  other  support  services,  which 
may  include  the  families  of  the  mentally  ill. 

The  Act  requires  the  Secretary  of  Social  and  Health 
Services  to: 

A.  develop  a biennial  state  mental  health  program; 

B.  assure  that  any  county  community  mental  health 
program  provides  access  to  treatment  for  the 
county’s  residents  in  the  following  order  of  priority; 

(i)  the  acutely  mentally  ill; 

(ii)  the  chronically  mentally  ill;  and 

(iii)  the  seriously  disturbed; 

C.  develop  and  promulgate  rules  establishing  state 
minimum  standards  for  the  management  and  de- 
livery of  mental  health  services; 

D.  assure  coordination  of  services; 

E.  assure  that  the  special  needs  of  minorities,  children, 
the  elderly,  the  disabled,  and  low-income  persons 
are  met  within  the  established  priorities; 

F.  establish  a standard  contract  for  use  by  counties; 

G.  establish  a standardized  auditing  procedure  which 
minimizes  paperwork; 

H.  develop  and  maintain  an  information  system  to  be 
used  by  the  state  and  by  counties,  including  a 
tracking  method  to  enable  identification  of  mental 
health  clients'  participation  in  services  or  programs; 

I.  license  service  providers; 

J.  establish  criteria  to  evaluate  the  performance  of 
counties  in  administering  mental  health  programs; 
and 
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K.  adopt  such  rules  as  are  necessary  to  implement  the 
provisions  of  the  Act. 

The  county  mental  health  program  must  provide: 

1.  outpatient  services; 

2.  24-hour  emergency  care; 

3.  day  treatment; 

4.  screening  services; 

5.  consultation  and  education  services;  and 

6.  community  support  services  for  acutely  and  chroni- 
cally mentally  ill  persons. 


Chiropractic 

Arizona,  Florida,  Maryland,  Missouri  and  Ten- 
nessee have  enacted  legislation  regarding  the  practice 
of  chiropractic. 

The  Arizona  statute  changes  the  definition  of  chiro- 
practic, providing  that: 

A doctor  of  chiropractic  is  a portal  of  entry  health 

care  provider  who  engages  in  the  practice  of  health 

care  which  includes: 

1 . The  practice  of  health  care  which  deals  with  the 
detection  and  correction  of  subluxations,  func- 
tional vertebral  or  articular  dysarthrosis  or  neuro- 
muscular skeletal  disorders  for  the  restoration 
and  maintenance  of  health. 

2.  The  use  of  physical  and  clinical  examinations, 
diagnostic  x-rays  and  clinical  laboratory  pro- 
cedures by  referral  in  order  to  determine  the 
propriety  of  a regimen  of  chiropractic  care  or  to 
form  a basis  for  referral  of  patients  to  other 
licensed  health  care  professionals,  or  both. 

3.  Treatment  by  adjustment  of  the  spine  or  bodily 
articulations  and  those  procedures  preparatory 
and  complementary  to  such  adjustment  including 
physiotherapy  and  traction  related  to  the  correc- 
tion of  subluxations  or  orthopedic  supports  of  the 
spine  and  acupuncture  by  certification. 

The  statute  prohibits  chiropractors  from  prescribing  or 
administering  medicine  or  drugs,  performing  surgery  or 
practicing  obstetrics. 

The  statute  also  requires  any  insurer  providing 
professional  liability  insurance  to  chiropractors  to 
“report  to  the  Board  [of  Chiropractic  Examiners], 
within  thirty  days  of  its  receipt,  any  written  or  oral 
claim  or  action  for  damages  for  personal  injuries 
claimed  to  have  been  caused  by  an  error,  omission  or 
negligence  in  the  performance  of  such  insured’s  profes- 
sional services,  or  based  on  a claimed  performance  of 
professional  services  without  consent  or  based  upon 
breach  of  contract  for  professional  services  by  a doctor 
of  chiropractic.” 

The  statute  also  adds  “using  acupuncture  without 
being  certified  in  that  specialty  by  the  Board”  and  “ any 
conduct  or  practice  contrary  to  recognized  standards  of 
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ethics  in  chiropractic  or  any  conduct  or  practice  which 
constitutes  a danger  to  the  health,  welfare  or  safety  of 
the  patient  or  the  public  . . as  grounds  upon  which 
disciplinary  action  may  be  taken  against  chiropractors. 

The  Florida  statute  requires  hospitals  in  the  state  to 
“set  standards  and  procedures  which  provide  for  rea- 
sonable access  by  licensed  chiropractors  to  the  reports 
of  diagnostic  x-rays  and  laboratory  tests  . . . subject  to 
the  same  standards  and  procedures  as  other  licensed 
physicians.  The  statute  proceeds  to  expressly  provide, 
however,  that  it  shall  not  be  construed  to  require  that 
hospitals  grant  staff  privileges  to  chiropractors. 

The  Maryland  statute  authorizes  the  State  Board  of 
Chiropractic  Examiners  to  promulgate  rules  and  regu- 
lations establishing  qualifications  for  chiropractic  as- 
sistants and  to  promulgate  rules  and  regulations  per- 
mitting chiropractors  to  delegate  to  chiropractic  assis- 
tants certain  duties  which  “do  not  require  the  profes- 
sional skill  and  judgment  of  a licensed  chiropractor.” 

The  Missouri  statute  expands  the  scope  of  practice 
of  chiropractic,  defining  “practice  of  chiropractic”  to 
mean  “the  science  and  art  of  examination,  diagnosis, 
adjustment,  manipulation  and  treatment  of  malposi- 
tioned  articulations  and  structures  of  the  body.”  The 
statute  further  provides  that  “the  adjustment,  manipula- 
tion, or  treatment  shall  be  directed  toward  restoring  and 
maintaining  the  normal  neuromuscular  and  musculo- 
skeletal function  and  health.  It  shall  not  include  the  use 
of  operative  surgery,  obstetrics,  osteopathy,  podiatry, 
nor  the  administration  or  prescribing  of  any  drug  or 
medicine  nor  the  practice  of  medicine.”  (Prior  to 
amendment,  the  law  had  defined  the  “practice  of  chiro- 
practic” to  mean  “the  science  and  art  of  examining  and 
adjusting  by  hand  the  movable  articulations  of  the 
human  spinal  column,  for  the  correction  of  the  cause  of 
abnormalities  and  deformities  of  the  body.”) 

The  law,  as  amended,  also  authorizes  chiropractors 
to  practice  chiropractic  “by  those  methods  commonly 
taught  in  any  chiropractic  college  recognized  and 
approved  by  the  Board  [of  Chiropractic  Examiners],” 
and  to  “advise  and  instruct  patients  in  all  matters 
pertaining  to  hygiene,  nutrition,  and  sanitary  measures 
as  taught  in  any  chiropractic  college  recognized  and 
approved  by  the' Board.” 

The  Tennessee  statute  requires  the  State  Board  of 
Chiropractic  Examiners  to  “adopt  rules  and  regulations 
which  shall  establish  minimum  educational  standards 
and  criteria  for  persons  operating  x-ray  equipment  for 
diagnostic  purposes  in  chiropractic  physician’s  offices.” 
It  further  provides  that  “effective  July  1,  1983,  no 
person  shall  perform  x-ray  procedures  in  a chiropractic 
physician’s  office  who  does  not  meet  these  standards 
and  who  has  not  received  a certificate  of  proficiency 
from  the  Tennessee  Board  of  Chiropractic  Examiners.” 
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Mandatory  Testing 

Scoliosis 

Maryland  and  New  York  have  recently  enacted 
legislation  relating  to  the  mandatory  testing  of  school 
children  for  scoliosis. 

The  Maryland  law  defines  scoliosis  to  mean  “a 
lateral  curvature  of  the  spine,  which  can  develop  into  a 
permanent  crippling  disability  if  left  untreated.”  It 
requires  that  each  public  school  system  in  the  state,  in 
conjunction  with  the  county  health  department,  shall 
provide  scoliosis  screening  tests  for  all  students  in  that 
public  school  system  at  least  once  in  grades  6 through 
8.  It  further  provides  that,  “if  a student  is  suspected  of 
having  scoliosis,  the  parent  or  guardian  of  the  student 
shall  receive: 

1.  a copy  of  the  screening  report;  and 

2.  information  about: 

(I)  the  condition  of  idiopathic  scoliosis; 

(II)  the  significance  of  treating  scoliosis  at  an 
early  stage;  and 

(III)  services  available  for  treatment  after  diag- 
nosis.” 

The  law  provides  that  a student  whose  parent  or 
guardian  “objects  in  writing  to  the  screening  may  not  be 
required  to  be  screened.”  Also,  it  exempts  persons  who 
perform  the  mandatory  scoliosis  screening  from  liability 
for  any  civil  damages  resulting  from  acts  or  omissions 
in  the  screening  not  amounting  to  gross  negligence. 

The  New  York  statute  amends  that  state’s  law  to 
require  the  examination  of  school  children  between 
eight  and  sixteen  years  of  age  for  scoliosis  at  least  once 
in  each  school  year.  Prior  to  amendment,  the  law  had 
required  such  examination  of  school  children  between 
eleven  and  sixteen  years  of  age  at  least  once  in  each 
school  year.  Also,  the  law,  as  amended,  provides  that 
the  required  scoliosis  testing  “shall  not  apply  to 
children  whose  parent,  parents,  or  guardian  are  bona 
fide  members  of  a recognized  religious  organization 
whose  teachings  are  contrary  to  the  practices  herein 
required.” 

Elimination  of  Mandatory  Premarital  Syphilis 
Examination 

Iowa  law  has  been  amended  to  provide  that  persons 
applying  for  a marriage  license  are  not  required  to  have 
physician  certification  that  they  are  free  from  syphilis. 


Newborn  and  Child  Health  Care 

Prohibition  Against  Nutritional  and  Medical 
Deprivation 

Louisiana  recently  became  the  first  state  to  enact  a 
law  prohibiting  nutritional  and  medical  deprivation  of 
newborn  infants. 

The  law  states: 

A.  No  infant  bom  alive  shall  be  denied  or  deprived  of 
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food  or  nutrients,  water,  or  oxygen  by  any  person 
whomsoever  with  the  intent  to  cause  or  allow  the 
death  of  the  child  for  any  reason,  including  but  not 
limited  to  the  following: 

(1)  The  child  was  born  with  physical  or  mental 
handicapping  conditions  which,  in  the  opinion 
of  the  parent  or  parents  of  the  child,  the 
physician,  or  other  persons,  diminishes  the 
quality  of  the  child’s  life. 

(2)  The  child  is  not  wanted  by  the  parent. 

(3)  The  child  is  born  alive  in  the  course  of  an 
attempted  abortion. 

No  infant  child  shall  be  intentionally  killed  by  any 
other  means  by  any  person  for  any  reason. 

B.  No  minor  child,  from  the  moment  of  live  birth, 
shall  be  intentionally  denied  or  deprived  of  any 
medical  or  surgical  care  by  his  or  her  parent, 
physician,  or  any  other  person  when  such  medical 
or  surgical  care  is  necessary  to  attempt  to  save  the 
life  of  the  child,  in  the  opinion  of  a physician 
exercising  competent  medical  judgment,  despite 
the  opinion  of  the  child's  parent  or  parents,  physi- 
cian, or  others  that  the  quality  of  the  child’s  life 
would  be  deficient  should  the  child  live. 

C.  Nothing  in  this  Section  shall  be  interpreted  to 
prevent  a child's  parents  and  physician  from 
discontinuing  the  use  of  life  support  systems  or 
other  medical  treatment  for  a child  in  a continual 
profound  comatose  state  where,  in  the  opinion  of 
the  child’s  physician  exercising  competent  medical 
judgment,  the  child  has  no  reasonable  chance  of 
recovery  from  said  comatose  state  despite  every 
appropriate  medical  treatment  to  correct  such 
condition. 

D.  This  Section  shall  not  be  interpreted  to  require  the 
provision  of  potentially  lifesaving  medical  or  sur- 
gical care  to  a child  when  in  the  opinion  of  the 
child’s  parent  or  parents  and  their  physician  exer- 
cising competent  medical  judgment,  the  potential 
risks  to  the  child’s  life  or  health  inherent  in  the 
treatment  or  surgery  itself  outweigh  the  potential 
benefits  for  survival  from  the  treatment  or  surgery 
itself. 

E.  No  child  who  is  being  provided  treatment  in 
accordance  with  the  tenets  of  a well-recognized 
religious  method  of  healing  in  lieu  of  medical  treat- 
ment shall  for  that  reason  alone  be  considered  to  be 
neglected  under  the  provisions  of  this  Part,  unless 
the  life  of  the  child  is  substantially  and  seriously 
threatened  due  to  the  lack  of  traditional  medical 
care.  Provided  however  that  the  parents  of  a child 
whose  life  the  Department  alleges  is  substantially 
and  seriously  threatened  due  to  lack  of  traditional 
medical  or  surgical  care  shall  have  the  right  to 
petition  a district  court  of  competent  jurisdiction 
for  a temporary  restraining  order  or  injunction 
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prohibiting  the  Department  from  intervening  in  the 
matter.  The  Court  shall  give  preference  to  such 
hearings,  and  such  matters  shall  be  tried  summarily. 

Among  other  provisions  of  the  statute,  one  provides 
that: 

No  physician,  hospital,  or  other  person  authorized 
by  law  to  provide  medical  or  surgical  care  shall  be 
held  liable  for  providing  medical  or  surgical  care 
for  a child  protected  by  [this  law]  without  the 
consent  of  the  child’s  parent  or  the  agency  having 
custody  of  the  child,  when  in  the  opinion  of  the 
physician,  hospital,  or  other  person  authorized  by 
law  to  provide  medical  or  surgical  care  exercising 
competent  medical  judgment,  the  child's  life  would 
be  threatened  by  delaying  the  care  or  treatment. 

Similar  to  the  Louisiana  statute,  a California 
Senate  Concurrent  Resolution  declares  that  legislative 
body’s  intention  that  “no  handicapped  infants  in  the 


state  shall  be  denied  food,  water,  or  medical  attention 
solely  on  the  basis  of  handicap.”  The  resolution 
expresses  the  view  that  “it  should  not  be  within  the 
purview  of  the  courts  or  hospitals  to  determine  the 
worth  of  a handicapped  person’s  existence  or  to 
selectively  deprive  infants  of  life  sustaining  nourish- 
ment . . . .” 

Medical  Treatment  of  Live  Births 
Delaware  law  has  been  amended  to  mandate  proper 
medical  treatment  for  children  born  alive  after  an 
abortion  or  attempted  abortion.  The  statute  now  pro- 
vides that  “]i]n  the  event  an  abortion  or  an  attempted 
abortion  results  in  the  live  birth  of  a child,  the  person 
performing  or  inducing  such  abortion  or  attempted 
abortion  and  all  persons  rendering  medical  care  to  the 
child  after  its  birth  must  exercise  that  degree  of  medical 
skill,  care,  and  diligence  which  would  be  rendered  to  a 
child  who  is  bom  alive  as  the  result  of  a natural  birth.” 


Patient  Medication  Instruction  Program 


The  AMA’s  Patient  Medication  Instruction  (PMI)  program  of  printed  drug  information  is  designed 
for  use  by  physicians  to  counsel  and  give  to  patients  along  with  a prescription.  The  PMI  series  will 
eventually  cover  drugs  and  drug  classes  encompassing  most  prescribed  medications. 

Each  PMI  lists  information  on  the  purpose,  use  and  possible  side  effects  of  the  medication,  and 
provides  space  for  individualized  instructions  from  the  physician.  The  first  20  PMI  sheets,  made 
available  in  1982,  were 


1 . Furosemide 

Inflammatory  Agents 

2.  Thiazinde  Diuretics 

12.  Benzodiazepines 

3.  Penicillins 

13.  Nitroglycerin 

4.  Beta-Blockers 

14.  Methyldopa 

5.  Digitalis  Preparations 

15.  Insulin 

6.  Coumarin-Type  Anticoagulants 

16.  Corticosteroids-Oral 

7.  Oral  Antidiabetics 

17.  Cimetidine 

8.  Tetracyclines 

18.  Belladonna  Alkaloids  and 

9.  Cephalosporins 

Barbiturates 

10.  Erthyromycin 

19.  Phenytoin 

1 1 . Nonsteroidal  Anti- 

. 20.  Sulfonamides 

Plans  call  for  40  more  PMIs  to  be  available  in  1983. 

The  PMI  program  is  solely  the  responsibility  of  the  AMA.  The  U.S.  Pharmacopeial  Convention, 
Inc.,  drafts  each  PMI  sheet,  and  the  final  text  is  prepared  by  the  AMA  Division  of  Drugs  with  infor- 
mation from  AMA  Drug  Evaluations  and  consultation  from  the  Food  and  Drug  Administration  and 
major  pharmaceutical  companies. 

The  AMA  developed  the  PMI  program  as  a voluntary,  private  sector  alternative  to  the  FDA’s  re- 
scinded mandatory  Patient  Package  Insert  (PPI)  program.  The  PMI  program  should  benefit  both  physi- 
cians and  patients  by  improving  the  effectiveness  of  drug  therapy,  strengthening  the  physician/patient 
relationship,  reducing  the  risk  of  improper  use,  decreasing  the  incidence  of  preventable  and  serious 
adverse  drug  reactions  and  enhancing  patient  compliance. 

The  AMA  has  invested  more  than  $1  million  of  its  own  resources  for  the  first  year  of  the  PMI 
program  and  has  received  more  than  $1.5  million  in  contributions  to  the  AMA-ERF  from  major  phar- 
maceutical companies  for  implementation  of  the  program. 
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The  Story  of  Nitroglycerine 

An  Old  Favorite  With  New  Tricks 


MARTIN  DUKE,  M.D. 


Amyl  nitrite  was  first  prepared  by  A.J.  Balard  in 
1844.  Fifteen  years  later,  having  observed  that  inhala- 
tion of  its  vapors  caused  flushing  of  the  face,  a rapid 
pulse,  and  throbbing  of  the  carotids,  Guthrie  recom- 
mended its  use  in  treating  suffocation  and  fainting.  In 
1867  Sir  Thomas  Lauder  Brunton  of  Edinburgh  and 
London  reported  “On  the  Use  of  Nitrite  of  Amyl  in 
Angina  Pectoris.”  Noting  that  venesection  improved 
angina,  he  wrote  “as  I believed  the  relief  produced  by  the 
bleeding  to  be  due  to  the  diminution  it  occasioned  in  the 
arterial  tension,  it  occurred  to  me  that  a substance  which 
possesses  the  power  of  lessening  it  in  such  an  eminent 
degree  as  nitrite  of  amyl  would  probably  produce  the 
same  effect,  and  might  be  repeated  as  often  as  necessary 
without  detriment  to  the  patient’s  health.”  After  using  it 
in  several  patients  with  angina  he  added  “my  hopes  were 
completely  fulfilled.”  Dr.  Brunton  had  angina  himself, 
and  apparently  found  symptomatic  relief  in  his  own 
discovery. 

In  1846  Sobrero  synthesized  nitroglycerine,  observing 
that  a small  quantity  of  the  oily  substance  placed  on  his 
tongue  caused  a severe  headache  and  throbbing  of  the 
temples.  This  was  confirmed  by  Professor  Constantin 
Hering  at  the  Hahnemann  Medical  School  in 
Philadelphia  who  developed  a sublingual  preparation  for 
administering  the  drug  (1847).  Since  it  did  not  yet  have 
a chemical  name,  he  derived  the  descriptive  name  Glo- 
noin  from  its  various  components  — Glycyl  Oxyd, 
Nitrogen  and  Oxygen -by  which  it  was  called  for  many 
years. 


MARTIN  DUKE,  M.D.,  Chief  of  Cardiology  and  Director  of 
Medical  Education,  Manchester  Memorial  Hospital. 


Although  recommended  for  use  in  a wide  variety  of 
ailments,  it  was  not  until  1879  that  William  Murrell, 
clinical  pharmacologist  and  toxicologist  at  the 
Westminster  Hospital  Medical  School  in  London,  wrote 
a series  of  four  articles  in  the  Lancet  on  “Nitroglycerine 
As  a Remedy  for  Angina  Pectoris.”  Describing  its  side 
effects  in  a group  of  subjects,  including  himself,  Dr. 
Murrell  noted  violent  pulsations,  flushing,  faintness, 
syncopy,  and  headaches  “as  if  the  top  of  the  head  were 
being  lifted  off.”  Considerable  variability  of  dosage  ex- 
isted between  subjects  in  achieving  these  effects  which 
at  times  were  aggravated  by  standing  and  less  pro- 
nounced if  the  subject  refrained  from  activity.  Sphygmo- 
graphic  tracings  confirmed  the  ability  of  the  drug  to 
lower  pressure,  and  noting  similarities  to  amyl  nitrite, 
Murrell  administered  it  with  success  to  patients  with 
angina.  Not  only  were  the  frequency  of  attacks  de- 
creased when  given  periodically,  but  immediate  relief 
was  obtained  when  the  drug  was  taken  at  the  time  of  a 
seizure. 

Today  the  benefits  and  side  effects  of  the  old  sub- 
lingual nitroglycerine  preparation,  as  well  as  its  newer 
oral,  cutaneous,  intravenous  and  transbuccal  formula- 
tions, are  still  described  by  patients  in  the  same  way  they 
were  over  a century  ago.  However,  a better  understand- 
ing of  the  mechanism  of  action  of  this  group  of  drugs 
through  their  dilating  properties  on  systemic  veins  and 
arteries  and  on  coronary  arteries  has  extended  the  use  of 
this  “old  favorite”  to  a wider  spectrum  of  cardiac 
problems. 
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Why  do  more  than  2,700  Connecticut  physicians 
participate  in  the  Century  Plan? 


They  looked  at  the  facts. 


And  they  liked  what  they  saw. 

They  liked  the  new  procedure  for  determining 
Century  Plan  provider  allowances.  Plus  the  fact 
that  allowances  are  now  reviewed  annually. 

They  also  appreciated  the  convenience  of 
Blue  Cross  & Blue  Shield’s  policy  of  direct  pay- 
ment for  covered  services  to  Century  Plan  partici- 
pating providers  — a feature  not  readily  available 
in  other  health  coverage  plans. 

The  fact  that  Blue  Cross  & Blue  Shield 
finances  the  health  care  of  over  half  the  population 
of  Connecticut  really  impressed  them.  They  rec- 


ognized this  is  especially  significant  during  a tight 
economy  when  cost-conscious  subscribers  tend 
to  select  participating  providers. 

Why  do  more  than  2,700  Connecticut  physi- 
cians participate  in  the  Century  Plan?  They  liked 
what  they  saw. 

Blue  Cross 
Blue  Shield 

of  Connecticut 

The  Century  Plan  — nothing  covers  better. 


Physician- Hospital  Relations 


AMA  CENTER  FOR  HEALTH  POLICY  RESEARCH 


Over  the  past  20  years,  the  role  of  hospitals  in  the 
practice  of  medicine  has  increased  dramatically.  From 
an  institution  established  primarily  for  the  care  of 
indigent  patients,  the  hospital  today  is  an  essential  part 
of  the  delivery  of  modern  medical  care. 

Because  the  physician  occupies  such  a prominent 
position  in  the  delivery  of  quality  hospital  care,  con- 
siderable attention  has  focused  on  the  nature  of  physi- 
cian-hospital relations.  In  light  of  the  growing  number 
of  new  physicians  who  will  be  seeking  hospital  privileges 
and  the  increasing  likelihood  that  hospitals  will  restrict 
medical  staff  appointments,  the  importance  of  physi- 
cian-hospital relations  will  probably  intensify.  Two 
aspects  of  particular  interest  have  been  in  the  areas  of 
hospital  medical  directors  and  governing  boards.  Both 
have  a significant  impact  on  physician-hospital  relations 
and,  ultimately,  physician  satisfaction  with  hospital 
medical  services. 

This  report  summarizes  selected  aspects  of  physi- 
cian-hospital relations  with  special  emphasis  on: 

• hospital  admitting  privileges; 

• medical  staffing  and  department  closure; 

• full-time  medical  directors  and  physicians’  satisfac- 
tion; and 

• governing  body  representation  and  physicians’ 
interests. 

The  data  are  from  the  AMA’s  third  quarter  1982 
Socioeconomic  Monitoring  System  (SMS)  survey. 
The  SMS  survey  includes  interviews  with  1 ,247  physi- 
cians from  a sample  representative  of  the  population  of 
all  non-federal  patient  care  physicians  excluding  resi- 
dents. The  survey  response  was  6 1 percent. 

Hospital  Admitting  Privileges 

Hospital  admitting  privileges  are  crucial  to  the 
medical  practice  of  many  physicians.  As  Table  1 
reveals,  an  average  of  91.4  percent  of  patient  care 
physicians  in  1982  indicate  that  they  have  hospital 

SMS  Report,  December  1 982,  Vol.  1 , No.  1 1 . Reprinted  with  the 
permission  of  The  AMA  Center  for  Health  Policy  Research. 
Copywright  1982. 

The  AMA  Center  for  Health  Policy  Research  directs  the  Socio- 
economic Monitoring  System  in  cooperation  with  the  AMA  Division 
of  Survey  and  Data  Resources. 


admitting  privileges.  Among  the  major  specialties, 
medical  and  surgical  specialties  have  the  highest  level 
of  physicians  with  admitting  privileges  (97.4%  and 
97.0%  respectively).  In  contrast,  only  70.5  percent  of 
physicians  in  the  other  specialty  (OS)  group  reveal 
they  have  admitting  privileges. 

Table  1 


CHANGING  PATTERNS  IN  HOSPITAL  ADMITTING  PRIVILEGES 
1977  AND  1982 


Percentage  of 

Physicians  with 

Admitting  Privileges 

Change  in  the 

1977*  1982** 

Percentage 

ALL  SPECIALTIES 

94.1% 

91.4% 

-2.7% 

General  and  Family 
Practice 

92.7 

90.5 

-2.2 

Medical  Specialties 

97.7 

97.4 

-0.3 

Surgical  Specialties 

98.9 

97.0 

-1.9 

Other  Specialties*** 

81.9 

70.5 

-11.4 

^Source:  AMA's  Twelfth  Periodic  Survey  of  Physicians. 

**To  make  SMS  data  comparable  to  PSP,  physicians  with  a plurality 
of  hours  in  non-office  based  activities  are  excluded  from  this 
column. 

***Anesthesiologists,  Pathologists,  and  Radiologists  are  excluded 
because  they  generally  do  not  admit  patients. 

Compared  to  1977  information  obtained  from  the 
AMA’s  Twelfth  Periodic  Survey  of  Physicians  ( PSP), 
it  appears  that  physician  admitting  privileges  have 
declined  2.7  percent  in  the  past  five  years.  The  major 
portion  of  the  decline  results  from  the  1 1 .4  percent  drop 
in  admitting  privileges  for  physicians  in  the  other 
specialty  group. 

Medical  Staffs  and  Department  Closure 

The  potential  for  competition  among  hospitals  as 
well  as  competition  between  a hospital  and  its  medical 
staff  raises  important  questions  about  hospital  staffing 
and  department  closure.  Table  2 indicates  that  the 
majority  of  physicians  (91.3%)  feel  that  their  medical 
staff  has  a sufficient  number  of  physicians.  General  and 
family  practitioners  are  the  least  likely  (88.4%)  to 
perceive  their  medical  staff  as  having  a sufficient 
number  of  physicians,  while  physicians  in  surgical 
specialties  are  most  likely  (92.4%). 
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On  average,  17.4  percent  of  all  physicians  have 
admitting  privileges  at  hospitals  which  have  depart- 
ments or  clinical  services  that  are  closed  to  appoint- 
ments of  new,  qualified  medical  practitioners.  General 
and  family  practitioners  (6.4%)  are  less  likely  than  the 
other  types  of  specialties  to  have  admitting  privileges  at 
hospitals  with  closed  departments.  Physicians  located 
in  the  northeast  census  region  are  most  likely  (23.6%) 
to  have  admission  privileges  in  a hospital  with  closed 
staffing  while  only  15.2  percent  of  physicians  in  the 
north  central  region  report  they  practice  in  hospitals 
with  closed  departments. 

Medical  Directors  and  Physicians’  Satisfaction 
Hospitals  vary  widely  in  their  organizational  struc- 
ture. As  Table  3 indicates,  49.3  percent  of  all  physicians 


with  admitting  privileges  admit  most  of  their  patients  to 
hospitals  with  a full-time  hospital  medical  director. 
General  and  family  practitioners  who  have  hospital 
privileges  are  least  likely  (35.6%)  to  work  in  a hospital 
which  has  a full-time  medical  director,  while  physicians 
in  the  OS  category  (57.9%)  are  most  likely  to  work  in  a 
hospital  which  has  a full-time  medical  director. 

On  the  whole,  85.1  percent  of  all  physicians  feel  that 
the  medical  director  represents  the  interest  of  the 
medical,  staff  and  this  response  is  fairly  uniform  over 
the  various  specialties.  General  and  family  practitioners 
are  the  least  likely  to  view  the  medical  director 
as  strengthening  physician-hospital  relationships 
(79.7%),  although  they  are  similar  to  other  physicians 
in  their  feeling  that  the  medical  director  provides 
effective  organizational  services  (92.3%). 


Table  2 

MEDICAL  STAFFING  AND  DEPARTMENT  CLOSURE. 
BY  SPECIALTY  AND  REGION 


Sufficient 
Medical  Staff 

Departments 
Closed  to 

New  Appointments 

ALL  PHYSICIANS 

91.3% 

17.4% 

Specialty 

General  and  Family 
Practice 

88.4 

6.4 

Medical  Specialties 

91.6 

22.4 

Surgical  Specialties 

92.4 

17.8 

Other  Specialties 

91.8 

20.2 

Region 

Northeast 

93.5 

23.6 

North  Central 

89.5 

15.2 

South 

89.7 

15.9 

West 

93.5 

16.7 

Table  4 

GOVERNING  BODY  REPRESENTATION: 
PHYSICIAN  SATISFACTION  BY  SPECIALTY 


Percentage  of 
Physicians  with 
a Physician  on 
Governing  Board 

Physician 

Represents  Medical 
Staff  Interest 

ALL  PHYSICIANS 

88.4% 

89.8% 

Specialty 

General  and  Family 

Practice 

78.9 

93.8 

Medical  Specialties 

89.4 

91.9 

Surgical  Specialties 

90.6 

84.7 

Other  Specialties 

91.9 

91.8 

Table  3 

FULL-TIME  MEDICAL  DIRECTORS:  PHYSICIAN  SATISFACTION  BY  SPECIALTY  AND  REGION 


Percentage  of 

* 

Physicians 

Director 

with  a 

Strengthens 

Provides 

Full-Time 

Represents 

Physician 

Effective 

Medical 

Physician 

Hospital 

Organizational 

Director 

Interests 

Relationship 

Services 

ALL  PHYSICIANS 

49.3% 

85.1% 

86.3% 

91.0% 

Specialty 
General  and 

Family  Practice 

35.6 

86.2 

79.7 

92.3 

Medical  Specialties 

52.6 

85.0 

86.6 

88.4 

Surgical  Specialties 

48.2 

81.2 

85.0 

89.0 

Other  Specialties 

57.9 

89.1 

90.4 

95.5 

Region 

Northeast 

63.1 

81.1 

90.1 

90.8 

North  Central 

53.2 

84.3 

81.1 

91.2 

South 

39.5 

88.6 

90.7 

93.8 

West 

47.3 

86.4 

82.7 

87.9 
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The  presence  of  a medical  director  varies  widely 
among  the  census  regions.  In  the  northeast  region,  63.1 
percent  of  the  physicians  interviewed  report  that  they 
had  admitting  privileges  at  hospitals  with  full-time 
medical  directors.  In  contrast,  only  39.5  percent  of  the 
physicians  in  the  south  report  a full-time  medical 
director. 

Physicians  located  in  the  northeastern  and  southern 
regions  appear  similar  (90. 1%  and  90.7%  respectively) 
in  their  feeling  that  the  medical  director  strengthens  the 
physician-hospital  relationship.  Physicians  in  the  north 
central  and  western  regions  are  less  likely  (81.1%  and 
82.7%  respectively)  to  view  the  medical  director  as 
strengthening  physician-hospital  relationships  when 
compared  to  physicians  in  the  other  two  regions. 


Governing  Body  Representation  and  Physician 
Interests 

Physician  representation  on  hospital  governing 
bodies  is  an  effective  method  for  strengthening  physi- 
cian-hospital relations  and  assuring  physician  input  in 
the  hospital  decision  making  process.  In  Table  4,  the 
majority  of  physicians  (88.4%)  reveal  that  their  hospi- 
tal has  at  least  one  physician  on  the  governing  board. 
Furthermore,  89.8  percent  of  the  respondents  reveal 
that  the  physicians  on  the  governing  body  adequately 
represent  their  interests.  Physicians  in  general  and 
family  practice  are  most  likely  to  report  (93.8%)  that 
physicians  on  the  governing  board  represent  their 
interests,  while  physicians  in  surgical  specialties  are 
least  likely  (84.7%). 


Health  Planning  Update 

In  the  wake  of  the  House  Energy  and  Commerce  Committee’s  May  17  approval  of  HR  2934,  a 
bill  to  reauthorize  the  health  planning  program  for  three  years,  many  observers  now  believe  that  the 
much-assailed  program  will  stave  off  the  repeal  sought  by  many  groups  and  succeed  in  maintaining 
its  survival,  albeit  under  some  changed  ground  rules. 

Giving  impetus  to  the  program’s  chance  of  survival  is  the  recent  change  in  position  of  the  American 
Hospital  Association.  The  hospital  group  has  dropped  its  long  standing  call  for  repeal  of  the  federal 
health  planning  program  in  order  to  permit  AHA  to  have  a more  active  role  in  the  legislative  future 
of  the  program.  The  AHA’s  new  position  on  planning  recommends  that  the  federal  role  in  planning 
“should  be  limited  to  making  grants  directly  to  local  community-wide  planning  organizations”  and 
that  “that  there  should  be  no  additional  federal  requirements  related  to  functions,  governance,  and 
staffing”  of  these  organizations.  AHA  believes  that  states  should  decide  on  a voluntary  basis  whether 
or  not  to  establish  a certificate  of  need  program  and  if  a state  decides  to  establish  one,  local  health 
planning  entitites  should  only  be  involved  as  determined  by  that  state.  AHA  also  favors  increasing 
CON  review  thresholds  to  $5  million,  and  removal  of  existing  sanctions  against  states  for  non- 
compliance.  The  hospital  group  also  favors  elimination  of  requirements  for  appropriateness  review 
and  Statewide  Health  Coordinating  Councils. 

The  new  AHA  position  embraces  some  elements  contained  in  HR  2934.  HR  2934,  introduced  by 
Rep.  Henry  Waxman  (D-CA),  authorizes  appropriations  for  three  years:  $65  million  for  FY83  and 
“such  sums  as  may  be  necessary”  for  FY84  and  FY85.  It  would  repeal  the  health  planning  program 
effective  October  1 , 1986.  This  is  intended  to  coincide  with  DRG  provisions  in  the  Medicare  prospec- 
tive payment  legislation  (PL  98-21)  which  provide  for  mandatory  review  of  health  facilities  by  states 
under  section  1122  of  the  Social  Security  Act  and  reimbursement  of  capital  costs  by  Medicare  as  of 
October  1,  1986. 

HR  2934  would  raise  certificate  of  need  (CON)  thresholds:  for  capital  expenditures  to  $1,000,000 
from  $600,000;  for  institutional  health  services  to  $500,000  from  $250,000;  and  for  major  medical 
equipment  to  $500,000  from  $400,000.  The  bill  would  require  the  Secretary  of  HHS  to  reestablish 
health  service  areas  within  a state  upon  application  of  a state  where  the  health  services  areas  had  been 
eliminated  previously  under  provisions  added  to  the  law  in  1981. 

The  deadline  for  state  compliance  with  the  federal  planning  law  would  be  moved  to  October  1, 
1986  — the  scheduled  repeal  date  contained  in  the  bill. 

—AMA  Legislative  Roundup,  June,  1983 
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Streptokinase  for  Acute  Coronary  Artery  Thrombosis 


THE  MEDICAL  LETTER 


Streptokinase  (Streptase— Hoechst-Roussel),  a throm- 
bolytic enzyme,  was  recently  approved  by  the  US  Food 
and  Drug  Administration  (FDA)  for  intracoronary  injec- 
tion in  patients  with  acute  coronary  artery  thrombosis 
associated  with  acute  myocardial  infarction.  Derived  from 
beta-hemolytic  streptococci,  the  enzyme  dissolves  clots 
by  promoting  conversion  of  plasminogen  to  plasmin,  a 
fibrinolytic  enzyme.  Streptokinase  is  also  marketed  for 
intravenous  treatment  of  pulmonary  emboli  and  deep  vein 
thrombosis,  arterial  thrombosis  and  embolism,  and  oc- 
clusion of  arteriovenous  cannulae  (Medical  Letter,  20:37, 
1978).  but  it  has  not  been  approved  for  intravenous  use 
in  acute  myocardial  infarction. 

Coronary  Thrombosis  — The  importance  of  coronary 
thrombosis  in  myocardial  infarction  has  been  controver- 
sial for  many  years.  Thrombi  were  present  post  mortem 
in  the  coronary  arteries  of  93%  of  55  patients  after  acute 
transmural  myocardial  infarction  (LM  Buja  and  JT  Willer- 
son.  Am  J Cardiol,  47:343,  1981).  Angiographic  studies 
in  living  patients  showed  features  suggestive  of  coronary 
thrombosis  in  about  70%  of  322  patients  studied  in  the 
first  24  hours  after  transmural  myocardial  infarction  (MA 
DeWood  et  al,  N Engl  J Med,  303:897,  1980).  Studies 
like  these  have  rekindled  interest  in  using  thrombolytic 
enzymes  to  limit  infarct  size  and  preserve  myocardial 
function. 

Intravenous  Streptokinase  — Intravenous  injection  of 
thrombolytic  enzymes  is  much  easier  than  intracoronary 
administration  and  the  results  of  most  studies  suggest  that 
recanalization  occurs  and  left  ventricular  ejection  frac- 
tion improves  in  a majority  of  treated  patients.  A recent 
report  pooling  results  from  randomized  trials  using  dif- 
ferent dosage  regimens  suggested  a 20%  reduction  in  mor- 
tality with  IV  streptokinase,  but  most  of  the  individual 
studies  failed  to  demonstrate  decreased  mortality  (MJ 
Stampfer  et  al,  N Engl  J Med,  307:1180,  Nov  4,  1982). 
Recent  studies  in  patients  treated  intravenously  within  six 
hours  with  high  doses  of  streptokinase  report  recanaliza- 
tion proven  by  angiography  in  about  50%  of  patients 

Reprinted  with  permission  from  The  Medical  Letter,  Vol.  25,  April 
1,  1983. 


within  one  hour  of  treatment(JF  Spann  et  al.  Am  Heart 
J,  104:939,  1982;  R Schroder  et  al.  Circulation,  67:536, 
March  1983). 

Intracoronary  Streptokinase  — The  advantages  of  in- 
tracoronary administration  include  high  drug  concentra- 
tions delivered  directly  to  the  clot,  possibly  fewer  adverse 
drug  effects,  and  ready  documentation  of  therapeutic  ef- 
fect, since  angiography  must  be  done  to  identify  the  site 
of  thrombosis.  The  main  disadvantage  is  the  invasiveness 
of  passing  a coronary  catheter;  the  need  to  mobilize  per- 
sonnel for  cardiac  catheterization  and  coronary 
angiography  is  an  additional  problem. 

Recanalization  was  achieved  in  75  to  80%  of  patients 
with  acute  coronary  thrombosis  treated  with  intracoronary 
streptokinase  (J  Weinstein,  Am  Heart  J,  104:894,  1982). 
The  rates  of  recanalization  were  highest  when  the  enzyme 
was  injected  within  three  to  six  hours  after  the  onset  of 
symptoms  (G  Lee  et  al.  Am  Heart  J,  102:1159,  1981; 
RW  Smalling  et  al.  Am  Heart  J,  104:912,  1982).  One 
angiographic  study  in  63  patients  after  thrombolysis  found 
that  reocclusion  occurred  within  two  weeks  in  18%  (GC 
Timmis  et  al.  Am  Heart  J,  104:925,  Oct  1982).  Whether 
intracoronary  streptokinase  has  a beneficial  effect  on 
myocardial  function  or  on  mortality  has  not  been  establish- 
ed, but  some  improvement  in  left  ventricular  function  has 
been  reported  in  most  studies  (KP  Rentrop  et  al.  Am  J 
Cardiol,  49:1,  1982;  LA  Reduto  et  al.  Am  J Cardiol, 
48:403,  1981),  and  one  center  recently  reported  decreased 
mortality  (RW  Smalling,  J Am  Coll  Cardiol,  1:591,  Feb 
1983). 

Adverse  Effects  — Streptokinase  can  cause  fever  and 
allergic  reactions,  including  anaphylaxis.  The  enzyme  in- 
duces lysis  of  fresh  fibrin  in  hemostatic  plugs  as  well  as 
thromboemboli  and  can  cause  bleeding,  which  may  be  dif- 
ficult to  reverse.  It  is  generally  contraindicated  for  pa- 
tients with  active  internal  bleeding,  neurosurgery  or  a 
cerebrovascular  accident  in  the  past  two  months,  and  for 
those  with  an  intracranial  tumor.  It  should  be  used  with 
great  caution,  if  at  all,  in  patients  with  subacute  bacterial 
endocarditis  or  in  those  who  have  recently  had  external 
cardiac  massage,  any  operation  (including  parturition), 
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serious  bleeding,  a bleeding  tendency,  or  other  conditions 
predisposing  to  bleeding,  such  as  severe  hypertension,  or 
those  with  previous  severe  allergic  reactions  to  strep- 
tokinase. Nonsteroidal  antiinflammatory  drugs  should  be 
avoided,  because  they  interfere  with  platelet  function. 

Atrial  and  ventricular  arrhythmias  can  occur  at  the  time 
of  recanalization;  these  can  usually  be  managed  with  lido- 
caine  (Xylocaine;  and  others)  or  procainamide  (Pronestyl; 
and  others).  Brady  arrhythmias  that  may  require  a tem- 
porary pacemaker  may  develop  following  reperfusion  in 
some  patients,  particularly  those  with  inferior  infarction. 

Dosage  and  Administration  — Coronary  angiography  is 
required  to  locate  the  thrombosis.  Most  centers  administer 
a bolus  of  20,000  IU  of  streptokinase  by  coronary  catheter 
within  six  hours  after  the  onset  of  symptoms,  followed 
by  2,000  to  4,000  IU  per  minute  until  the  vessel  becomes 
patent  and  continued  at  the  rate  of  2,000  IU  per  minute 
for  an  additional  30  to  60  minutes. 

Conclusion 

Intracoronary  administration  of  streptokinase  within  six 
hours  or  less  after  the  first  symptoms  of  myocardial  in- 
farction can  restore  perfusion  in  occluded  coronary 
arteries  in  some  patients,  but  more  evidence  is  needed  to 
determine  whether  it  limits  the  size  of  infarction  or 
decreases  mortality.  Intravenous  streptokinase  is  more 
convenient,  but  its  effectiveness  in  coronary  occlusion  is 
even  less  well  established.  By  either  route,  streptokinase 
can  cause  serious  bleeding  and  anaphylactic  reactions. 

Intravenous  Acyclovir  (Zovirax) 

Acyclovir  (Zovirax  — Burroughs  Wellcome),  previous- 
ly available  for  topical  treatment  of  herpes  simplex  virus 
infections  (Medical  Letter,  24:55,  1982),  was  recently 
released  by  the  US  Food  and  Drug  Administration  (FDA) 
for  intravenous  use.  The  intravenous  formulation  is  ap- 
proved for  treatment  of  mucosal  and  cutaneous  herpes 
simplex  (HSV-1  and  HSV-2)  infections  in  immunocom- 
promised patients  and  for  severe  initial  genital  herpes 
infections. 

Prophylaxis  for  Immunocompromised  Patients— Patients 
receiving  bone  marrow  and  renal  transplants  may  develop 
either  localized  or  systemic  herpesvirus  infections,  usually 
due  to  reactivation  of  latent  infection.  A controlled  trial 
of  prophylaxis  with  IV  acyclovir  in  20  seropositive  bone 
marrow  recipients  found  that  the  drug  prevented  clinically 
apparent  HSV  infection  during  the  18-day  period  of  ad- 
ministration; after  it  was  stopped,  mild  HSV  infections 
occurred  in  five  of  the  10  treated  patients  (R  Saral  et  al, 
N Engl  J Med,  305:63,  1981).  One  recent  report  indicates 
than  an  oral  formulation  of  acyclovir  (not  yet  available 
in  the  USA)  taken  prophylactically  can  also  suppress 
recurrences  while  it  is  being  taken  (SE  Straus  et  al,  Ann 
Intern  Med,  96:270,  1982). 

Treatment  of  Mucosal  and  Cutaneous  Infections  in  Im- 
munocompromised Patients  — A placebo-controlled  trial 
in  34  bone  marrow  transplant  recipients  with  recurrent 


HSV  infections  found  that  IV  acyclovir  (750  mg/m2/day) 
for  seven  days  decreased  the  median  period  of  virus  shed- 
ding from  17  to  three  days,  the  median  time  to  resolution 
of  pain  from  16  to  ten  days,  the  median  time  to  crusting 
of  lesions  from  14  to  seven  days,  and  the  median  time 
to  total  healing  from  28  to  14  days.  Recurrence  of  infec- 
tion was  common,  however,  when  the  drug  was  stopped 
(JC  Wade  et  al,  Ann  Intern  Med,  96:265,  1982).  Other 
controlled  trials  in  immunocompromised  patients  have 
produced  similar  results  (CD  Mitchell  et  al,  Lancet, 
1:1389,  1981;  S Chou  et  al,  Lancet,  1:1392,  1981;  JD 
Meyers  et  al.  Am  J Med,  Symposium  on  Acyclovir, 
73:229,  1982). 

Treatment  of  Initial  Genital  Herpes— One  double-blind 
trial  in  30  immunocompetent  patients  with  severe  initial 
genital  herpes  infections  found  that  IV  acyclovir  decreased 
formation  of  new  lesions  and  reduced  the  median  healing 
time  from  14  days  (with  placebo)  to  seven  days.  The  me- 
dian duration  of  viral  shedding  was  decreased  from  8.5 
to  two  days,  and  the  duration  of  all  symptoms  from  8.5 
to  6.5  days,  but  there  was  no  difference  in  the  median 
duration  of  pain  (A  Mindel  et  al.  Lancet,  1:697,  1982). 
The  effect  of  the  intravenous  drug  on  the  recurrence  rate 
of  genital  herpes  is  not  known.  Topical  acyclovir  oint- 
ment is  also  available  for  treatment  of  initial  genital 
herpes,  and  few  patients  have  infections  severe  enough 
to  justify  hospitalization  and  IV  therapy. 

Herpes  Simplex  Encephalitis  and  Neonatal  Infections  — 
Although  not  approved  for  such  use  by  the  FDA,  IV 
acyclovir  has  also  been  used  to  treat  encephalitis  and 
neonatal  infections  due  to  HSV.  The  only  drug  currently 
FDA-approved  for  HSV  encephalitis  is  vidarabine  (Vira- 
A — Medical  Letter,  21:17,  1979);  a collaborative  controll- 
ed trial  comparing  acyclovir  with  vidarabine  for  treatment 
of  HSV  encephalitis  or  neonatal  HSV  infections  is  now 
under  way. 

Other  Viruses— Varicella-zoster  (V-Z)  virus,  a member 
of  the  herpesvirus  group,  is  sensitive  to  acyclovir  in  vitro, 
although  less  so  than  most  strains  of  herpes  simplex.  Three 
children  who  developed  herpes  zoster  infections  follow- 
ing bone  marrow  transplantation  healed  rapidly  after  treat- 
ment with  acyclovir  (FT  Serota  et  al,  JAMA,  247:2132, 
1982).  In  one  controlled  trial,  acyclovir  treatment  of 
chickenpox  in  immunocompromised  children  appeared  to 
prevent  viral  pneumonitis  (CG  Prober  et  al,  J Pediatr, 
101:622,  1982).  Vidarabine  has  also  been  effective  in 
decreasing  complications  of  V-Z  virus  infections  in  im- 
munocompromised patients  (RJ  Whitley  et  al,  N Engl  J 
Med,  307:971,  1982);  how  it  compares  with  acyclovir 
for  this  indication  is  not  known.  Epstein-Barr  (EB)  virus 
is  inhibited  by  high  concentrations  of  acyclovir  in  vitro 
(JS  Pagano  and  AK  Datta,  Am  J Med,  Symposium  on 
Acyclovir,  73:18,  1982),  but  no  controlled  trials  of 
acyclovir  in  infectious  mononucleosis  or  other  conditions 
associated  with  this  virus  have  been  published. 

Adverse  Effects  — Acyclovir  is  eliminated  primarily  by 
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glomerular  filtration  and  renal  tubular  secretion;  pro- 
benecid decreases  renal  clearance  and  increases  serum 
concentrations  of  the  drug.  Impaired  renal  function,  which 
is  usually  transient  but  may  progress  to  renal  failure,  can 
occur  due  to  crystallization  of  the  drug  in  renal  tubules, 
especially  if  it  is  given  as  a bolus,  or  if  the  dosage  inter- 
val is  reduced,  urine  output  is  diminished,  or  hydration 
is  inadequate.  One  study  found  reversible  serum  creatinine 
elevations  of  at  least  25  % in  more  than  half  of  patients 
treated  with  1500  mg/m2/day  for  five  days  (B  Bean  et  al, 
Lancet,  2:118,  1982).  Metabolic  encephalopathy,  bone 
marrow  depression,  and  abnormal  hepatic  function  have 
occurred  in  immunocompromised  patients  treated  with 
acyclovir,  but  the  drug  is  generally  well  tolerated.  The 
most  frequent  adverse  effect  is  local  irritation  at  the  site 
of  infusion.  As  with  any  drug  that  affects  DNA,  acyclovir 
may  be  mutagenic. 

Resistance  — Acyclovir-resistant  HSV  strains  have 
emerged  in  treated  patients  (JC  Wade  et  al,  Ann  Intern 
Med,  96:265,  1982;  WH  Burns  et  al,  Lancet,  1:421, 
1982;  CS  Crumpacker  et  al,  N Engl  J Med,  306:343, 
1982).  Such  resistant  strains  appear  to  be  less  virulent  than 
susceptible  strains  in  animals  and  immunocompetent  pa- 
tients, but  their  virulence  in  patients  with  impaired  im- 
munity is  unknown. 


Dosage- The  recommended  IV  adult  dosage  of 
acyclovir  for  treatment  of  mucocutaneous  HSV  infections 
is  5 mg/kg  every  eight  hours  given  at  a constant  rate  over 
one  hour.  Adequate  hydration  should  be  maintained  and 
treatment  continued  for  five  days  for  initial  genital  herpes 
(seven  days  in  immunocompromised  patients).  In  im- 
munocompromised children  under  age  12,  the  recom- 
mended dosage  is  250  mg/m2  every  eight  hours.  Higher 
dosages  have  been  used  to  treat  V-Z  and  EBV  infections. 
In  patients  with  impaired  renal  function,  the  usual  dose 
may  be  given,  but  the  interval  between  doses  should  be 
extended  to  12  hours  for  those  with  creatinine  clearances 
of  25-50  ml/min/1.73  m2,  and  to  24  hours  for  creatinine 
clearances  of  10-25  ml/min/1.73  m2.  For  lower 
clearances,  half  the  usual  dose  should  be  given  every  24 
hours. 

Conclusion 

Intravenous  acyclovir  is  effective  for  treatment  of 
mucosal  and  cutaneous  herpes  simplex  virus  infections 
in  immunocompromised  patients.  How  it  compares  with 
vidarabine  for  treatment  of  herpes  encephalitis,  neonatal 
herpes,  and  varicella-zoster  infections  in  immunocom- 
promised patients  is  not  yet  known.  IV  acyclovir  should 
generally  not  be  used  to  treat  immunocompetent  patients 
with  genital  herpes. 


JCAH  PRINCIPLES  WERE  AFFIRMED  for  the  revised  medical  staff  section  of  the 
Accreditation  Manual  for  Hospitals.  Delegates  to  the  Annual  Meeting  said 
that  the  Joint  Commission  on  the  Accreditation  of  Hospitals  should 
continue  to  use  the  term  “medical  staff’  in  the  manual.  Specific 
references  to  limited  Licensed  practitioners  should  be  deleted.  Such 
practitioners,  however,  should  not  be  precluded  from  having  hospitals 
privileges  cosonant  with  their  training,  experience,  and  current 
competence  if  approved  by  the  normal  credentialing  process. 

Delegates  advised  that  the  medical  staff  executive 
committee  should  be  composed  of  members  selected  by  the 
medical  staff,  and  the  majority  should  be  fully  licensed 
doctors  of  medicine  or  osteopathy.  Medical  care  of  all 
patients  should  remain  under  the  supervision  of  fully 
licensed  physicians,  they  said. 

The  house  action,  which  was  a substitute  for  21  other  resolutions,  said 
that  final  approval  of  the  revised  medical  staff  chapter  should  be  delayed 
until  comments  from  the  AM  A House  of  Delegates,  medical  societies, 
hospital  medical  staffs,  hospitals,  and  medical  specialty  organizations  had 
been  considered. 


— AM A Newsletter,  June  27,  1983 
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Month  in  Washington 


FTC  Blesses  PPO  in  New  Jersey 

In  its  first  pronouncement  on  the  subject,  the  Federal 
Trade  Commission  has  given  its  tentative  blessing  to  a 
proposed  preferred  provider  organization  (PPO)  in  New 
Jersey. 

The  advisory  does  not  have  the  weight  of  law  and  is 
not  binding  on  courts  though  courts  do  consider  advisory 
opinions.  It  could  be  revoked  at  any  time.  In  addition, 
PPOs  have  taken  many  forms  and  clearance  for  the  New 
Jersey  PPO  is  not  applicable  to  other  types  of  PPOs. 

The  advisory  is  significant,  however,  in  that  it 
represents  the  FTC’s  first  step  into  the  cloudy  legal 
issues  surrounding  the  PPO  concept. 

The  Commission  is  studying  requests  for  advisories 
for  several  other  PPOs  as  well  and  FTC  official  Walter 
Winslow  said  that  since  these  cover  a “number  of 
differently-structured”  PPOs,  the  Commission  hopes  to 
issue  further  advisories  that  will  “clarify”  the  legal  posi- 
tion of  PPOs.  “We  don’t  want  uncertainty  over  the  law 
to  cause  people  to  delay  in  setting  up  something  that  can 
be  procompetitive,”  he  added. 

The  advisory  that  was  issued  went  to  Health  Care 
Management  Associates  (HCMA),  a Moorestown,  N.J. 
consulting  firm  that  is  developing  a PPO  known  as  the 
Cooperating  Provider  Program.  It  said  the  FTC  does  not 
believe  HCMA’s  proposed  PPO  would  violate  antitrust 
law  and  added  that  the  plan  “is  likely  to  be 
procompetitive.” 

HCMA  sees  itself  as  a brokering  agent  in  the  arrange- 
ment. It  would  contract  with  up  to  15%  of  individual 
physicians,  oral  surgeons,  podiatrists  and  psychologists 
in  three  counties  to  provide  care  to  patients  covered 
under  the  plans  of  insurers  or  companies  that  sign  up 
with  HCMA. 
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The  providers  in  the  PPO  would  have  a choice  bet- 
ween two  methods  of  payment.  They  could  elect  to 
receive  the  lesser  of  their  charges  or  a maximum 
HCMA-determined  payment  schedule.  Or  they  could  be 
paid  their  usual,  customary  and  reasonable  fee  minus  a 
percentage  discount  of  up  to  15%.  The  discount  would 
be  specified  in  the  insurer’s  contract  with  HCMA. 

In  its  advisory  letter  to  HCMA,  the  FTC  noted  that 
“no  actively  practicing  provider,  hospital,  or  payer  has 
any  direct  or  indirect  financial,  controlling,  or  non- 
controlling interest  in  HCMA.”  It  also  carefully  spelled 
out  that  the  financial  arrangements  are  to  be  between 
HCMA  and  each  individual  physician. 

Those,  according  to  FTC’s  Winslow,  are  two  aspects 
of  HCMA’s  plan  that  set  it  apart  from  many  other  PPOs. 
The  latter  is  particularly  significant  because  it 
distinguished  HCMA  from  the  Maricopa  Foundation  in 
Arizona,  which  the  Supreme  Court  ruled  had  engaged  in 
price  fixing  by  agreeing  jointly  on  the  maximum  fees  its 
members  would  seek  as  payment  for  services  to 
subscribers  of  foundation-approved  insurance  plans. 

In  that  sense,  Winslow  observed,  the  HCMA  advisory 
was  “easy”  compared  to  others  before  the  commission 
because  it  did  not  raise  the  question  of  “what  a group  of 
independent,  competing  providers  can  do  relating  to 
PPO  fees  when  it  has  not  actually  established  or  formed 
a PPO  but  has  merely  put  together  a provider  component 
for  the  PPO.” 

That  question  could  apply  to  the  bulk  of  HMO’s  in 
operation  or  development  to  date.  A PPO  directory 
developed  by  the  American  Medical  Care  and  Review 
Association  lists  64  PPOs  in  20  states  and  the  District  of 
Columbia,  of  which  48  are  sponsored  by  physician 
groups  and/or  hospitals. 

The  degree  of  financial  involvement  of  the  sponsors  in 
these  PPOs  is  not  known,  however,  and  a number  of 
groups  including  the  American  Medical  Association  are 
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collecting  further  information  in  this  area.  The  AMA’s 
Department  of  Health  Care  Financing  and  Organization 
has  identified  about  80  PPO-type  arrangements  in  opera- 
tion or  development  across  the  country  and  is  now  trying 
to  determine  the  financial  structure  of  those  PPOs. 

In  addition,  the  AM  A is  preparing  technical  assistance 
materials  to  help  physicians  evaluate  PPOs  and  has 
established  a clearinghouse  to  provide  information  on 
PPOs  to  state  and  county  medical  societies. 

* * * * 

Rhode  Island  PPO  Plan  Also  Endorsed 

The  Federal  Trade  Commission  also  gave  a Rhode 
Island  Professional  Standards  Review  Organization  the 
go-ahead  for  its  plan  to  review  the  medical  necessity  of 
care  provided  to  private  employers  health  benefits 
programs. 

The  PSRO  has  asked  the  FTC  in  January  for  an  ad- 
visory opinion  on  its  plan  to  conduct  preadmission  and 
concurrent  reviews  of  private  patients,  to  recommend 
appropriate  lengths  of  hospital  stays  and  to  conduct 
quality  review  studies.  Its  recommendations  are  not 
binding  on  the  companies  and  no  fee  reviews  would  be 
conducted  under  the  program. 

In  a letter  to  PSRO  Executive  Vice  President  Edward 
J.  Lynch,  the  Commission  said  the  plan  does  not  appear 
to  violate  any  antitrust  laws  and  could,  “in  fact,  promote 
competition,  thereby  providing  substantial  benefits  to 
consumers”  and  give  health  care  providers  a “greater  in- 
centive” to  “practice  in  a cost-conscious  manner.” 

The  advisory  opinion  warned,  however,  that  the 
PSRO  should  work  to  assure  that  the  program’s  purpose 
“remains  legitimate  and  does  not  produce  significant  an- 
ticompetitive effects.”  For  example,  it  added,  “you 
should  avoid  any  misuse  of  the  program  to  discriminate 
against  innovative  competitors.” 

* * * * 

“Baby  Doe”  Springs  Back  to  Life 

The  Department  of  Health  and  Human  Services  has 
proposed  a new  version  of  the  controversial  “Baby  Doe” 
rule  requiring  hospitals  and  clinics  to  post  notices 
publicizing  a 24-hour  hotline  to  be  used  in  cases  of 
suspected  neglect. 

The  procedure,  rather  than  the  substance  of  the  rule, 
is  changed.  It  still  contains  the  requirement  to  post 
notices  listing  the  hotline  number.  But  instead  of  requir- 
ing the  posting  of  the  notice  in  delivery,  maternity,  and 
intensive  care  wards,  it  requires  that  the  notice  must  be 
posted  in  nursing  stations.  The  new  rule  will  also  allow 
a longer  public  comment  period. 

The  rule’s  long  preamble  and  appendix  specify  that 
federal  law  “does  not  require  the  imposition  of  futile 
therapies  which  merely  temporarily  prolong  the  process 
of  dying  of  an  infant  bom  terminally  ill.”  The  rule  also 
attempts  to  define  the  term  “handicap”  as  disorders  such 


as  “mental  retardation,  blindness,  paralysis,  deafness,  or 
lack  of  limbs.” 

“Any  judgment  that  a person  is  not  worthy  of  treat- 
ment due  to  such  handicap  is  not  ...  a medical  judg- 
ment, even  if  made  by  doctors  ...”  the  rule  says. 

The  original  regulation  was  struck  down  in  federal 
court.  U.S.  District  Court  Judge  Gerhard  A.  Gesell 
ruled  last  May  that  the  regulation  was  “arbitrary  and 
capricious.”  The  rule  was  a “hasty  and  ill-considered” 
response  to  “one  of  the  most  difficult  medical  and  ethical 
problems  facing  our  society,”  he  said. 

Meanwhile,  a new  Gallup  Poll  shows  that  the  public 
is  evenly  divided  as  to  what  steps  it  would  take  if  faced 
with  the  birth  of  a seriously  handicapped  newborn. 

Of  1540  interviewed  adults,  40%  said  they  would  ask 
their  doctor  to  keep  the  baby  alive,  43%  said  they  would 
request  that  the  child  be  allowed  to  die,  and  17%  have 
no  opinion. 

Women,  blacks,  and  married  persons  are  the  most 
likely  to  ask  for  their  physician’s  help  in  keeping  the 
baby  alive.  More  women  (43%)  than  men  (37%),  more 
blacks  (59%)  than  whites  (38%),  and  more  married 
(41%)  than  single  (34%)  persons  said  that  they  would 
ask  that  the  handicapped  baby  receive  the  surgical  care 
necessary  for  survival. 

* * * * 

Congress  Kills  Abortion  Amendment 

The  Senate  has  overwhelmingly  rejected  an  amend- 
ment by  Sen.  Orrin  Hatch  (R-UT)  that  declared  “the 
right  to  abortion  is  not  secured  by  this  Constitution.”  The 
amendment  fell  short  of  the  necessary  two-thirds  vote, 
with  49  Senators  supporting  and  50  Senators  opposing 
the  amendment. 

The  purpose  of  the  amendment,  according  to  sup- 
porter Thomas  F.  Eagleton  (D-MO)  was  to  “wipe  out  the 
legal  status  afforded  to  the  abortion  right  by  Roe  v. 
Wade  and  return  it  to  its  earlier  legal  status,  when  abor- 
tion was  a matter  for  each  of  the  states  to  decide.”  The 
"vote  is  said  to  have  represented  a serious  setback  for  the 
New  Right,  which  had  placed  abortion  restriction  on  the 
top  of  its  agenda  of  social  issues. 

The  Senate  vote  is  the  second  recent  defeat  for  anti- 
abortionists. The  Supreme  Court  earlier  in  June  upheld 
the  right  to  abortion,  by  ruling  that  second  trimester 
hospitalization  requirement  placed  an  obstacle  in  the 
path  of  women  seeking  the  procedure.  In  their  overturn 
of  an  Akron,  O.,  abortion  ordinance,  the  justices  also  in- 
directly overturned  33  state  and  city  laws. 

The  Supreme  Court’s  reaffirmation  of  the  constitu- 
tional right  to  abortion  sent  shock  waves  through  state 
and  city  governments,  as  legislators  scrambled  to 
rewrite  their  restrictive  abortion  laws.  But  the  long-term 
effect  will  probably  be  felt  most  strongly  in  the  medical 
community,  where  observers  predict  that  pregnancies 
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will  be  terminated  earlier,  for  less  money,  and  at  greater 
patient  convenience  than  ever  before. 

The  trend  was  already  well  underway:  since  the  early 
70s,  the  typical  abortion  patient  has  increasingly  chosen 
a clinic  over  a hospital,  and  has  arrived  there  during  her 
first,  rather  than  second,  trimester  of  pregnancy. 

The  Supreme  Court’s  decision,  however,  is  expected 
to  accelerate  this  general  movement.  A second  trimester 
hospitalization  requirement  places  “a  significant  obstacle 
in  the  path  of  women  seeking  abortion,”  wrote  Justice 
Lewis  F.  Powell,  Jr.,  in  overturning  an  Akron,  O., 
abortion  ordinance.  Because  second  trimester  abortions 
cost  more  and  are  sometimes  not  performed  in  local 
hospitals,  Akron’s  requirement  could  “force  women  to 
travel  to  find  available  facilities,  resulting  in  both  finan- 
cial expense  and  additional  health  risk.” 

Of  a law  requiring  recitation  of  anti-abortion  material 
to  a woman  seeking  an  abortion,  he  wrote:  “It  remains 
primarily  the  responsibility  of  the  physician  to  insure 
that  appropriate  information  is  conveyed  to  his  patient.” 
Of  a 24-hour  waiting  period,  he  wrote:  “If  a women, 
after  appropriate  counseling,  is  prepared  to  give  her 
written  informed  consent  and  proceed  with  the  abortion, 
a state  may  not  delay.” 

Although  many  of  the  Akron-like  provisions  of  33 
state  laws  (22  requiring  second  trimester  hospitalization 
and  1 1 requiring  pre-abortion  waiting  periods)  were  put 
on  hold  by  federal  judges  until  the  high  court  ruled,  fear 
of  imminent  restrictions  kept  clinics  from  expanding 
their  services. 

* * * * 

Budget  Plan  Receives  Congressional  Stamp 

Dispelling  rumors  that  Congress  would  never  agree  on 
a fiscal  1984  budget.  Congress  has  approved  an  $860 
billion  1984  spending  plan  that  shaves  Medicare  by 
about  $400  million  next  year  and  adds  $200  million  to 
Medicaid  for  a children’s  health  program. 

President  Reagan  is  opposed  to  the  measure  which  in- 
cludes more  in  tax  increases  and  domestic  spending  and 
less  in  defense  spending  than  he  requested.  It  also  sets 
up  an  $8.5  billion  contingency  fund  to  be  allocated  for 
recession  relief  programs  only  if  Congress  authorizes 
the  programs.  Although  the  budget  resolution  does  not 
require  the  President’s  signature,  Reagan  can  veto  the 
appropriations  measures  Congress  enacted  to  put  the 
budget  into  effect. 

All  told  the  budget  includes  about  $94.6  billion  for 
health  programs,  with  about  $60.6  billion  of  this  going 
to  Medicare  and  $21.4  billion  to  Medicaid. 

It  calls  for  Medicare  savings  of  $400  million  next  year 
and  $1.7  billion  over  the  next  three.  House  members  in- 
sisted on  a caveat  saying  the  cuts  are  not  to  be  achieved 
by  increasing  patient  coinsurance  or  reducing  benefits, 
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but  are  to  come  from  “increased  cost  controls”  on 
providers. 

The  budget  makes  no  cuts  in  Medicaid  and  adds  $200 
million  in  1984  and  $950  million  over  the  next  three 
years  in  money  for  a Child  Health  Assurance  Program. 

It  included  $350  million  in  83  funds,  $2  billion  for 
1984,  and  $1.65  billion  for  1985  in  the  recession  relief 
contingency  fund  for  a health  insurance  plan  for  the 
unemployed.  The  money  could  only  be  spent  if  Congress 
goes  ahead  and  authorizes  a new  program. 

* * * * 

Internists  Thaw  to  President’s  Freeze 

Internists,  who  along  with  general  practitioners  see 
more  Medicare  patients  than  do  any  other  physicians, 
say  they  are  willing  to  go  along  with  a Reagan  Ad- 
ministration proposal  for  a one-year  freeze  in  Medicare’s 
allowable  charge  limits  on  physicians. 

Acknowledging  that  its  position  is  at  odds  with  that  of 
other  medical  organizations,  the  American  Society  of  In- 
ternal Medicine  told  the  Senate  Finance  Committee 
recently  that  “in  view  of  the  current  economic  climate, 
the  need  to  reduce  federal  budget  expenditures,  and  the 
importance  of  fairly  and  equitably  spreading  the  burden 
of  budget  costs,”  its  members  support  a “one-year  tem- 
porary freeze”  in  the  index  governing  increases  in  the 
charges  Medicare  allows. 

ASIM  President  Monte  Malach,  M.D.,  a private  prac- 
titioner in  Brooklyn,  N.Y.  said  internists  do  not, 
however,  support  a Senate  Budget  Committee  recom- 
mendation to  freeze  the  index  only  for  those  physicians 
that  do  not  accept  assignment  of  all  Medicare  claims. 
ASIM  also  continues  to  favor  an  eventual  repeal  of  the 
fee  index. 

The  ASIM  testimony  contrasts  sharply  with  a state- 
ment the  American  Medical  Association  submitted 
earlier  this  spring  to  the  Finance  Committee’s  Health 
Subcommittee. 

“We  believe  it  is  unfair  to  freeze  the  costs  of  one  sec- 
tor of  the  economy  while  not  asking  attorneys,  architects 
and  other  professionals  to  accept  a similar  freeze  and 
while  allowing  prices  paid  other  suppliers  to  rise,”  the 
statement  said.  Furthermore,  the  freeze  “could  be  a fur- 
ther disincentive  to  acceptance  of  Medicare 
assignments”  and  could  lead  to  increased  costs  to 
beneficiaries. 

The  National  Council  of  Senior  Citizens  and  the 
American  Association  of  Retired  Persons  have  also 
testified  against  the  freeze  on  Medicare  fee  levels. 
AARP  and  NCSC  representatives  told  the  Finance  Com- 
mittee that  the  freeze  would  merely  shift  costs  from  the 
government  to  beneficiaries. 

* * * * 
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AHA  Looks  Anew  at  Health  Planning 

American  Hospital  Association  delegates  will  be  ask- 
ed when  they  meet  in  August  to  take  a new  look  at  their 
position  on  health  planning  measures. 

Since  1981,  the  AHA  has  been  calling  for  repeal  of 
federal  health  planning  laws  and  the  institution  of  volun- 
tary local  planning.  Late  in  May,  however,  the  AHA 
Board  recommended  revisions  in  that  position  to  gain 
hospitals  a seat  at  the  bargaining  table  as  the  future  of 
health  planning  is  discussed  in  Congress.  According  to 
an  AHA  staff  member,  the  new  position  is  a “pragmatic” 
recognition  of  political  realities.  Recognizing  that  the 
chances  of  repeal  are  poor,  the  association  would  argue 
instead  for  changes  to  streamline  the  planning  law. 

The  recommendation,  which  now  goes  to  AHA’s 
Regional  Advisory  Boards  and  then  to  the  AHA  House 
of  Delegates,  calls  for  a federal  health  planning  role 
“limited  to  making  grants  directly  to  local  com- 
munitywide planning  organizations.”  It  says  “there 
should  be  no  additional  federal  requirements  related  to 
functions,  governance  and  staffing”  of  the  organizations 
and  that  their  participation  in  certificate-of-need  (CON) 
reviews  should  be  determined  by  the  states.  CON 
thresholds  for  review  of  capital  expenditures  should  be 
set  at  $5  million,  it  adds. 

Meanwhile,  efforts  to  amend  and  renew  the  health 
planning  program  are  continuing  as  a group  of  interested 
organizations  attempt  to  design  a compromise  measure 
than  can  garner  support  in  the  Senate. 

The  House  of  Representatives  passed  two  planning 
measures  last  year  and  its  Commerce  Committee  has 
cleared  a bill  sponsored  by  Rep.  Henry  Waxman  that 
would  extend  the  program  until  October  1,  1986. 

Action  was  stymied  in  the  Senate  last  year,  however, 
when  the  Labor  and  Human  Resources  Committee  failed 
to  ever  agree  on  a bill  to  take  the  floor. 

The  new  compromise  attempt  is  focused  on  gaining 
the  endorsement  of  Sen.  Orrin  Hatch  (R-UT),  who 
chairs  the  Labor  panel.  It  reportedly  is  loosely  based  on 
legislation  the  House  approved  last  September  and  that 
Illinois  Republican  Edward  Madigan  had  offered  in  the 
Commerce  panel. 

That  bill  relaxed  certificate-of-need  requirements  in 
the  current  law  more  than  Waxman’s  measure  does  and 
continued  the  program  for  only  two  years.  Some  of 
those  involved  in  the  compromise  attempt  say  they 
believe  that  if  the  right  changes  are  made,  the  Reagan 
Administration  might  curb  its  opposition  to  renewal  of 
authority  for  health  planning. 

* * * * 

Dioxin  Position  Defended  Before  Congress 

The  American  Medical  Association  reaffirmed  its 
resolution  to  institute  a public  information  campaign  and 
update  its  1981  report  on  dioxin  in  a June  hearing  of  a 


House  Science  and  Technology  Subcommittee. 

However,  the  AMA  backed  off  of  the  extreme  language 
used  in  clauses  that  precede  the  resolution  on  dioxin.  The 
clauses  that  describe  “hysterical  malreporting”  and  “a  witch 
hunt”  of  dioxin  do  not  constitute  official  AMA  policy, 
AMA  representative  John  R.  Blejan,  M.D.,  told  the  sub- 
committee. Beljan,  head  of  the  panel  that  compiled  the 
AMA’s  1981  dioxin  report,  said  he  was  concerned  that 
“there  is  a broad  misunderstanding  of  the  position  of  the 
AMA.” 

There  is  still  not  enough  evidence  to  prove  long-term 
health  effects  of  dioxin  on  humans,  other  than  chloracne, 
Beljan  said.  Yet,  the  AMA  does  not  "pooh-pooh”  dioxin, 
and  believes  there  is  “a  potential  health  problem,”  he 
explained. 

New  literature  on  dioxin  will  be  reviewed  in  August  by 
the  AMA  Council  on  Scientific  Affairs.  These  findings  will 
be  presented  to  the  AMA  Board  of  Trustees  meeting  in 
October,  with  consideration  by  the  House  of  Delegates  at 
its  meeting  in  December. 

* * * * 

Alpha  Fetoprotein  Screening  Kits  Approved 

The  Food  and  Drug  Administration  announced  plans  to 
approve  kits  that  screen  for  spina  bifida,  renewing  the  old 
controversy  with  ethical,  emotional,  and  economic 
implications. 

The  alpha  fetoprotein  screening  kit  is  expected  to  become 
available  once  its  labeling  and  patient  information  brochure 
is  also  approved.  The  FDA  will  require  that  manufacturers 
submit  quarterly  reports  of  post-approval  experience,  and 
develop  patient  and  physician  information  packages.  In  ad- 
dition, the  FDA  will  begin  an  education  program  for  physi- 
cians and  patients. 

But  these  modest  requirements  are  a far  cry  from  the 
FDA’s  1980  position,  when  it  planned  to  restrict  the 
availability  of  the  test  to  certain  physicians,  require  that 
manufacturers  monitor  use  of  the  materials,  and  make 
available  specially  trained  counselors  that  could  explain  to 
.women  the  implications  of  test  results. 

Risk  of  spina  bifida  cannot  be  pinpointed  to  a small,  high- 
risk  population;  unlike  other  screening  programs,  the  alpha 
fetaprotein  screening  kits  are  designed  for  use  in  every 
pregnant  woman.  The  test  is  expensive,  the  total  package 
may  cost  more  than  $400  and  must  be  performed  within 
a limited  number  of  weeks.  Moreover,  some  persons 
believe  that  widespread  testing  for  birth  defects  is  the 
morally  wrong  thing  to  do,  a few  babies  with  spina  bifida 
have  only  minor  physical  handicaps  and  normal 
intelligence. 

Opinions  are  divided  within  the  medical  community.  The 
American  Medical  Association  and  the  American  Academy 
of  Family  Physicians  opposed  strict  regulations,  while  the 
American  College  of  Obstetricians  and  Gynecologists  and 
the  American  Academy  of  Pediatrics  had  supported  them. 
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Human  Rabies— Michigan 

CENTERS  FOR  DISEASE  CONTROL 


The  first  case  of  human  rabies  acquired  in  the  United 
States  since  May  1981  occurred  recently  in  Michigan.  The 
patient,  a 5-year-old  female,  possibly  bitten  by  a bat  in 
late  August  1982,  died  on  March  9,  1983,  32  days  after 
onset  of  symptoms. 

The  child  developed  right-arm  pain  and  fever  after  a 
fall.  On  February  7,  an  acute  sprain  of  the  right  arm  was 
diagnosed.  By  February  1 1,  she  had  malaise,  anorexia, 
sore  throat,  left-heel  pain,  and  right-arm  weakness.  She 
appeared  ill  but  was  alert  and  cooperative  after  hospitaliza- 
tion, and  had  point  tenderness  at  her  right  wrist,  elbow, 
shoulder,  and  left  heel.  The  white  blood  cell  (WBC)  count 
was  12,800,  and  a bone  scan  of  the  right  wrist  showed 
evidence  of  osteomyelitis.  Over  the  next  48  hours,  she 
became  irritable,  with  temperatures  to  39.3  C (103.9  F), 
progressive  right-arm  weakness,  urinary  incontinence, 
and  difficulty  swallowing  saliva  and  water. 

On  February  13,  she  became  lethargic  and  hyperten- 
sive, and  was  transferred  to  another  hospital.  Rabies  was 
considered,  but  no  clear  history  of  animal  exposure  could 
be  obtained.  Cerebrospinal  fluid  (CSF)  revealed  10  WBC 
and  negative  bacterial  cultures.  CAT  and  brain  scans  were 
normal;  an  EEG  was  diffusely  abnormal  without  focal 
findings.  The  next  day,  she  became  obtunded  and 
developed  progressive  respiratory  distress  requiring 
mechanical  ventilation.  The  presumptive  diagnosis  was 
post-infectious  encephalopathy,  and  treatment  with  high- 
dose  steroids  was  initiated.  By  February  17,  she  was 
comatose. 

On  February  23,  the  family  remembered  a possible  bat 
bite  in  late  August  1982. 

Sera  collected  on  February  23,  18  days  after  the  onset 
of  symptoms,  showed  low  titers  of  rabies  antibody  by 
rapid  fluorescent  focus  inhibition  test  (RFFIT)  and  by  lm- 
munoadherence  hemagglutination  (1AHA)  at  the  Michigan 
Department  of  Public  Health  (MDPH).  Antibody  was  not 
present  in  the  CSF.  Since  skin  biopsy  and  mouse  inocula- 
tion were  negative,  the  serum  results  were  not  considered 
sufficient  to  confirm  the  diagnosis  of  rabies.  Sera  and  CSF 
collected  around  February  28,  showed  no  titer  rise,  but 
on  March  4,  the  serum  and  CSF  showed  rises  to  1 :25  and 
1:17,  respectively,  by  RFFIT.  A presumptive  diagnosis 
of  rabies  was  made.  On  March  9,  the  patient  had  a car- 
diac arrest  and  died.  The  MDPH  identified  rabies  virus 
from  the  brain  by  direct  FA.  Of  254  persons  at  the  two 
hospitals  who  had  contact  with  potentially  infectious  secre- 
tions from  the  patient,  54  received  post-exposure  prophyl- 
axis. 

Morbidity  and  Mortality  Weekly  Report,  April  1 and  8,  1983.  Vol. 
32,  Nos.  12  and  13. 


Reported  by  FW  Moler,  MD,  Community  Health  Center  of  Branch 
County,  BC  Johnson,  MD,  Branch-Hillsdale-St.  Joseph  District  Health 
Dept,  Coldwater,  E Daniel,  MD,  J Gilsdorf,  MD,  TC  Shope,  MD,  Mott 
Children's-University  of  Michigan  Hospitals,  Ann  Arbor,  D Budzko,  PhD, 
GH Burgoyne , PhD,  BS Berlin,  MD,  GR  Anderson,  DVM,  B Wentworth, 
PhD,  D Coohon,  DVM,  KR  Wilcox,  MD,  State  Epidemiologist , Michigan 
State  Dept  of  Public  Health;  Div  of  Field  Svcs,  Epidemiology  Program 
Office,  Div  of  Viral  Diseases,  Center  for  Infectious  Diseases,  CDC 

Editorial  Note:  This  is  the  first  case  of  human  rabies 
reported  in  Michigan  since  1948.  Despite  its  rarity,  rabies 
should  be  considered  in  any  undiagnosed  neurologic 
disease.  No  source  of  exposure  has  been  identified  in  ap- 
proximately 40%  of  human  cases  in  the  United  States  in 
the  past  10  years. 

Without  treatment,  rabies  antibody  titers  typically  rise 
to  levels  of  1:10,000-1:60,000.  Concurrent  steroid 
therapy  has  been  shown  to  prevent  antibody  formation  in 
rabies  vaccine  recipients,  1 and  like  interferon,  appears 
to  have  little  effect  on  clinical  illness. 

The  IAHA  test,  recently  developed  at  MDPH, : was 
used  here  as  a rapid  diagnostic  aid.  Results  can  be  ob- 
tained in  approximately  4 hours.  This  test  currently  has 
had  limited  field  evaluation,  and  further  assessment  of  its 
value  in  rabies  diagnosis  is  needed. 
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Update:  Influenza  Activity  — United  States 

Influenza  virus  isolates  reported  to  CDC  this  season 
now  total  1 ,249,  including  1,116  type  A(H3N2)  isolates, 
96  type  A(H1N1),  and  37  type  B. 

Influenza  morbidity  reports  collected  weekly  from  each 
state  continue  to  suggest  a gradual  decline  in  activity.  For 
the  week  ending  April  2,  1983,  six  states  (Kentucky, 
Missouri,  Nebraska,  North  Dakota,  Pennsylvania,  and 
Tennessee),  reported  regional  activity,  and  no  states 
reported  widespread  activity.  For  the  same  week,  an  ex- 
cess in  the  ratio  of  pneumonia  and  influenza  (P&I)  deaths 
to  total  deaths  was  reported  from  121  cities  for  the  twelfth 
consecutive  week.  The  observed  ratio  was  5.0,  and  the 
expected  ratio  was  4.0. 

Reported  by  Respective  state  epidemiologists  and  laboratory  direc- 
tors; Div  of  Surveillance  and  Epidemiologic  Studies,  Epidemiology  Pro- 
gram Office,  Statistical  Svcs  Activity,  WHO  Collaborating  Center  for 
Influenza,  Influenza  Br,  Div  of  Viral  Diseases,  Center  for  Infectious 
Diseases,  CDC. 
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Physician/Hospital  Memo 


AMERICAN  MEDICAL  ASSOCIATION 


Medicare’s  Set  Payment  Plan 

Payment  on  basis  of  diagnosis,  part  of  social  security’s 
new  medicare  package,  places  a limit  on  hospital  costs 
throughout  the  nation.  Medicare  no  longer  operates  on 
a cost  reimbursement  plan,  but  rather  on  set  payments 
based  on  467  different  diagnosis  related  groups  (DRGs). 

The  widely  publicized  legislation  is  intended  to  en- 
courage hospitals  to  become  cost  efficient.  Under  the  plan, 
if  a hospital  can  treat  a patient  for  less  than  the  DRG  pay- 
ment, it  can  keep  the  surplus.  A hospital  that  exceeds  the 
$3,500  per  patient  limitation  will  have  to  absorb  the  loss. 
Some  of  those  costs  will  be  defrayed  by  shortening  the 
length  of  patient  stay  and  by  limiting  the  number  of  an- 
cillary services  ordered  for  the  patient. 

On  the  other  hand,  because  of  the  DRG  rate  setting, 
the  new  plan  enhances  the  prospect  of  hospitals  channel- 
ing certain  aspects  of  patient  care  back  to  doctors’  offices. 
This  would  shift  services  out  of  the  hospital  so  patient 
treatment  could  be  covered  by  medicare  part  B instead 
of  part  A.  Not  only  would  treatment  be  shifted  to  physi- 
cians’ offices,  but  an  expected  emergence  of  ambulatory 
groups,  such  as  surgicenters,  emergicenters,  and 
urocenters,  would  enable  physicians  to  collect  payment 
under  part  B. 

Some  clinics,  for  example,  have  shifted  a significant 
number  of  patients  from  inpatient  to  ambulatory  status. 
As  an  alternative  to  hospital  admission,  selected  clinic  pa- 
tients stay  at  hotels  while  being  treated  as  outpatients.  This 
practice  enabled  the  clinic  to  decrease  charges  for' 
medicare  parts  A and  B by  10  percent,  but  allowed  them 
to  collect  50  percent  more  on  part  B. 

The  new  DRG  program  will  have  a four-year  phasing- 
in  period  slated  to  begin  with  each  hospital’s  fiscal  year 
commencing  on  or  after  October  1 , 1983.  During  the  first 
year,  25  percent  of  each  hospital’s  medicare  payment 
would  be  computed  on  the  DRG  basis  and  75  percent  on 
the  basis  of  the  hospital’s  costs.  Each  year,  the  DRG  por- 
tion would  be  increased  by  25  percent  until,  by  the  fourth 
year,  the  entire  medicare  payment  would  be  based  on 
DRGs.  Regional  costs  will  be  considered. 

Joseph  F.  Boyle,  M.D.,  chairman  of  the  board  of 
trustees  of  the  American  Medical  Association,  outlined 
numerous  concerns  about  the  Reagan  administration’s  plan 


in  recent  congressional  testimony.  Here  are  some  of  those 

concerns: 

• “The  proposal  fails  to  specify  the  methodology  for  the 
establishment  of  the  national  uniform  rate.  What  is  to 
assure  that  this  rate  will  be  adequate?  Will  this  rate 
be  arbitrarily  established  based  on  a predetermined  cost 
savings  figure? 

• “The  proposal,  unlike  the  New  Jersey  DRG  program, 
fails  to  recognize  legitimate  variances  in  different  in- 
stitutions. This  could  result  in  situations  where  in- 
dividual hospitals  will  have  to  operate  at  the  lowest 
common  denominator. 

• “The  proposal’s  use  of  DRGs  as  the  case-mix  adjuster 
fails  to  recognize  variations  in  the  intensity  of  illness 
and  the  impact  of  complications  within  each  DRG  and 
the  variations  in  services  needed  to  address  those  cases. 
While  the  proposal  recognizes  “outlier”  (those  outside 
the  system)  cases,  it  does  not  contain  any  explanation 
of  the  methodology  for  determining  outlier  cases,  and 
it  does  not  discuss  the  level  of  reimbursement  for  such 
cases. 

• “The  proposal  would  provide  windfall  reimbursement 
levels  to  some  hospitals  by  providing  them  with  pay- 
ment above  the  costs  of  providing  services  while  caus- 
ing substantial  disruption  of  services  in  those  hospitals 
whose  actual  costs  are  above  the  national  average. 

• “To  operate  a prospective  pricing  system  most  efficient- 
ly, hospitals  will  require  a sophisticated  reporting  and 
accounting  system.  Will  small  hospitals  be  at  a disad- 
vantage? Will  start-up  money  be  authorized  to  develop 
techniques  needed  to  manage  the  system? 

• “Since  the  proposal  does  not  cover  hospital  outpatient 
services,  will  hospitals  attempt  to  ‘unbundle’  services 
by  having  services  performed  through  their  outpatient 
departments?  Would  hospitals  have  an  incentive  to  bill 
separately  for  services  previously  performed  on  an  in- 
patient basis  and  considered  part  of  the  normal  course 
of  treatment  if  those  services  are  furnished  in  an  out- 
patient setting  prior  to  admission? 

• “The  proposal  is  planned  for  implementation  without 
thorough  testing  and  evaluation.” 

While  the  AMA  supports  the  concept  of  establishing 
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a prospective  pricing  system,  the  association  contends  that 
calculating  hospital  services  based  on  a DRG  case-mix 
formula  would  be  difficult.  The  AMA  believes  the  pro- 
gram should  be  established  on  a pilot  basis. 

One  fact  remains  — physicians  control  the  length  of  stay 
and  the  use  of  ancillary  services  in  hospitals.  Some 
observers  say,  however,  that  doctors  and  hospitals  will 
have  to  organize  more  closely  than  ever  before  to  make 
the  new  DRG  system  workable. 


DRG  Rates 

Payment  methodology,  under  the  new  medicare  patient- 
care  costs,  places  each  hospital  admission  into  one  of  467 
categories.  Labeled  diagnostic  related  groups  (DRGs), 
these  categories  classify  each  hospital  admission  by 
primary  and  secondary  diagnosis  and/or  criiical-care 
degree.  Those  with  somewhat  similar  treatment  or 
diagnosis-related  illnesses  will,  theoretically,  use  similar 
amounts  of  a hospital’s  resources;  thus,  DRG  categories 
are  the  proposed  flat  rates  per  patient  paid  to  hospitals 
by  medicare. 

The  DRG  actual  rates  will  be  set  later  this  year  by  the 
Health  Care  Financing  Administration  (HCFA).  Congress 
instructed  HCFA  to  determine  the  DRG  rates  using 
historical  data,  taking  into  consideration  inflation,  ur- 
ban/rural regions,  and  local  labor  costs.  DRG  rates  will 
be  updated  annually,  including  one  percent  increase  for 
new  technology,  and  will  be  published  no  later  than  June 
1 of  each  year  and  will  become  effective  no  later  than 
September  1 of  that  year.  The  467  DRG  categories  will 
be  reexamined  every  four  years. 

One  concern  for  physicians,  when  evaluating  quality 
assurances  is  the  atypical  patient  with  extended  length  of 
stay  (identified  as  outliers).  Congress  instructed  the 
Department  of  Health  and  Human  Services  to  make  ad- 
ditional payments  for  outlier  patients  amounting  to  not  less 
than  five  percent  and  not  more  than  six  percent  of  total 
DRG-related  payments.  In  addition,  identification  of  an 
outlier  occurs  either  when  the  length  of  stay  exceeds  the 
mean  length  of  stay  or  by  a standard  deviation  method, 
whichever  is  less. 


Feedback:  Medical  Staff  Legal  Counsel 

A recent  FEEDBACK  questionnaire  polled  1,401  chiefs 
of  staff  asking  what  type  of  legal  counsel  they  retained. 
We  received  223  responses.  While  17  percent  (38)  of  the 
medical  staffs  retained  outside  legal  counsel  for  all  legal 
advice,  26  percent  (57)  retained  outside  legal  counsel  but 
also  used  hospital  counsel  for  routine  matters.  The  greatest 
percentage  of  respondents,  55  percent  (123),  reported  they 
depended  solely  on  hospital  counsel  for  legal  advice. 

Five  of  the  samplings  fell  into  an  “other”  category.  Legal 
counsel  ranged  from  the  State’s  attorney’s  office  in  state 
owned  institutions  to  campus  counsel  in  university-owned 


hospitals,  where  both  the  hospital  and  medical  staff  relied 
upon  their  facilitators.  One  respondent  revealed  that  the 
medical  staff  retained  no  legal  counsel;  and  yet  another 
replied,  “I’m  not  sure  if  there  is  any.”  On  the  positive  side, 
six  medical  staffs  indicated  they  had  legal  counsel 
available  but  never  had  to  use  it. 

Many  comments  (30)  indicated  cost  and  availability  to 
be  the  main  advantage  when  depending  solely  on  hospital 
counsel  for  legal  advice.  Some  of  the  comments  uphold 
this  position: 

“We  depend  on  the  hospital  legal  counsel  as  a readily 
available  source  for  minor  or  questionable  pro- 
blems, and  this  hopefully  is  preventative.” 

“It  decreases  cost  and  establishes  a rapport  with  the 
hospital.” 

“Cheaper  — medical  staffs  interests  usually  reflect 
or  parallel  hospital’s  interests.” 

One  respondent,  however,  admonished,  “Hospital 
counsel  is  no  good,”  while  another  said,  “We  don’t  get 
enough  legal  guidance  when  we  need  it.” 


Update  on  Child  Passenger  Safety 

The  American  Medical  Association’s  Medical  Student 
Section  (MSS)  passed  a resolution  “to  urge  hospitals  to 
assure  that  parents  are  aware  of  the  desirability  of  car  seats 
and  seat  belts  for  children  and  provide  guidance  on  selec- 
tion of  an  appropriate  device.” 

According  to  the  National  Safety  Council  (NSC),  the 
highest  infant  death  rate  resulting  from  motor  vehicle  ac- 
cidents occurs  in  the  first  year  of  life,  especially  the  first 
six  months.  Furthermore,  NSC  states  that  during  1981, 
the  death  rate  due  to  motor  vehicle  accidents  of  children 
under  five  years  was  720  while  2,900  injuries  were 
sustained. 

Currently  (April,  1983),  31  states  and  the  District  of 
Columbia  have  child  passenger  safety  laws,  five  bills  are 
on  governors’  desks,  and  almost  all  other  states  have  in- 
troduced legislation  to  either  pass  new  regulations  or 
tighten-up  existing  laws.  To  learn  the  status  of  legisla- 
tion in  your  state,  contact  the  local  chapter  of  the 
American  Academy  of  Pediatrics  (AAP).  The  AAP  cen- 
tral office  also  has  a toll-free  number:  (800)  323-0797. 

The  AMA  House  of  Delegates,  during  its  June  1981 
meeting  adopted  a child  passenger  safety  resolution  stating 
“that  the  AMA  endorse  and  support  the  efforts  of  the 
American  Academy  of  Pediatrics,  through  its  ‘First 
Ride  — Safe  Ride’  program,  to  motivate  and  assist  physi- 
cians and  health  care  professionals  and  hospitals  to  in- 
form parents  of  the  importance  of  protecting  children  in 
motor  vehicles  with  appropriate  restraining  systems.” 
Every  hospital  with  an  obstetrical  and/or  pediatrics  ser- 
vice should  be  aware  and  advance  AAP’s  “First  Ride  — 
Safe  Ride”  campaign.  In  addition,  AAP  has  prepared  a 
list  of  suitable  car  seats. 
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Again,  MSS  urges  each  medical  student,  resident,  prac- 
ticing physician,  and  hospital  to  educate  parents  about 
child  passenger  safety. 


AMA  Board  Approves  Commissioners’ 
JCAH  Principles 

On  April  8,  the  AMA  Board  of  Trustees  approved  new 
principles  for  incorporation  into  the  medical  staff  chapter 
of  the  JCAH  Accreditation  Manual  for  Hospitals  (AMH). 
The  principles  were  drawn  up  by  the  Committee  of  AMA 
Commissioners  to  the  JCAH  at  a special  meeting  held 
March  22.  The  principles  would  — 

• Replace  the  term  “organized  staff”  with  the  term 
“medical  staff”  throughout  the  AMH; 

• Continue  the  deletion  of  references  to  dentists, 
podiatrists,  oral  surgeons,  and  other  limited  licensed 
practitioners  in  the  medical  staff  chapter; 

• Ensure  access  for  limited  licensed  practitioners; 

• Require  that  fully  licensed  physicians  constitute  a ma- 
jority membership  on  the  medical  staff  executive  com- 
mittees of  acute-care  general  hospitals; 

• Provide  for  exceptions  to  this  requirement  in  other 
types  of  hospitals;  and 

• Through  appropriate  language  relating  to  admissions 
and  the  responsibility  for  the  medical  care  of  patients, 
ensure  that  all  hospitalized  patients  receive  the  same 
standard  of  care. 

The  Committee  of  AMA  Commissioners  also  requested 
that  no  recommendation  on  the  specific  language  in  Draft 
4 of  the  medical  staff  chapter  be  forwarded  to  the  JCAH 
Board  of  Commissioners  at  this  time.  Instead,  new 
language,  that  adheres  to  similar  principles  would  be 
drafted  by  a staff  committee  that  includes  attorneys  from 
the  JCAH  parent  organizations  and  would  be  submitted 
to  the  Standards  and  Survey  Procedures  Committee. 


Medical  Staff  Assembly 

The  rapid  changes  affecting  the  practice  of  medicine 
within  hospitals  has  sparked  the  creation  of  the  new  AMA 
Hospital  Medical  Staff  Section.  This  section  will  not  on- 
ly provide  a forum  for  critical  examination  of  the 
challenges  that  confront  medicine  but  also  will  enable 
medical  staff  physicians  to  work  together,  pooling  their 
experience  and  knowledge,  to  overcome  the  obstacles  that 
interfere  with  medical  practice  within  hospitals. 

This  new  section  will  be  composed  of  physicians,  one 
from  each  hospital,  that  are  selected  by  their  medical 
staffs.  The  assembly  of  medical  staff  representatives  will, 
in  turn,  elect  a delegate  and  an  alternate  delegate  to  repre- 
sent the  section  on  the  floor  of  the  AMA  House  of 
Delegates. 

The  first  meeting  of  the  AMA  Hospital  Medical  Staff 
Section  was  held  on  June  17-20,  1983,  in  Chicago.  For 
information  on  how  your  medical  staff  can  be  represented 


at  this  meeting,  contact  Charles  E.  McClinton,  Ph.D., 
Director,  AMA  Department  of  Hospital  Medical  Staff 
Services,  (312)  751-6476. 


Pathologists  Challenge  Medicare  Regulations 

In  a dramatic  effort  contesting  new  federal  regulations, 
the  College  of  American  Pathologists  (CAP)  proposes  to 
file  suit  against  medicare’s  reimbursement  plan  for 
hospital-based  physicians. 

According  to  new  medicare  regulations,  compensation 
for  hospital-based  pathologists  must  be  obtained  from  the 
hospital  after  May  31 , when  section  108  of  the  Tax  Equity 
and  Fiscal  Responsibility  Act  (TEFRA)  of  1982  becomes 
effective.  The  ruling  states  that  reimbursement  for  clinical 
pathology  services,  primarily,  will  be  obtained  from 
hospitals,  including  those  pathologists  who  direct 
laboratories  and  encompassing  virtually  all  clinical 
pathology  activities.  Previously,  clinical  pathologists  could 
bill  medicare  directly  for  reimbursement.  On  the  other 
hand,  anatomic  pathology  services  may  continue  to  be  bill- 
ed to  medicare  and  patients  directly.  Anatomical  services 
include  autopsy,  defined  consultation,  test  devices, 
radioisotopes,  and  other  materials  personally  administered 
to  an  individual  patient. 

But,  pathologists  want  their  day  in  court.  The  CAP 
challenges  the  federal  ruling  and  at  press  time  intends  to 
file  suit  during  or  immediately  after  the  CAP/American 
Society  of  Clinical  Pathologists’  joint  spring  meeting, 
April  9-14,  in  Chicago. 

Publication  of  the  new  TEFRA  regulations  constitutes 
one  of  several  sweeping  changes  in  the  medicare  payment 
mechanisms,  including  the  prospective  hospital-based 
physician  payment  plan  passed  by  Congress  last  month 
along  with  the  1983  amendments  to  the  Social  Security 
Act.  The  CAP  anticipates  that  the  final  TEFRA  rules  may 
encourage  severe  restructuring  of  contractural  ar- 
rangements between  hospitals  and  pathologists. 

In  addition,  the  medicaid  program  of  each  state  likely 
will  consider  the  same  reimbursement  concepts  now 
published  for  medicare  patients.  The  CAP  also  predicts 
that  some  private  insurers  can  be  expected  to  emulate  the 
reimbursement  methods  adopted  by  medicare. 


Feedback:  Corporate  Restructuring 

A recent  FEEDBACK  questionnaire  polled  1 ,402  chiefs 
of  staff  asking,  “Has  your  hospital  undergone  corporate 
restructuring  within  the  last  five  years?”  We  received  198 
responses.  While  32  percent  (64)  of  the  respondents 
reported  that  their  hospitals  had  undergone  corporate 
restructuring,  68  percent  (134)  reported  that  their  hospitals 
had  not  done  so.  Four  respondents,  however,  replied  that 
their  hospitals  were  planning  corporate  restructuring 
within  the  next  year.  In  addition,  14  chiefs  of  staff  in- 
dicated their  hospitals’  governing  boards  are  discussing  it. 
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EDITORIALS 

Do  Not  Resuscitate  Decisions:  A Policy 

To  resuscitate  or  not  to  resuscitate:  that  is  a question. 
However,  in  the  practical  world  of  patient  care  it  almost 
never  is  or  should  be  the  question.  Cardiopulmonary 
resuscitation  is  not  unique  among  therapeutic  maneuvers 
and  decisions  to  employ  or  withhold  it  are  not  as  peculiar 
as  they  are  commonly  portrayed.  In  fact,  such  decisions 
are  much  more  like  than  unlike  other  more  familiar 
medical  decisions.  As  with  all  therapeutic  maneuvers, 
cardiopulmonary  resuscitation  should  be  employed  for 
any  particular  patient,  if,  and  only  if,  it  is  likely  to  ad- 
vance the  goals  of  management  for  that  particular 
patient. 

What,  then,  is  the  question?  In  planning  the  manage- 
ment of  a patient  who  is  or  who  appears  to  be  terminally 
ill,  the  most  important  question  usually  is:  What  are  the 
overall  goals  of  management  for  this  patient?  Once  that 
question  is  answered,  and  not  before,  other  questions 
about  whether  to  use  or  withhold  specific  therapeutic 
modalities  become  meaningful.  One  cannot  decide 
whether  to  use  cardiopulmonary  resuscitation, 
penicillin,  or  morphine  unless  one  can  assess  the 
likelihood  that  such  use  will  advance  the  overall  goals  of 
management. 

This  perspective  is  reflected  in  the  committee  report 
on  policy  for  do  not  resuscitate  decisions  which  appears 
on  pages  477-483  of  this  issue  of  Connecticut  Medicine. 
The  report  is  designed  to  assure  that  the  “right”  questions 
are  asked,  that  they  are  asked  at  the  “right”  time,  that  the 
“right”  people  are  involved  in  answering  them,  and  that 
their  answers  are  communicated  clearly  and  unam- 
biguously to  those  who  need  to  know  them.  In  pursuing 
these  goals,  the  committee  sought  to  illuminate  and 
eliminate  barriers  to  communication  among  those  who 
should  participate  in  decision  making  regarding  the 
management  of  patients. 

Editorials  are  expressions  of  personal  opinion  and  do  not  necessarily 
reflect  the  policies  of  CSMS. 


What  are  the  overall  goals  of  management  for  this  pa- 
tient? They  may  be  (A)  to  produce  a cure  or  a remission, 
(B)  to  maintain  biological  function,  or  (C)  to  maximize 
comfort;  these  goals  form  the  basis  for  what  are  referred 
to  in  the  report  as  management  Classes  A,  B,  and  C 
respectively.  In  the  routine  practice  of  medicine,  the  ob- 
jectives of  Class  A are  generally  assumed  to  be  para- 
mount. That  is,  it  is  agreed  between  doctor  and  patient 
that  the  goal  of  cure  or  remission  takes  priority  even  if 
the  pursuit  of  this  goal  entails  transient  (one  hopes) 
discomforts  and  detriments  to  biological  function.  Such 
agreements  most  commonly  remain  tacit,  explicated 
only  occasionally  when  it  seems  necessary  or  desirable 
to  do  so. 

However,  when  resuscitation  has  become  an  issue,  the 
context  is  usually  one  in  which  curative  therapies  (see 
Section  III,  Definitions)  are  unavailable  or  unacceptable 
to  the  patient,  and  previously  tacit  understandings 
regarding  goals  and  priorities  evaporate.  When  sheer 
biological  survival  and  physical  comfort  supplant  the 
unavailable  goal  of  cure  or  remission,  a clear  definition 
of  priorities  becomes  crucial  because  interventions 
designed  to  further  each  of  these  goals  frequently  in- 
terfere with  or  undermine  the  attainment  of  the  other. 
Moreover,  patients  differ  widely  in  their  beliefs  as  to 
which  goal  should  take  priority  and  to  what  extent.  In 
such  circumstances,  the  report  specifies  that  the  respon- 
sible physician  should  identify  (not  create  or  choose,  but 
identify  or  discover)  the  objectives  or  goals  of 
management. 

The  appropriateness  of  any  proposed  therapeutic 
maneuver  is  defined  by  its  ability  to  advance  the  identi- 
fied management  objectives.  This  obviates  the  need  for 
labeling  therapies  as  “extraordinary,”  “heroic,”  or  “ag- 
gressive.” The  committee  discouraged  the  use  of  these 
and  similar  terms  on  grounds  that  they  introduce  confu- 
sion: they  lack  univocity  in  that  they  frequently  carry 
either  unintended  and  undesired  connotations  or  emo- 
tionally charged  symbolic  meanings.  In  retrospect,  the 
committee’s  aims  might  have  been  well-served  by  equal 
pains  to  purge  the  report  of  another  concept  imbued  with 
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amorphous  and  ambiguous  meanings,  that  of  “terminal 
illness.”  Once  someone  has  raised  the  issue  of 
substituting  comfort  or  maintenance  of  biological  func- 
tion for  cure  or  remission  as  the  overall  goal  of  manage- 
ment, the  need  for  explication  of  goals  and  priorities  ex- 
ists without  regard  to  the  patient’s  proximity  to  death. 
Hence  the  committee’s  recommendation  that  discussions 
regarding  management  choices  begin  early  in  the  course 
of  a patient’s  illness,  perhaps  long  before  a patient  might 
be  recognized  as  “terminally  ill.” 

The  deathbed  image  conjured  by  the  language  of  “ter- 
minal illness”  may  have  contributed  to  the  report’s  asser- 
tion that  Class  B (maintenance  of  biological  function) 
should,  in  general,  be  considered  a temporary  classifica- 
tion. In  context,  the  sense  of  “temporary”  that  the  com- 
mittee intended  was  “transient”  or  “of  short  duration.” 
Yet,  many  basic  disease  processes  which  are  not 
medically  reversible  kill  quite  slowly,  perhaps  over 
several  years  (e.g.,  chronic  renal  failure,  emphysema). 
Patients  with  these  diseases,  therefore,  might  well  be 
managed  in  accord  with  the  aims  of  Class  B for  many 
years.  The  inevitability  of  death  might  eventually  dictate 
consideration  of  management  according  to  the  aims  of 
Class  C,  but  this  would  hardly  stamp  the  original 
classification  as  having  been  “temporary.” 

Management  of  a patient  according  to  the  precepts  of 
Class  B presupposes  that  prolonged  survival  will  yield 
something  of  value  to  the  patient- something  of  suffi- 
cient value  to  justify  the  discomfort  imposed  during  and 
by  attempts  to  grasp  it.  The  communicating  patient  can 
balance  these  values  and  disvalues  against  each  other. 
By  revealing  the  results  of  the  weighing,  these  patients 
suggest  the  goals  of  management. 

However,  some  patients  are  unable  to  appreciate  or 
weigh  competing  values,  or  unable  adequately  to  com- 
municate their  evaluations  (e.g.,  critically  ill  or  severely 
obtunded  or  demented  patients  who  are  not  expected  to 
recover);  in  such  circumstances,  the  physician’s  for- 
mulation of  the  patient’s  clinical  reality  intuitively  ex- 
tends to  encompass  judgments  which  would  otherwise 
reside  exclusively  in  the  domain  of  the  communicating 
patient  — i.e.  Judgments  that  the  patient  experiences  pain 
or  discomfort  and  judgments  that  the  previously  justified 
support  of  biological  function  has  become  the  useless 
prolongation  of  dying.  Assuming  that  appropriate  com- 
munications among  all  relevant  members  of  the  health 
care  team  establish  consensus  with  the  physician’s  for- 
mulation, the  report  recommends  that  the  physician  seek 
“authorization”  to  shift  management  objectives  to  those 
of  Class  C.  That  is,  the  physician  approaches  the  pa- 
tient’s family  not  with  lists  of  available  interventions  and 
their  consequences , but  with  a statement  of  the  realities 
of  the  medical  situation  and  an  estimate  of  what 
medicine  can  and  cannot  achieve.  For  example:  “We 
believe  that  your  grandfather  is  now  in  the  process  of  dy- 


ing, and  there  is  nothing  we  can  do  to  prevent  his  even- 
tual death.  He  may  be  in  some  pain  or  discomfort  and 
we  recommend  treating  him  so  as  to  keep  him  comfort- 
able as  he  dies.  We  also  recommend  avoiding  any  in- 
terventions or  “treatments”  which  might  prolong  his  dy- 
ing and  possibly  increase  his  discomfort.  We  would  like 
you  to  agree  with  us  that  we  should  make  his  comfort 
our  top  priority  and  design  our  medical  care  plans  ac- 
cordingly.” The  language  of  “authorization”  reflects  the 
committee’s  belief  that  in  such  situations  it  is  often  ex- 
tremely difficult  and,  further,  unnecessary  and 
undesirable,  to  engage  in  negotiations  which  might  at- 
tain to  a formally  valid  “informed  consent.”  In  situations 
of  conflict  or  confusion,  (for  example,  where  consensus 
among  family  members  is  difficult  or  lacking),  a more 
legalistic  approach  may  be  unavoidable. 

To  insure  appropriate  communications  among 
members  of  the  health  care  team  and  to  underscore  the 
important  roles  played  by  nurses,  social  workers, 
medical  students,  and  other  non-physicians,  the  report 
recommends  that  the  responsible  physician  signal  the  in- 
tention to  discuss  a patient’s  management  classification 
by  including  a note  to  that  effect  in  the  patient’s  chart. 
Anyone  with  important  information  to  contribute  can  be 
present  at  a specified  time  and  place  or  speak  directly 
with  the  patient’s  responsible  physician  or  house  officer. 
The  committee  thereby  consciously  rejected  the  option 
of  developing  a standing  “ethics  committee”  or 
“resuscitation  committee”  such  as  is  mandated  in  New 
Jersey  under  the  Quinlan  decision;  instead,  it  viewed  the 
“ad  hoc  committee”  available  in  the  health  care  team 
already  involved  in  the  patient’s  care  as  the  most  easily 
mobilized  and  most  expert  committee  available. 

As  members  of  the  committee  that  drafted  this  policy, 
we  began  with  certain  beliefs  about  what  we  could  or 
should  attempt  to  accomplish.  We  believe  that  policy 
should  simplify  but  not  by  providing  simplistic  solutions 
to  difficult  problems.  Good  policy  cannot  be  and  should 
not  attempt  to  be  an  algorithm  for  behavior  within  its  in- 
stitution. Rather,  it  should  provide  guidance  for  reflec- 
tive professionals;  it  should  furnish  a framework  or  con- 
text within  which  they  can  address  difficult  questions. 
When  necessary,  and  it  usually  is,  policy  should  enhance 
precision  in  terminology,  improve  definition  of  roles, 
and  clarify  the  goals  of  its  institution;  through  these 
devices  it  should  facilitate  the  asking  of  the  right  difficult 
questions. 

Robert  J.  Levine,  M.D. 

Professor  of  Medicine  and  Lecturer  in  Pharmacology , 

Yale  University  School  of  Medicine  ancj 

Kathleen  A.  Nolan,  M.D. 

Pediatrics  Resident, 

University  of  California  at  San  Francisco 
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The  President’s  Page 

AMA  Membership 

The  38th  Annual  Meeting  of  the  AMA  House  of  Delegates 
was  held  on  June  19th-23rd,  1983.  To  those  who  have  never 
attended  the  meetings,  the  organization  and  planning  of  a 
formidable  calendar  of  events  including  an  address  by  the 
President  of  the  United  States  was  a tremendous  accomplish- 
ment. These  meetings  convene  twice  a year  and  are  the  only 
forums  at  which  all  issues  are  deliberated  at  a national  level. 
The  mere  fact  that  over  150  resolutions  covering  a broad 
range  of  concerns  from  seat  belt  safety  regulations  to  JCAH 
regulations  of  hospital  medical  staffs  is  a tremendous  feat 
in  itself. 

Each  resolution  was  deliberated  and  discussed  before  a reference  committee,  in  an  open 
forum  to  which  any  physician  may  participate.  One  need  not  be  a delegate  to  voice  an 
opinion  on  a resolution.  Each  of  the  150  resolutions  was  carefully  considered.  Subsequently, 
the  committee  presented  the  issues  and  final  recommendations  in  printed  form  to  the  House 
of  Delegates  where  further  debate  ensued  until  final  voting  took  place. 

No  organization  can  boast  of  a more  democratic  process  in  executing  the  wishes  of  its 
membership,  open  to  all  practicing  physicians.  There  are,  unfortunately,  some  of  us  who 
believe  that  any  participation  in  this  political  process  is  antithetical  to  the  practice  of 
medicine.  When  some  of  our  colleagues  are  asked  to  join  the  AMA,  a common  reply  is, 
“I  am  too  busy  caring  for  patients  to  be  bothered."  At  best,  a specious  argument.  In  1983, 
the  legislation  both  on  a state  and  national  level  affected  the  delivery  of  health  care  and 
affected  our  professional  fives  more  than  we  may  wish  or  even  care  to  believe.  Unless 
we  all  make  it  our  business  to  participate  in  this  process,  those  who  claim  to  be  too  busy 
may  one  day  find  that  there  are  no  more  patients  to  be  busy  with. 

Apathetic  participation  in  the  AMA  meetings  and  decision  making  is  not  the  only  counter- 
productive attitude  that  seems  prevalent.  Among  many  of  our  colleagues,  accusations  that 
the  AMA  is  simply  not  representing  the  voice  of  our  country’s  practicing  physicians  are 
common.  Rather  than  create  a self  fulfilling  prophecy,  if  in  fact  the  philosophy  expressed 
by  the  AMA  is  not  in  keeping  with  yours,  then  it  is  your  responsibility  to  change  it  by 
first  speaking  up  at  the  national  delegate  meetings.  Second,  you  can  effect  a change  by 
influencing  the  election  of  your  state  delegates  to  AMA.  To  withdraw  from  the  scene 
because  of  disagreement  with  the  policy  is  a cop  out. 

Our  survival  as  a profession  in  the  terms  with  which  we  are  familiar  requires  a closing 
of  ranks  and  a determination  to  speak  with  one  voice.  If  we  are  to  be  effective  in  influenc- 
ing the  legislation  that  affects  our  practice  of  medicine,  it  behooves  us  all  to  join  the  one 
organization  that  speaks  for  all  of  our  colleagues  and  affords  us  all  the  opportunity  of 
determining  what  our  posture  should  be.  There  are  presently  more  than  2,000  physicians 
in  the  state  of  Connecticut  who  are  not  members  of  the  AMA.  Never  before  was  it  more 
timely  and  essential  that  we  all  join.  For  your  sake,  the  sake  of  your  profession,  as  well 
as  for  the  sake  of  delivering  quality  medical  care  to  the  people  of  our  nation,  let  your 
voice  be  heard,  let  our  national  organization  stand  for  all  of  us.  Join  and  participate  in 
the  AMA. 

Daniel  W.  Doctor,  M.D. 

President 
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If  you  could  examine  professional  liability  insurance 
the  way  you  examine  your  patients . . . 

the  choice  would  be  clear. 


Professional  liability  insurance  programs  are  not  created  equal.  When  you  choose  a 
program  to  protect  your  practice,  you  want  to  be  sure  you’re  getting  the  very  best  coverage 
available-  and  that’s  exactly  what  you  get  with  your  County  Association/CSMS-sponsored 
Physicians  Protection  Program  from  CNA  Insurance. 

For  example,  claims  handling  is  one  important  feature  which  makes  this  association- 
sponsored  program  the  clear  choice.  As  an  insured  member  of  the  program,  any 
professional  liability  claim  brought  against  you  is  fully  evaluated  by  a county-based  Claim 
Review  Committee.  Comprised  of  physicians  like  yourself,  and  including  any  needed 
specialists  in  the  particular  medical  field  concerning  the  claim,  this  committee  will  provide 
expert  appraisal  of  medical  facts.  In  no  case  will  CNA  ever  settle  a claim  without  your 
prior  consent. 

Find  out  more  reasons  why  the  Physicians  Protection  Program  from  CNA  is  the  clear 
choice  of  your  County  Association  and  the  CSMS.  You’ll  find  it's  the  clear  choice  for  you, 
too!  Contact  your  local  CNA  agent  or  program  administrator  today. 

Program  Administrator: 

Joseph  Flynn 

AAW  Physician  Plans,  Inc. 

225  Spring  Street 
Wethersfield,  Connecticut  06109 
(230)563-8111 

Your  assoc iation/society-sponsored  CNA  Physicians  Protection  Program  is  underwritten  by 
Continental  Casualty  Company,  one  of  the  CNA  Insurance  Companies. 


OVA 
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Reflections  from  the  Dean’s  Office 

Onward  and  Upward? 

ROBERT  U.  MASSEY,  M.D. 


In  my  last  "Reflections”  I told  of  a discussion  between 
some  faculty  members  and  medical  students  around  the 
idea  of  progress;  their  interest  and  mine  has  led  me  back 
to  the  edge  of  what  appears  to  be  a very  large  body  of 
literature  on  the  subject. 

I have  a hunch  that,  while  the  amount  which  has  been 
written  about  progress  in  all  ages  is  considerable,  there 
are  only  a few  repeating  themes.  There  is,  to  begin  with, 
ambiguity  in  the  idea  of  progress,  which  for  some  im- 
plies a purposeful  movement  toward  a generally  ac- 
cepted goal  (the  German  work  Fortschritt  seems  to  fit); 
for  others  it  suggests  an  inherent  quality  in  a civilization 
which  drives  it  forward  toward  some  golden  age.  Pro- 
gress of  any  kind  may  be  seen  to  be  limited  to  one  group 
of  people  or  to  one  area  of  the  world;  in  fact,  most 
writers  about  progress  have  Western  civilization  in 
mind.  Progress  may  be  moral,  artistic,  or  intellectual, 
but  more  often  it  has  to  do  with  the  increase  of  scientific 
knowledge,  more  especially  technology.  The  World's 
Fair  in  Chicago  50  years  ago  celebrated  a "Century  of 
Progress.” 

There  is  often  a sense  of  destiny  or  fatefulness  in  the 
idea;  Nicholas  Greene,  in  writing  about  the  history  of 
anesthesia.  1 says  that  it  had  to  be  discovered  in  the  first 
half  of  the  19th  century,  and  that  the  chemical  agents 
were  almost  certain  to  be  nitrous  oxide  and  ether.  Fur- 
ther, the  discovery  could  have  occurred  only  in  Europe 
or  America,  and  the  originator  had  to  be  a dentist. 

The  humanitarian  movement  of  the  late  18th  and  early 
19th  century  brought  a heightened  concern  for  pain  as 
the  archetype  of  human  suffering.  Although  most  people 
might  get  through  life  without  having  to  endure  the 
surgeon’s  knife,  few  could  escape  the  pain  of  the  dentist’s 
forceps.  Dental  surgery  might  be  refused  without  threat 
to  life;  for  the  women  with  an  ovarian  tumor  or  the 
farmer  with  a crushed  leg,  death  was  the  only  alternative 
to  surgery.  The  surgeon  could  endure  inflicting  pain 
because  he  knew  he  might  save  a life;  the  dentist  in- 
flicted pain  daily  and  hoped  he  could  save  his  fingers. 

Priestley’s  discovery  of  nitrous  oxide  in  the  late  18th 
century  was  a necessary  antecedent  to  experimentation 
with  anesthetic  gases;  thereafter  everything  that  could  be 
inhaled  was  tried,  including  an  old  compound,  sulfuric 
ether. 


ROBERT  U.  MASSEY,  M.D.,  Professor  and  Dean,  School  of 
Medicine,  University  of  Connecticut  Health  Center,  Farmington. 


No  one  would  deny  that  the  invention  of  anesthesia 
represented  progress;  but  clearly  it  did  not  result  from 
an  orderly  planned  advance  toward  a defined  goal.  The 
humanitarian  movement  might  have  been  an  instance  of 
moral  progress;  and  Priestley’s  chemistry,  an  avocation 
for  him,  was  part  of  a general  growth  in  the  natural 
sciences  in  the  18th  century. 

Another  theme,  perhaps  having  to  do  with  the 
aristocratic  deprecation  of  manual  work,  has  been  that 
technological  progress  is  accompanied  by  spiritual  and 
moral  regress.  "The  dark  Satanic  Mills”2  has  been  a 
recurring  figure  in  literature  and  philosophy.  Many  in- 
tellectuals during  the  past  century  have  either  deplored 
progress,  or  have  denied  its  existence.  The  fruits  of 
technological  progress  are  said  to  be  intellectual 
mediocrity,  declining  artistic  sentiment,  loss  of  in- 
dividualism, environmental  ruin,  tyranny,  and  global 
conflict  with  final  destruction  of  the  species.  Coupled 
with  the  conviction  that  technology  and  science  together 
now  advance  in  uncontrolled  directions  at  exponential 
speeds,  the  doomsayers  may  at  last  have  a proposition 
which  seems  convincing. 

The  answers  provided  by  the  defenders  of  progress 
are  not  entirely  satisfactory.  One  group  says  that  we 
have  lost  our  nerve  and  have  only  to  recover  our  faith 
in  the  essential  values  of  Western  civilization  and  the 
Judeo-Christian  tradition.  Another  suggests  that  our 
technologies  will  become  progressively  simpler, 
cheaper,  and  more  effective  until  finally  no  further 
development  will  be  necessary:  all  of  our  material  needs 
will  have  been  met.  A third  group  expresses  faith  in 
altruism,  intelligence,  and  the  benign  nature  of  the 
universe,  best  expressed  by  the  mystic.  Lady  Julian  of 
Norwich:  “But  all  shall  be  well  and  all  shall  be  well,  and 
all  manner  of  thing  shall  be  well.”  One  of  the  students 
suggested  that  we  might  get  bored  with  technological 
progress  and  turn  to  something  less  risky,  like  cathedral 
building. 

The  historian  expressed  his  opinion  that  we  should 
soon  know  whether  the  golden  agers  or  the  doomsayers 
have  been  right;  change  is  now  so  rapid  that  the  answer 
cannot  be  long  in  coming. 

REFERENCES 

1.  Greene  NM:  A consideration  of  factors  in  the  discovery  of 
anesthesia  and  their  effects  on  its  development.  Anesthesiology 
35:5,  November  1971. 

2.  Blake  W:  Jerusalem. 
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PEDIATRICIAN  NEEDED 


CARE  FOR  YOUR 
COUNTRY. 

As  an  Army  Reserve  physician,  you  can  serve 
your  country  and  community  with  just  a small  invest- 
ment of  your  time.  You  will  broaden  your  professional 
experience  by  working  on  r- 
mteresting  medical  projects 
in  your  community  Army 
Reserve  service  is  flexible,  so  it 
won  t interfere  with  your  practice 
You'll  work  and  consult  with  top 
physicians  dunng  monthly  Reserve 
meenngs  You  11  also  attend  funded 
continuing  medical  education  pro- 
grams You  will  all  share  the  bond  of  1 
being  civic-minded  physicians  who  are  also  commis- 
sioned officers  One  important  benefit  of  being  an  officer 
is  the  non-contnbutory  retirement  annuity  you  will  get 
when  you  retire  from  the  Army  Reserve  To  find  out 
more,  simply  call  the  number  below 

ARMY  RESERVE. 
BEAU  YOU  CAN 

CALL  COLLECT 

(203)  525-2616 

or  return  coupon  to: 


AMEDD  Personnel  Procurement 

FOB,  Suite  532 

450  Main  Street 

Hartford,  CT  06103 

Name:  


Specialty: 


Address: 


Business  Phone: 


Home  Phone: 


Best  Time  to  Call: 
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ARMY  RESERVE. 

CARE  POR  YOUR  COUNTRY. 


An  opportunity  exists  in  Western  Con- 
necticut for  a pediatrician  with  special  train- 
ing or  interest  in  adolescent  medicine  and 
behavioral  and  development  pediatrics.  A 
busy  solo  physician  needs  someone  to 
assist  in  his  two-office  practice.  This  pre- 
sents a unique  opportunity  for  someone 
willing  to  work  hard  to  develop  into  a part- 
nership arrangement.  Good  starting  salary 
and  benefits. 

For  more  information,  call  or  send  cur- 
ricula vitae  to: 

DOROTHY  R.  SWEENEY,  PRESIDENT 
HEALTH  CARE  PERSONNEL  CONSULTING 
403  GSB  Building,  One  Belmont  Avenue 
Bala  Cynwyd,  Pa.  19004 
215-667-8630 

NO  FEE  TO  HIRED  PHYSICIAN 


SPECIAL  NOTICES 


SEX,  DRUGS,  ROCK-N-ROLL: 
UNDERSTANDING  COMMON  TEENAGE 
BEHAVIOR 

Yale  University  School  of  Medicine 
Wednesday,  September  14,  1983 
8:00  a.m.  Registration 
Mary  S.  Harkness  Auditorium 

Accreditation:  6 hrs.  Category  I AMA,  American 
Academy  of  Pediatrics,  American  Academy  of  Family 
Physicians.  0.7  CEU’s  by  Connecticut  Nurses’  Associa- 
tion and  American  Nurses  Association. 

A continuing  education  program  for  physicians, 
nurses,  social  workers,  psychologists  and  school  health 
personnel. 

For  further  information  contact: 

Office  of  Graduate  and  Continuing  Education 

Yale  University  School  of  Medicine 

333  Cedar  Street 

New  Haven,  CT  06510 

(203)  785-4578 
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FROM  THE  EXECUTIVE  DIRECTOR’S  OFFICE 


160  St.  Ronan  Street,  New  Haven,  Conn.  065 1 1 Telephone  865-0587 

Timothy  B.  Norbeck.  Executive  Director 
Josephine  P l indquist.  Associate  Executive  Director 


Francis  G.  Sweeney 
Assistant  Executive  Director 
Public  A ffairs 


Robert  J.  Brunei! 
Assistant  Executive  Director 
Scientific  A cavities 


Richard  .1  Fiorentino 
Coordinator 
Special  Services 


Council  Meeting 
Wednesday,  July  6,  1983 
Organizational  Meeting 

The  organizational  meeting  of  the  Council  for  1983-84 
was  called  to  order  by  the  President,  Daniel  W.  Doctor. 
Following  some  opening  remarks  and  the  introduction  of 
Council  members,  elections  of  a Chairman  and  Vice- 
Chairman  of  the  Council  for  1983-84  were  held.  Those 
elected:  Chairman-Guy  W.  Van  Syckle,  M.D.,  Dan- 
bury; Vice-Chairman  — Mehdi  S.  Eslami,  M.D., 
Waterbury. 

Reports  from  Physicians  Serving  on 
State  and  Federal  Agencies 

Dr.  Hess  reported  that  the  Health  Systems  Agency  of 
South  Central  Connecticut,  in  Woodbridge,  is  in  the  pro- 
cess of  electing  its  board  of  directors  and  recently  held 
its  annual  meeting  as  the  other  three  HSA’s  in  the  state 
also  have  done. 

Mr.  Fiorentino  briefly  summarized  his  report  drawing 
particular  attention  to  the  “Health  Planning  Amendments 
of  1983”  and  Certificate-of-Need  (CON)  proposals  in 
Washington.  According  to  Mr.  Fiorentino  CON 
thresholds  for  capital  expenditures  would  be  raised  to 
$1,000,000  from  $600,000,  for  institutional  health  ser- 
vices to  $500,000  from  $250,000  and  for  major  medical 
equipment  to  $500,000  from  $400,000. 

Dr.  Canzonetti  summarized  the  activities  of  the  Business 
Coalition  in  Hartford  that  is  operating  in  concert  with  the 
North  Central  Connecticut  Health  Systems  Agency  under 
the  direction  of  Ralph  Pollack,  Executive  Director.  He 
warned  that  this  coalition  is  actively  seeking  a state  waiver 
for  the  prospective  payment  system,  due  to  go  into  effect 
October  1,  1983,  utilizing  the  Diagnostic  Related  Groups 
(DRG’s)  method.  The  state  waiver  would  be  for  all  pa- 
tients with  payments  not  to  exceed  the  limits  set  by  the 
Tax  Equity  and  Fiscal  Responsibility  Act  (TEFRA).  This 
Business  Coalition  will  probably  approach  the  Society 
sometime  in  the  near  future  for  input  but  that  we  should 
be  aware  of  the  inherent  problems  that  accompany  such 
an  offer.  Dr.  Canzonetti  also  noted  that  Dr.  Robert  Mullen 
would  be  attending  the  September  Council  meeting  to  brief 
members  on  DRG’s. 

Dr.  Eslami  reported  on  the  CON  bill  passed  in  the 
General  Assembly  noting  that  two  aspects  of  that  enact- 


ment have  been  overlooked  by  many  people  and  they  are: 
batching  of  applications  of  new  equipment  and  capital 
improvements  by  regions.  He  detailed  the  process  that  the 
Commission  on  Hospitals  and  Health  Care  (CHHC)  will 
utilize  in  the  upcoming  year  and  Mr.  Fiorentino  provided 
members  with  the  specific  timetable  of  “Proposed  Batch- 
ing of  CON  Applications  by  Type  of  Provider  and  HSA 
Region.” 

Dr.  Van  Syckle  asked  members  if  they  knew  of  any 
Preferred  Provider  Organizations  (PPOs)  in  existence  in 
the  State.  Dr.  Canzonetti  noted  that  he  had  heard  of  one 
such  hospital  that  had  a contract  with  a Health  Main- 
tenance Organization  (HMO)  for  a discounted  rate  for 
admissions. 

Report  of  the  President 

Dr.  Doctor  commented  on  the  CSMS  legislative  pro- 
gram and  computerization  of  CSMS  operations.  Mr.  Marc 
Newman,  Account  Manager  for  GTE  Telenet  Com- 
munications explained  the  Telenet  System  and  mentioned 
the  options  available  to  the  Society.  One  option  was  for 
the  Society  to  secure  a computer  terminal  and  hook  up 
to  the  AMA/Net  Information  Bases  and  the  other  option 
was  to  become  a distributor.  Responsibilities  of  a 
distributor  would  include  subscription  sales,  training,  bil- 
ling, and  ongoing  user  support.  Distributors  would  be  en- 
titled to  a percentage  of  the  income  derived  from  the  pro- 
gram. The  Council  was  informed  that  another  agency  was 
already  interested  in  being  a distributor  for  the  Network; 
however,  CSMS  was  being  given  the  first  option  but  a 
more  or  less  immediate  decision  had  to  be  reached  on  the 
subject.  The  Chairman  informed  Mr.  Newman  that  such 
a decision  would  require  considerably  more  time  and  that 
involvement  in  distributorship  as  outlined  would  have  to 
be  carefully  analyzed.  Following  discussion,  the  follow- 
ing actions  were  taken: 

a.  VOTED  that  the  Chairman  of  the  Council  and  the 
President  of  the  Society  be  authorized  to  appoint  a com- 
mittee of  the  Council  of  persons  knowledgeable  in  the 
computer  field  to  study  various  computerization 
possibilities  and  report  back  to  the  September  meeting 
of  the  Council. 

b.  VOTED  to  inform  Mr.  Marc  Newman  that  we  are  pur- 
suing a study  of  the  Telenet  Medical  Information 
Program. 

It  was  VOTED  to  refer  Report  D from  the  AMA  Coun- 
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cil  on  Medical  Service  on  the  subject  of  Payment  for 
Physicians’  Services  (discussion  of  UCR  versus  indem- 
nity) to  the  CSMS  Committee  on  Third  Party  Payments 
for  study  and  a report  to  the  AMA  Council  on  Medical 
Service  before  August  31,  1983,  and  a subsequent  report 
to  the  Council  at  its  meeting  on  September  15.  It  was  also 
agreed  that  Mr.  Norbeck  would  send  out  copies  of  Report 
D and  Report  A (on  DRG’s)  of  the  AMA  Council  on 
Medical  Service  to  members  of  the  Council  for  informa- 
tion. Also  the  report  on  DRG’s  (if  available)  prepared  by 
John  Lynch  of  CHA  would  be  included. 

It  was  mentioned  that  Robert  McAfee,  a Maine  physi- 
cian and  a former  chairman  of  the  New  England  Delega- 
tion, was  planning  to  run  for  the  AMA  Board  of  Trustees 
at  the  next  AMA  Annual  Convention  in  June,  1984.  His 
campaign  will  be  discussed  at  the  next  meeting  of  the 
Council  on  September  15. 

Report  of  the  Task  Force  to  Develop  a 
Connecticut  Peer  Review  Organization 
Drs.  Canzonetti  and  Whalen  reported  as  follows: 

a.  The  Connecticut  Hospital  Association  has  formally 
joined  in  support  of  CPRO  activities. 

b.  Dr.  William  Whalen  has  replaced  Dr.  Andrew  Can- 
zonetti as  Chairman  of  the  Task  Force. 

c.  The  CPRO  Board  selection  process  should  be  com- 
pleted by  July  21,  1983. 

d.  The  Articles  of  Incorporation  and  Bylaws  have  been 
drawn  up  by  legal  counsel  and  CPRO  will  be  looking 
for  an  executive  director  and  a medical  director. 

e.  The  Bylaws  regarding  a quorum  were  revised  to  in- 
clude 9 physicians  out  of  17  board  members  (Out  of 
31  total)  present  and  four  physicians  out  of  six  on  the 
Executive  Committees.  All  committees  involved  with 
quality  review  have  only  physicians  on  them. 
Following  the  discussion  of  the  report  by  the  Council, 

during  which  the  “9-17”  majority  rule  necessary  to  have 
a quorum  of  the  Board  was  questioned,  the  following  ac- 
tion was  taken: 

It  was  VOTED  to  request  the  Task  Force  to  revise  the 
proposed  bylaws  in  keeping  with  the  House  of  Delegates 
request  re  proportionate  physician  representation  of 
members  voting.  The  suggestion  was  made  that  it  be  19 
physicians  out  of  31  members  voting. 

It  was  VOTED  to  recommend  the  following  five  names 
to  the  Task  Force  from  which  three  names  will  be  selected 
to  serve  on  the  CPRO  Board:  Drs.  Andrew  J.  Canzonet- 
ti, New  Britain;  William  A.  Whalen,  Jr.,  Willimantic; 
Daniel  W.  Doctor,  Westport;  Evan  J.  Whalley,  Wolcott; 
Joseph  A.  Camilleri,  New  Haven. 

It  was  further  VOTED  to  have  the  CSMS  President  send 
a letter  of  thanks  to  the  Hartford  County  Health  Care  Plan 
and  PSRO  II  of  New  Haven  for  their  efforts  in  this 
endeavor. 

Health  Care  for  the  Unemployed 
Norman  Alisberg,  M.D.,  a new  member  of  the  Coun- 


cil and  a physician  who  spearheaded  the  development  of 
a health  care  program  for  the  unemployed  in  Hartford 
County,  discussed  the  letter  received  from  Thomas  J. 
Conklin,  M.D.,  on  the  subject.  During  the  discussion, 
Dr.  Alisberg  was  commended  for  his  efforts  and  those 
of  his  colleagues  in  Hartford  County. 

It  was  VOTED  to  endorse  the  development  of  a health 
care  program  for  the  unemployed. 


It  was  further  VOTED  that  CSMS  staff  in  conjunction 
with  the  CSMS  Auxiliary  coordinate  a volunteer  health 
care  program  for  the  unemployed  in  cooperation  with  the 
county  medical  associations  in  Connecticut. 

It  was  agreed  that  background  information  including  the 
AMA  Council  on  Medical  Service  Report  E be  forwarded 
to  the  county  associations. 


Guidelines  for  Entry  of  Non-Resuscitation  Order 
as  to  Competent  Terminally  111  Patients 

It  was  VOTED  to  receive  for  information  the  revision 
of  the  guidelines  as  submitted  by  legal  counsel. 

Formation  of  CSMS-Hospital  Medical  Staff  Section 
It  was  agreed  that  CSMS  staff  would  coordinate  the  for- 
mation of  the  Hospital  Medical  Staff  Section  as  author- 
ized by  the  CSMS  5/25/83.  It  was  suggested  that  the  Presi- 
dent of  the  Medical  Staff  should  be  the  contact  person. 

Date  for  1984  Annual  Meeting  of  House  of  Delegates 

It  was  VOTED  to  approve  of  the  dates  of  May  9 & 10, 
1984,  for  the  Annual  Meeting  to  be  held  at  the  Parkview 
Hilton  Hotel,  Hartford. 


Semi-Annual  Meeting  House  of  Delegates 
The  Council  was  informed  that  the  Semi-Annual 
meeting  date  of  November  17,  1983,  at  the  Ramada  Inn 
in  North  Haven  had  been  confirmed. 


Life  Members 

It  was  VOTED  to  receive  for  information  the  follow- 
ing list  of  Life  Members:  Morris  L.  Dunn,  M.D.,  300 
Main  Street,  New  Britain  (H)-l/l/83;  J.  Howard 
Johnston,  M.D.,  522  Wolcott  Hill  Road,  Wethersfield 
(H)- 1/ 1/83 ; Frederick  P.  Glike,  M.D.,  12  Linsley 
Avenue,  Meriden  (NH)-l/l/83;  George  F.  Greiner, 
M.D.,  Kent  School,  Kent  (L)- 1/1/83. 

Cumulative  Minutes  of  Committee  Meetings 

It  was  VOTED  to  receive  as  information  the  minutes 
of  the  following  committees:  Committee  on  the  Medical 
Aspects  of  Sports,  4/26/83;  Committee  to  Study  Perinatal 
Morbidity  & Mortality,  5/9/83;  Committee  on  Public 
Health,  5/12/83;  Cancer  Coordinating  Committee, 
6/22/83  and  Committee  on  Professional  Liability, 
6/27/83. 

In  the  minutes  of  the  Committee  to  Study  Perinatal  Mor- 
bidity & Mortality,  it  was  reported  that  a program  is 
underway  to  formalize  the  regionalization  of  perinatal  care 
in  Connecticut.  A task  force  has  been  formed  with 
representation  from  consumers,  providers  and  insurance 
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companies.  It  was  VOTED  to  write  a letter  to  the  spon- 
soring agencies,  Statewide  Health  Planning  & Develop- 
ment Agency  (SHPDA)  and  the  Statewide  Health  Coor- 
dinating Council  (SHCC)  nominating  William  E.  Hart, 

M. D.,  Chairman  of  CSMS  Committee  to  this  task  force 
and  it  was  further  VOTED  to  invite  Dr.  Hart  to  the  next 
Council  meeting  to  discuss  this  subject. 

Dates  of  Future  Council  Meetings 

The  next  two  Council  meetings  will  be  held  on  Thurs- 
day, September  15,  1983,  and  Wednesday,  October  26, 
1983. 

Miscellaneous 

Committee  on  Organ  and  Tissue  Transfers 

A report  was  received  from  the  committee  which  in 
essense  stated  that  due  to  the  AIDS  (Acquired  Immune 
Deficiency  Syndrome)  appearance  on  the  medical  scene, 
there  has  been  an  increase  in  the  requests  from  recipients 
that  they  be  transfused  only  with  blood  from  donors 
selected  by  them.  It  is  reported  that  the  number  of  cases 
of  AIDS  possibly  linked  to  transfusions  is  a weakly 
documented  15  out  of  10-15  million  individuals  transfus- 
ed in  the  same  period.  Potential  risk  is  now  even  less  since 
all  blood  centers  have  instituted  programs  to  restrict  dona- 
tions by  high  risk  groups.  Also  there  is  no  evidence  that 
patient-selected  donors  could  reduce  this  aleady  low  risk. 
The  subject  committee  strongly  reaffirms  its  support  of 
our  voluntary  blood  program  and  rejects  the  concept  of 
directed  donations. 

Following  discussion  it  was  VOTED  to  accept  in  prin- 
ciple the  committee’s  report  on  blood  transfusions  and  to 
endorse  the  efforts  of  the  committee. 

AMA  Ad  Hoc  Committee  on  Women  Physicians 
in  Organized  Medicine 

It  was  VOTED  to  sponsor  a leadership  skills  workshop 
in  New  Jersey  in  September,  1983,  along  with  14  other 
state  medical  societies.  There  is  no  financial  obligation 
to  CSMS. 

N. B. : The  foregoing  is  a summary  of  the  proceedings  and 

actions  of  the  Council  on  July  6,  1983.  Detailed 
minutes  of  the  meetings  are  on  file  at  160  St.  Ronan 
Street,  New  Haven,  for  perusal  by  any  interested 
member  of  the  Society. 


IN  MEMORIAM 


CURTIS,  WILLIAM  B.,  Columbia  College  of  Physi- 
cians & Surgeons,  1934.  Dr.  Curtis  was  a psychiatrist 
and  former  director  of  the  Clifford  W.  Beers  Guidance 
Clinic,  Inc.,  in  New  Haven  until  his  retirement  in  1967. 
Besides  maintaining  private  practice  in  New  Haven  for 
20  years,  he  served  as  chief  of  psychiatry  at  St. 
Raphael’s  Hospital;  consulting  psychiatrist  for  the 
Children’s  Center  and  Juvenile  Court,  Hamden;  and 
clinical  assistant  professor  of  psychiatry  at  the  Yale 
Medical  School.  He  was  also  a member  of  the  New 
Haven  County  Medical  Association,  the  Connecticut 
State  Medical  Society  and  the  American  Medical 
Association.  Dr.  Curtis  died  in  Florida  on  June  4,  1983 
at  the  age  of  74. 

DeWITT,  EDWARD  N.,  University  of  Pennsylvania, 
1917.  Dr.  DeWitt  was  a ophthalmologist  in  the  Fairfield 
area  since  1917  until  his  retirement  in  1965.  He  served 
in  the  U.S.  Army  Medical  Corp  in  World  War  I.  He  was 
chief  of  the  Department  of  Ophthalmology  at  Bridgeport 
Hospital  for  many  years.  He  was  a consulting 
ophthalmologist  at  St.  Vincent’s  Hospital  and  Fairfield 
Hills  Hospital,  Newtown  and  was  president  of  the 
Bridgeport  Hospital  Medical  staff  for  one  term.  He  was 
a member  of  the  Fairfield  County  Medical  Association, 
the  Connecticut  State  Medical  Society  and  the  American 
Medical  Association.  Dr.  DeWitt  died  July  2,  1983  at 
the  age  of  96. 

EVARTS,  JOSEPHINE,  Columbia  University,  1928. 
Dr.  Evarts  was  a general  practitioner  in  the  Litchfield 
area  since  1929,  and  was  known  throughout  northwest 
Connecticut  and  New  York  state’s  Harlem  Valley  as 
“Dr.  Jo.”  She  was  a member  of  the  New  York  Academy 
of  Medicine  and  member  and  a president  of  the  Litch- 
field County  Medical  Society.  She  was  also  a member  of 
the  Connecticut  State  Medical  Society  and  the  American 
Medical  Association.  Dr.  Evarts  died  April  7,  1983  at 
the  age  of  81. 

FRIEND,  AMOS  E.,  Queens  University,  1922.  Dr. 
Friend  was  a Otolaryngologist  in  the  Hartford  area  for 
more  than  50  years  before  his  retirement  in  1981.  He 
was  chief  of  the  Department  of  Ophthalmology  and 
Otorhinolaryngology  at  Manchester  Memorial  Hospital 
for  37  years,  and  was  also  a member  of  the  Hartford 
County  Medical  Association,  the  Connecticut  State 
Medical  Society  and  the  American  Medical  Association. 
Dr.  Friend  died  June  11,  1983  at  the  age  of  84. 

LEE,  JOHN  R.,  Queens  University,  1924.  Dr.  Lee  was 
a general  practitioner  in  the  New  Haven  area  for  36 
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years  before  retiring  in  1968.  He  was  a member  of  the 
New  Haven  County  Medical  Association,  the  Connect- 
icut State  Medical  Society  and  the  American  Medical 
Association.  Dr.  Lee  had  been  living  in  retirement  in 
Heritage  Village,  Southbury,  since  1968  and  died  July  3, 
1983  at  the  age  of  85. 

LENCI,  THOMAS  D.,  Columbia  University,  1949. 
Dr.  Lenci  was  a internist  in  the  Fairfield  area  since  1955 
and  was  the  associate  medical  director  at  General  Elec- 
tric. He  was  a lieutenant  in  the  U.S.  Navy  during  the 
Korean  War  and  received  the  Navy  Commendation  for 
medical  rescue  work,  and  was  also  an  Assistant  Clinical 
Professor  of  Medicine  at  Yale  University  Medical 
School  until  1972.  He  was  a member  of  the  Fairfield 
County  Medical  Association,  the  Connecticut  State 
Medical  Society  and  the  American  Medical  Association. 
Dr.  Lenci  died  July  2,  1983  at  the  age  of  57. 

LEVREAULT,  GERALD  V.,  Tufts  University  School 
of  Medicine,  1942.  Dr.  Levreault  practiced  industrial 
medicine  in  the  Hartford  area  since  1953.  He  was  a 
member  of  the  Hartford  County  Medical  Association, 
the  Connecticut  State  Medical  Society  and  the  American 
Medical  Association.  Dr.  Levreault  died  April  20,  1983 
at  the  age  of  66. 

MILLS,  CLIFFORD  W.,  Cornell  Medical  School, 
1938.  Dr.  Mills  was  a Obstetrician/Gynecologist  in  the 
Fairfield  area  since  1945  and  was  director  of  health  for 
the  Westport-Weston  Health  District  since  its  inception 
in  1972.  He  served  as  a flight  surgeon  in  the  Army  Air 
Corps  between  1941  and  1945,  and  was  discharged  at 
the  rank  of  major.  He  was  a member  of  the  Fairfield 
County  Medical  Association,  the  Connecticut  State 
Medical  Society  and  the  American  Medical  Association. 
Dr.  Mills  died  May  27,  1983  at  the  age  of  70. 

O’LOONEY,  JOHN  J.,  Jefferson  Medical  College, 
1945.  Dr.  O’Looney  was  a general  surgeon  in  the  Fair- 
field  area  since  1945  and  served  in  the  U.S.  Army 
Medical  Corps  from  1953  to  1955.  He  was  a member  of 
the  Fairfield  County  Medical  Association  and  the  Con- 
necticut State  Medical  Society.  Dr.  O’Looney  died  April 
19,  1983  at  the  age  of  63. 

PEPPER,  D.  SERGEANT,  University  of  Penn- 
sylvania, 1932.  Dr.  Pepper  practiced  insurance 
medicine  in  the  Hartford  area  since  1952.  He  was  a 
fellow  of  the  American  College  of  Physicians  and  was 
a member  of  the  Hartford  County  Medical  Association, 
the  Connecticut  State  Medical  Society  and  the  American 
Medical  Association.  Dr.  Pepper  died  March  19,  1983 
in  Gladwyne,  PA,  at  the  age  of  75. 

PULLEN,  RICHARD  W.,  Yale  Medical  School, 
1921.  Dr.  Pullen  was  a urologist  in  the  Hartford  area 


since  1926  until  his  retirement  in  1968.  He  was  a 
member  of  the  American  Board  of  Urology  and  a 
member  of  the  Hartford  County  Medical  Association 
and  the  Connecticut  State  Medical  Society,  and  served 
in  the  U.S.  Army  from  1942  to  1958.  Dr.  Pullen  died 
in  West  Germany  in  1982  (date  unknown). 

RADOWIECKI,  M.  WALTER,  New  York  Medical 
College,  1943.  Dr.  Radowiecki  practiced  occupational 
medicine  in  the  New  Haven  area  since  1948  and  was  a 
member  of  the  staff  of  General  Practitioners  of  Medicine 
in  Hamden.  He  served  as  a Lt.  Senior  Grade  in  the  U.S. 
Navy  from  1944  to  1946  and  was  a member  of  the  New 
Haven  County  Medical  Association  and  the  Connecticut 
State  Medical  Society.  Dr.  Radowiecki  died  April  17, 
1983  at  the  age  of  65. 

ROSENBERG,  BERNARD  L.,  McGill  University, 
1943.  Dr.  Rosenberg  was  a dermatologist  in  the  Fair- 
field  area  since  1950.  He  served  in  the  Canadian  Army 
during  World  War  II  as  a medical  officer,  and  also 
served  on  the  staff  of  Stamford,  Waterbury  and  Danbury 
Hospitals.  Dr.  Rosenberg  was  a member  of  the  Fairfield 
County  Medical  Association,  the  Connecticut  State 
Medical  Society  and  the  American  Medical  Association. 
He  was  killed  May  7,  1983  when  the  car  he  was  driving 
collided  head-on  with  another  vehicle  on  Route  67  in 
Southbury.  Dr.  Rosenberg  was  64  years  old. 

SHAW,  LILLIAN  E.,  Women’s  Medical  College  of 
PA,  1922.  Dr.  Shaw  was  a internist  in  the  Fairfield  area 
since  1938.  For  many  years,  she  was  a member  of  the 
medical  staff  at  Greenwich  Hospital,  Greenwich,  retir- 
ing in  1967,  when  she  became  an  honorary  life-member 
of  the  hospital  staff.  She  was  also  a member  of  the  Fair- 
field  County  Medical  Association,  the  Connecticut  State 
Medical  Society  and  the  American  Medical  Association. 
Dr.  Shaw  died  May  21,  1983  at  the  age  of  90. 

SOLWAY,  REUBEN  I.,  Toronto  Medical  School, 
1940.  Dr.  Solway  was  a general  practitioner  in  the  Fair- 
field  area  since  1941,  and  was  a member  of  the  Fairfield 
County  Medical  Association  and  the  Connecticut  State 
Medical  Society.  Dr.  Solway  died  June  5,  1983  at  the 
age  of  67. 

SUCHMAN,  JAMES  F.,  Jefferson  Medical  College, 
1974.  Dr.  Suchman  was  a radiologist  in  the  Hartford 
area  since  1979.  He  served  his  residency  at  Hartford 
Hospital  and  practiced  radiology  in  Easton,  PA,  before 
joining  the  Bloomfield  Radiology  Clinic  in  1979.  Dr. 
Suchman  died  June  30,  1983  from  multiple  injuries  he 
received  when  his  plane  crashed  during  an  air  show  at 
Griswold  Airport.  He  was  37  years  old. 
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A summary  of  AMA,  medical  & health  news 


me  AMA  is  the  most  influential  organization  in  the 
nealth  policy  arena,  according  to  a two-year  study  by  the 
J.  of  Chicago  Sociology  Dept.  Ninety  percent  of  the 
eaders  in  135  health  care  organizations,  public  and 
private,  told  interviewers  that  the  AMA  was  especially 
nfluential  in  formulating  national  health  policy.  The  AMA 
anked  higher  than  the  U S.  Dept,  of  Health  and  Human 
Services  and  ahead  of  any  of  the  health-related  commit- 
ees  of  Congress.  The  American  Hospital  Assn,  ranked 
eighth,  followed  by  the  AFL-CIO  (13th),  Blue  Cross/Blue 
Shield  (14th),  Assn,  of  American  Medical  Colleges 
31st),  and  American  Public  Health  Assn,  and  National 
Academy  of  Sciences/Institute  of  Medicine  (tied  for 
Mth). 

(VMA  Executive  Vice  President  James  H.  Sam- 
mons, MD,  was  named  the  top  policymaker  in  health  by 
J.S.  News  and  World  Report.  The  news  magazine 
asked  prominent  individuals  to  list  the  persons  they 
considered  most  influential  in  their  field.  In  health  care, 
he  results  were  Dr.  Sammons,  first;  James  Wyngaar- 
jen,  MD.  director  of  the  National  Institutes  of  Health, 
second;  and  Edward  Brandt,  MD,  assistant  secretary  for 
lealth.  Dept,  of  Health  and  Human  Services,  third. 


100  years  of  JAMA  were  celebrated  at  a press  recep- 
ion  at  the  AMA  Washington  Office.  The  first  issue  of  the 
Journal  of  the  AMA  was  dated  July  14,  1883.  JAMA 
Editor  George  Lundberg,  MD,  was  master  of  cere- 
monies at  the  reception.  Three  former  editors  ad- 
Iressed  the  press:  William  R.  Barclay,  MD:  Robert  H. 
vloser,  MD;  and  Austin  Smith,  MD. 


Serialization  rights  to  all  five  AMA  consumer  books 
vere  purchased  by  the  Los  Angeles  Times  newspaper 
syndicate.  Some  1 ,500  newspapers  in  the  United  States 
and  Canada  that  subscribe  to  the  syndicate  will  have  the 
option  of  publishing  the  AMA  material.  Titles  covered  in 
he  arrangement  are  The  AMA  Handbook  of  First  Aid 
wd  Emergency  Care,  The  AMA  Book  of  HeartCare, 
rhe  AMA  Book  of  WomanCare,  The  AMA  Book  of 
SackCare,  and  The  AMA  Family  Medical  Guide. 


Testing  a model  for  economic  grand  rounds  is  the 
first  activity  of  the  AMA  Cost  Effectiveness  Evaluation 
Network.  The  AMA,  in  cooperation  with  the  American 
Hospital  Assn,  and  Federation  of  American  Hospitals, 
launched  the  network  in  83  hospitals  across  the  country. 
The  network's  experience  with  the  model  will  be  used  in 
developing  a package  that  will  be  available  toward  the 
end  of  the  year.  The  package  will  help  medical  staff  and 
hospital  administrators  explore  the  clinical  and  fiscal 
issues  associated  with  a patient’s  case  history. 

Public  financing  of  general  elections  for  the  U.S. 
Senate  was  opposed  by  the  AMA.  The  General  Election 
Reform  Act  (S  85)  would  establish  a public  matching 
fund  for  Senate  elections.  The  Clean  Campaign  Act 
(S  151)  goes  further  by  limiting  the  contributions  that  a 
political  action  committee  could  make  to  a Senate  can- 
didate. "The  AMA  opposes  the  discouragement  of  polit- 
ical action  committee  activity  contained  in  the  two  bills — 
particularly  S 151,"  the  AMA  said  in  a letter  to  the  Senate 
Committee  on  Rules  and  Administration.  "We  believe 
that  PACs  perform  a number  of  important  functions  in 
the  political  and  electoral  process  of  this  country." 

Congress  makes  life-or-death  decisions  when  it 
allocates  federal  dollars  for  health  care.  AMA  Board  of 
Trustees  Chairman  Joseph  told  the  AMA  Senate  Com- 
mittee on  Labor  and  Human  Resources.  Deciding 
where  to  cut  costs  is  as  much  a iife-or-death  decision  as 
any  that  a physician  may  face  in  his  or  her  practice,  the 
AMA  said,  adding:  "We  urge  caution  (in  reducing  health 
care  dollars)  so  that  changes  made  today  do  not  place  in 
jeopardy  the  continued  availability  of  quality  health  care 
for  future  generations." 

The  AMA  opposed  provisions  in  S 657.  the  "Improved 
Standards  for  Laboratory  Animals  Act."  The  provisions 
would  restrict  biomedical  research  by  increasing  the 
costs  and  recordkeeping  responsibilities  of  research 
facilities.  “We  believe  that  the  overwhelming  majority  of 
biomedical  researchers  are  ethical  and  compassionate 
people  who  provide  laboratory  animals  with  proper  care 
and  treatment  as  an  essential  element  in  reliable  and 
reproduceable  research,”  the  AMA  said. 
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PHYSICIAN  PLACEMENT  SERVICE 

The  Society  maintains  the  Physician  Placement  Service  as  a service  to  the  medical  profession  in  Connecticut. 
Opportunities  for  physicians  to  locate  in  Connecticut  will  be  published  as  space  permits  and  will  be  distributed 
to  physicians  making  inquiries  of  such  opportunities.  Information  should  be  sent  to  160  St.  Ronan  St.,  New 
Haven,  CT  06511  (203-865-0587). 

Physicians  wishing  to  establish  practice  in  Connecticut  are  invited  to  submit  a resume  to  be  kept  on  file  with 
the  Society.  An  announcement  of  a physician’s  availability  will  be  published  in  two  issues  of  Connecticut 
Medicine  as  space  permits. 


OPPORTUNITIES  FOR  PRACTICE 

(If  no  name  is  listed,  contact  the  Physician  Placement  Service  for  more 
details.) 

FAMILY  PRACTICE 

B/E,  B/C  practitioner  need  to  associate  with  residency-trained  board 
certified  Family  Practitioner  in  Connecticut  community  on  Long 
Island  Sound.  No  O.B.  Excellent  opportunity  in  established  expanding 
practice.  Please  respond  to:  E.  Reaney,  203  Montauk  Ave.,  New  Lon- 
don. CT  06320. 

Excellent  Family  Practice  opening  in  multi-specialty  group  in  beautiful 
rural  Connecticut.  Minimum  salary  guarantee  with  incentive.  Send  CV 
to  CSMS.  FP/SC. 


EMERGENCY  MEDICINE 

EMERGENCY  PHYSICIAN  — Full  time  position  available  at  modem 
226-bed  community  hospital  in  eastern  Connecticut;  40,000  visits 
yearly;  42-hour  work  week;  salary  negotiable.  Prefer  emergency  medi- 
cine, family  practice  training  or  experience  with  ACLS,  ATLS  certifica- 
tion Send  resume  to  Director  of  Personnel,  The  William  W.  Backus 
Hospital,  326  Washington  St.,  Norwich,  CT  06360. 

EMERGENCY  DEPARTMENT  PHYSICIAN.  Full  time  position  avail- 
able in  Fairfield  County,  CT  Seeking  physician  interested  in  Emergen- 
cy Medicine  as  a career  to  join  established  staff  in  new,  modem  universi- 
ty affiliated  teaching  hospital  with  40,000  visits  per  year.  Salary  com- 
petitive. Excellent  benefit  package  including  liability  coverage.  Also 
interested  in  applicants  who  may  only  wish  to  work  night  shifts.  Please 
submit  curriculum  vitae  to  ER/DVS,  CSMS,  160  St.  Ronan  St..  New 
Haven,  CT  06511 


Full-time  position  available  in  modem,  well-equipped  emergency  room, 
73  bed  hospital  in  beautiful  northwestern  Connecticut.  Contact  Albert 
Ayers,  M.D.,  Director  of  Emergency  Services,  Winsted  Memorial 
Hospital,  115  Spencer  St.,  Winsted,  CT  06098. 

EMERGENCY  PHYSICIAN.  Norwalk  Hospital,  a progressive 
Southwestern  Connecticut  hospital,  located  on  Long  Island  Sound,  is 
seeking  a physician  with  significant  experience  in  Emergency  Medicine, 
preferably  Emergency  Residency  trained.  We  have  an  active  service 
which  includes  our  own  ALS  ambulance.  There  is  a separate  primary 
care  facility  and  a full  range  of  equipment  and  specialty  physician  sup- 
port. Major  affiliation  with  Yale  University.  Excellent  compensation 
commensurate  with  qualifications  and  experience.  Please  send  curriculum 
vitae  in  confidence  to:  Melvin  D.  Orhns,  M.D.,  Chairman,  Dept,  of 
Emergency  Medicine,  Norwalk  Hospital,  Norwalk,  CT  06856.  An  equal 
opportunity  employer. 


GENERAL/FAMILY  PRACTICE 

GENERAL/FAMILY  PRACTITIONER  with  Connecticut  license 
needed  to  join  an  established  group  practice  in  Hamden  (New  Haven 
Area).  Excellent  income  opportunity  and  good  benefits  with  no  invest- 
ment required  Forty-hour  week.  Office  Practice.  Call:  Mrs.  Sicilia 
203-787-7194. 


GROUP  PRACTICE 

Part-time  experienced  physician  needed  for  active  primary  medical  care 
center  in  Hamden,  hours  flexible,  phone  248-8142. 

300  Main  St.,  Bristol,  CT.  Health  care  group  re-organizing.  Seeking 
Opthalmologist  and  Neurologist  to  set  up  independent  practice  in  an 
established  health  care  facility.  Facility  is  group  owned  and  presently 
includes  Radiologists,  Pediatricians,  Surgeons,  Ear  Nose  and  Throat, 
Optometrists  and  a Clinical  Laboratory.  Contact:  Dr.  Herbert  Glass 
(203)  589-2112. 

INSTITUTIONAL  MEDICINE 

General  practitioner  wanted  as  full-time  Staff  Physician  for  450-bed 
multi-licensed,  JCAH  approved  geriatric  institution.  Geriatric  experience 
preferred.  Will  work  standard  workweek,  rotation  with  weekend  call. 
Please  send  resume  with  salary  requirements  to:  Director  of  Person- 
nel, Masonic  Home  and  Hospital,  P.O.  Box  70,  Wallingford,  CT  06492. 

Internist  for  hospital  ward  and  staff  duty  in  a State  Hospital  of  350 
beds  ( 300  Chronic  and  50  acute)  mainly  geriatric  patients. Hospital 
has  an  organized  Medical  Staff,  all  standard  services  and  is  JCAH 
approved.  Work  week  of  35  hours  (occasional  nights  and  week-end 
work  is  compensated)  with  liberal  State  fringe  benefits. Send  C.V.  to 
R.J.  Cavalieri,  M.D.,  Chief  of  Medicine,  Veterans  Home  and  Hospi- 
tal, 287  West  St.,  Rocky  Hill,  CT  06067. 

INTERNAL  MEDICINE 

CIGNA  Corporation  is  looking  for  a specialist  in  internal  medicine  to  fill 
a salaried  position  as  Assistant  Medical  Director,  evaluating  medical/ 
liability  claims  and  life/health  applications.  This  also  requires  the  ability 
to  train  non-medical  personnel  and  negotiation  skills.  C.V.  and  reply  to: 
Kenneth  C Carson,  All,  Assistant  Director  of  Employment.  CIGNA 
Corporation,  Hartford,  CT  06152. 

Internist  needed  to  join  busy  partnership.  Adult  Medicine  plus 
Hematology-Oncology.  Beautiful  new  offices.  Excellent  coverage  and 
vacation  time.  Contact  CSMS  Box  IM/SDS  or  call  203-393-2626. 

INTERNIST/FAMILY  PRACTITIONER  with  CT  license  to  purchase 
established,  solo,  Internal  Medicine  practice  in  central  CT.  Gross 
$140,000.  Will  introduce.  Start  working  in  June,  83.  Send  inquiries  to 
P.O.  Box  945,  Wallingford,  CT,  06492. 

Established  Physician  has  office  space  to  rent  — full  time  or  part  time— in 
Newington,  CT.  Please  write  to:  H.C.  Gold,  M.D.,  24  Walsh  Ave., 
Newington,  CT  06111 

Internist  required  for  three-physician  Internal  Medicine  Group  practic- 
ing in  rural  Connecticut  30  miles  from  Hartford.  Own  laboratory  and 
x-rays.  One  hundred-seventy  bed  community  hospital  with  full 
ICU/CCU  facilities.  Congenial  staff  and  excellent  working  conditions. 
Salary  first  year  followed  by  partnership  if  mutually  agreeable.  Win- 
dham Medical  Group,  P C.,  37  Ivanhill  Street,  Willimantic,  CT 
06226. 

PEDIATRICS 

PART-TIME  pediatricians  needed  for  the  School  Health  Program. 
Flexible  hours.  Rate  of  pay:  $25.00  per  hour.  Various  school  sites  and 
clinic  located  at  One  State  St.,  Department  of  Health.  Please  write  or 
call.  Director  of  Health,  Edward  R.  DeLouise,  City  of  New  Haven, 
Department  of  Health,  One  State  St.,  New  Haven,  CT.  Tel:  787-6999. 
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OPPORTUNITIES-Continued 


INTERNAL  MEDICINE-Continued 


PUBLIC  HEALTH 

PART-TIME  VENEREAL  DISEASE  CLINIC  PHYSICIANS:  Hourly 
rate:  $25.00.  Flexible  hours.  Clinic  site— One  State  St.,  Department 
of  Health.  Please  write  or  call.  Director  of  Health,  Edward  R. 
DeLouise,  City  of  New  Haven,  Department  of  Health,  One  State 
Street.  New  Haven,  CT.  Tel:  787-6999. 

PART-TIME  DIRECTOR  OF  PREVENTIVE  MEDICINE:  Flexible 
hours.  Salary  negotiable.  Please  write  or  call,  Director  of  Health,  Ed- 
ward R.  DeLouise,  City  of  New  Haven,  Department  of  Health.  One 
State  St.,  New  Haven.  CT.  Tel:  787-6999. 

PHYSICIANS  WISHING  TO  LOCATE  IN 
CONNECTICUT 

ANESTHESIOLOGY 

1 month  notice.  Presently  in  practice.  Age,  51.  AB  cert.  MD,  T.  N. 
Medical  College,  Bombay,  India;  Int.,  Mercy  Hospital,  Toledo,  OH; 
Res.,  St.  Charles  Hospital  and  Sinai  Hospital,  Toledo,  OH;  Fellowship, 
Sinai  Hospital.  Eager  to  move  east.  Will  work  in  association  or  Head 
a small  department.  Write  CSMS,  KMB/ANES. 

DERMATOLOGY 

Available  1 to  2 months.  Licensed  in  Connecticut.  Presently  in  prac- 
tice. Age,  40.  Nat’l  bds.  AB  elig.  MD,  State  University  of  NY  at  Buf- 
falo; Int.,  Mount  Sinai  Hospital;  Res.,  NY  Hospital  — Cornell  Medical 
Center.  Is  interested  in  joining  a medical  group  where  she  can  see  pa- 
tients once  or  twice  a week.  Contact  CSMS,  CLS/DERM. 

GENERAL  PRACTICE 

April  ’83.  Presently  in  practice.  Licensed  in  Connecticut.  Age,  62.  MD, 
Dalhousie  University;  Int.,  Victoria  General  Hospital;  Res.,  Duke 
University,  NC.  Prefers  group  or  institutional  medicine.  Willing  to  prac- 
tice Emergency  Medicine  and  Anesthesiology.  Write  Ben  D.  Karrel, 
M.D.,  199  Willow  St.,  Truro,  Nova  Scotia,  Canada. 

July  ’83  or  Oct.  ’83.  Age  28.  Nat’l  bds.  AB  elig.  MD.  The  University 
of  Texas  Southwestern  Medical  School  at  Dallas;  Int.  and  Res.,  Evanston 
Hospital  (Affiliate  of  Northwestern  University  McGraw  Medical  Center, 
Evanston,  IL.  Desires  Primary  Care  General  Internal  Medicine  as  pan 
of  a group  near  a teaching  hospital.  Write  to  Maryann  Guill,  M.D., 
1510  Central  St.,  Apt.  2C,  Evanston,  IL  60201. 


INTERNAL  MEDICINE 

CARDIOLOGY.  July  ’84.  Age  34.  Nat’l  bds.  AB  cen.  MD.  Tufts 
Medical  School,  Boston,  MA;  Int.  and  Res.,  Baystate  Medical  Center, 
Springfield,  MA;  Fellowship,  University  of  Massachusetts  Medical 
Center,  Worcester,  MA.  Was  a private  practitioner  of  Internal 
Medicine  for  5 years.  Now  desires  group  or  associate  medium  to  large 
sized  type  practice.  Write,  Roben  P.  Rosenthal,  M.D.,  34  Cedar  Rd., 
Holden.  MA  01520. 

GERIATRICS.  Sept.  '83.  Licensed  in  Connecticut  Presently,  Medical 
Director,  Pima  County  Geriatrics  Services,  Tucson,  AR.  Age  61.  AB 
elig.  MD,  NY  University  College  of  Medicine;  Int.  and  Res., 
Westchester  County  Hospital,  Valhalla,  NY.  Wishes  Institution  type 
practice  in  small  to  medium-sized  community.  Write  William  J.  Lic- 
cione,  M.D.,  9131  E.  8th  St.,  Tucson,  AR  85710. 

Available  summer  83.  Age  33.  Licensed  in  Connecticut.  Presently  in 
practice.  Nat’l  bds.  AB  cert.  MD,  Albert  Einstein;  Int.  and  Res., 
Montefiore  Hosp.,  Pittsburgh.  Interested  in  solo,  group,  or  associate 
type  practice  in  lower  Fairfield  County.  Write  CSMS,  RWS/IM. 

HEMATOLOGY/ONCOLOGY.  Sept.  83.  Presently  in  practice.  Age, 
36.  Nat'l  bds.  AB  cert.  MD.  Tufts  University;  Int.,  Montefiore  Hospital 
and  Medical  Center,  NY;  Res.,  Maimonides  Medical  Center,  NY; 
Fellowship,  Anderson  Hospital  and  Tumor  Institute,  Houston,  TX  (On- 
cology); University  of  Washington  School  of  Medicine,  Seattle,  WA 
(Hematology).  Prefers  group  practice  or  HMO.  Write  CSMS,  RJS/IM. 


Flexible  availability.  Licensed  in  Connecticut.  Presently  Assistant 
Professor  of  Medicine,  University  of  Connecticut,  Farmington,  CT. 
Age  31.  Nat'l  bds.  AB  cert.  MD,  and  Int.,  Medical  College  of  Ohio, 
Toledo,  OH;  Res.  and  Fellowship,  University  of  Connecticut.  Prefers 
solo,  group  or  associate  type  of  practice.  Write  Ralph  Rosenberg, 
M.D.,  53  Wellington  Heights,  Avon,  CT  06001. 

RHEUMATOLOGY.  July  '84.  Presently  in  practice.  Age  32.  Nat'l 
bds.  AB  cert.  MD,  Baylor  College  of  Medicine;  Int.  and  Res.,  Jewish 
Hospital,  St.  Louis,  MO;  Fellowship,  University  of  Michigan 
(Rheumatology).  Would  like  to  establish  a new  practice  or  associate 
with  an  individual  or  small  group  needing  a rheumatologist.  Write  Bar- 
bara Segal,  M.D.,  1062  Island  Drive,  Ann  Arbor,  MI  48105. 

OBSTETRICS  AND  GYNECOLOGY 
July  ’83.  Age  38.  FLEX.  AB  elig.  MD,  Bangalorg  Medical  College, 
India;  Int.,  Unity  Hospital,  Brooklyn,  NY;  Res.,  Cornell  Medical 
Center,  NY;  Fellowship,  Downstate  Medical  Center  (Endocrinology- 
Infertility).  Desires  Institutional,  multi-specialty  or  HMO  type  practice 
in  a medium  to  large-sized  community.  Write  CSMS,  VR/OB. 

OPHTHALMOLOGY 

August  ’83.  Age,  29.  Nat'l  bds.  AB  elig.  MD,  Boston  University;  Int., 
Rhode  Island  Hospital;  Res.,  Vanderbilt  University;  Fellowship.  Manhat- 
tan Eye,  Ear  and  Throat  Hospital.  Desires  solo,  group,  associate  or  in- 
stitutional type  practice.  Write  CSMS,  HJMC/OPH. 

ORTHOPEDIC  SURGERY 

July  '84.  Age  29.  Nat’l  bds.  MD,  University  of  Massachusetts,  Int.  and 
Res.,  University  of  Virginia.  Desires  group  practice.  Write  Kevin  N. 
Mabie,  M.D.,  2822  Longview  Ave.,  S.W..  Roanoke,  Virginia  24014. 

PATHOLOGY 

Immediately  available.  Age,  42.  AB  elig.  MD,  University  of  Brussels, 
Belgium;  Res.,  Bridgeport  Hospital.  Is  willing  to  work  in  private  sec- 
tor or  in  a hospital  setting.  Will  accept  other  positions  in  medical  field. 
Write  CSMS,  ELG/PATH. 

PEDIATRICS 

Oct.  ’83.  Licensed  in  Connecticut.  Presently  in  practice.  Age  32.  AB 
elig.  MD.  Grant  Medical  College,  Byculla,  Bombay,  India.  Int.  and 
Res.,  Maimonides  Medical  Center,  Brooklyn,  NY.  Prefer  solo,  group, 
associate  or  institutional  type  practice  in  a medium  to  large  sized  com- 
munity. Write  Pumima  Kothari,  M.D.,  95049th  St.,  Apt.  8-F,  Brooklyn, 
NY  11219. 

NEONATOLOGY.  May  ’83.  Presently  in  practice.  Age,  40.  AB  cert. 
(Ped),  Elig.  (Neo.),  MD,  State  University  of  Haiti;  Int.,  St.  John’s 
Episcopal  Hospital;  Res.,  The  Brooklyn-Cumberland  Medical  Center; 
Fellowship,  Lutheran  General  Hospital.  Prefers  solo,  group,  associate 
or  institutional  type  practice.  Enjoys  contact  of  younger  generation 
through  teaching.  Write  Frantz  E.  Brea,  M.D.,  250  East  54th  St., 
Brooklyn,  NY  11203. 

SURGERY 

July  ’83.  Age,  49.  MD,  Shantung  Medical  School  (China);  Int., 
Maimonides  Medical  Center,  Brooklyn,  NY  (Surgery);  Res.,  Mount 
Sinai  Medical  Center,  NY  (Anes.).  Has  accepted  2 years  training  in 
Surgery  and  Anesthesiology  in  NY  and  20  years  experience  in  China. 
Prefers  institutional  or  industrial  type  practice.  Write  CSMS.  BKT/SUR. 
GENERAL  AND  VASCULAR.  July  ’83.  Age  32.  FLEX.  AB  elig.  MD, 
South  Ansarat  University,  Surat,  India;  Int.  and  Res.,  State  University 
of  NY  at  Buffalo,  NY;  Fellowship,  Southern  Illinois  University  School 
of  Medicine.  Prefers  group,  associate  or  institutional  type  practice  in 
medium  to  large-sized  community.  Write  Jayesh  R.  Modi,  M.D.,  740 
North  Bruns  Lane,  Springfield,  IL  62702. 

GENERAL  AND  VASCULAR.  July  ’83.  Age  33.  AB  elig.  MD,  Haile 
Sellasie  I University,  Addisababa,  Ethiopia;  Int.,  Res.  and  Fellowship. 
Miamonides  Medical  Center,  Brooklyn,  NY.  Prefers  solo,  group, 
associate  or  institutional  type  practice  in  a medium  to  large  sized  com- 
munity. Write  Mayur  Kothari,  M.D.,  95049th  St..  Apt.  8-F,  Brooklyn, 
NY  11219. 
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CLASSIFIED 


NEW  YORK  FERTILITY 
RESEARCH  FOUNDATION,  INC. 

For  the  Investigation  of  Problems  of 
Human  Infertility 

The  Foundation  provides  a complete  diag- 
nostic and  consultation  service  for  infertile 
couples.  Investigations  are  conducted  bv  well- 
known  specialists  in  conjunction  with  consul- 
tants in  the  various  fields  of  medicine  related 
to  infertility. 

The  Foundation  is  supported  by  an  in-house 
modern  laboratory  equipped  to  do  most  tests 
required  for  diagnosis  and  treatment.  Litera- 
ture on  request. 

1 430  Second  Avenue,  New  York,  N Y.  10021 
Phone:  744-5500 


CLASSIFIED  ADVERTISING  RATES 

$40.00  for  25  words  or  less;  50  cents  for  each  additional 
word. 

$3.00  per  insertion  for  confidential  answers  sent  in  care  of 
CONNECTICUT  MEDICINE.  Payable  in  advance. 

No  agency  commission  on  classified  advertising. 

Closing  date:  Copy  must  be  received  by  the  first  day  of  month 
preceding  month  of  issue. 


FAMILY  PRACTICE/PREVENTIVE  MEDICINE,  FOR  SALE,  Long 
Island  Sound  Area— Niantic,  CT.  Flourishing  Private  Practice  — 
Completely  equipped,  quality  staff,  available  immediately /retiring. 
Reply:  R.  Welch,  38  Millstone  Rd.,  Waterford,  CT  06385. 


MATERIAL  printed  in  Connecticut  Medicine , the  Journal  of  the  Con- 
necticut State  Medical  Society,  is  covered  by  copyright.  Written  per- 
mission must  be  obtained  before  reproducing,  in  part  or  in  whole,  any 
material  published  in  Connecticut  Medicine. 

Connecticut  Medicine  does  not  hold  itself  responsible  for  statements 
made  by  any  contributor. 

PROSPECTIVE  authors  preparing  manuscripts  for  submission  to  Con- 
necticut Medicine  should  consult  “Information  for  Authors."  This  material 
may  be  obtained  from  the  Journal  office.  The  manuscript,  including 
references,  should  be  typed  double  spaced;  all  material,  including  figures, 
should  be  submitted  in  duplicate.  The  transmittal  letter  should  designate 
one  author  as  correspondent  and  include  his  complete  address  and 
telephone  number. 

MANUSCRIPTS  should  be  submitted  to  the  Editor,  J.  Alfred  Fabro, 
M.D.,  Connecticut  Medicine,  160  St.  Ronan  St.,  New  Haven,  CT. 
065 1 1 . Manuscripts  are  received  with  the  explicit  understanding  that 
they  are  not  simultaneously  under  consideration  by  any  other  publication. 

ALTHOUGH  all  advertising  material  is  expected  to  conform  to  ethical 
medical  standards,  acceptance  does  not  imply  endorsement  by  this 
journal. 

REPRINTS  are  available  at  an  established  schedule  of  costs.  A reprint 
rate  and  order  form  is  sent  to  the  author  with  his  page  proofs. 

SUBSCRIPTION  RATE:  The  subscription  price  per  year  for  members 
of  the  Connecticut  State  Medical  Society  is  included  in  the  annual 
membership  dues.  The  subscription  price  per  year  for  nonmembers  is 
$15.00  (Canada  and  foreign,  $30.00).  Single  copies  $2.50. 

ADDRESS  editorial  and  business  correspondence  to: 

Connecticut  Medicine,  160  St.  Ronan  St. , New  Haven,  CT.  065 1 1 . Tel. 
(203)  865-0587. 

CONNECTICUT  MEDICINE  is  the  official  publication  of  the  Con- 
necticut Medical  Society,  a voluntary  non-profit  association  organized 
for  scientific  and  educational  purposes,  published  monthly  for  members 
of  the  Connecticut  State  Medical  Society. 
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STAFF  PEDIATRICIAN  — 
CENTRAL  CONNECTICUT 

New  Britain  General  Hospital,  a 400+  bed 
general  hospital  affiliated  with  UConn  Medical 
School  has  immediate  opening  for  a Staff 
Pediatrician. 

Responsibilities  include:  Supervision  of  Care 
and  teaching  on  in-patient  Pediatrics  Unit,  primary 
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Women’s  Attitudes  Toward  the  Serum  Alpha-Fetoprotein  Test 


MARK  L.  DEMBERT,  M.D.,  M.P.H.,  RITA  E.  WATSON,  B.A.,  STEPHEN  S.  MICK,  PH.D., 
RISE  PHILLIPS,  M.P.H.,  JULIE  MEYER,  R.N.,  M.P.H.,  PEGGI  MATZKIN,  M.P.H., 
JAMES  P HARISIADES,  M.P.H.,  AND  MAURICE  J.  MAHONEY,  M.D. 


ABSTRACT— The  attitudes  of  53  pregnant  women 
toward  the  serum  alpha-fetoprotein  (AFP)  test  were 
measured  with  a 22-item  questionnaire.  Attitudes  that 
were  examined  included  perceptions  of  the  test  as  a 
prenatal  screening  option  for  the  diagnosis  of  neural 
tube  defects.  Reasons  for  and  against  taking  the  test 
were  also  explored.  Most  (93  percent)  of  the  women 
perceived  this  blood  test  as  a worthwhile  prenatal  op- 
tion for  detecting  a fetus  with  a birth  defect.  It  appeared 
that  anxiety  related  to  taking  the  test  was  outweighed 


Introduction 

The  serum  alpha-fetoprotein  (AFP)  test  is  a valuable 
screening  test  for  neural  tube  defects  and  other  complica- 
tions of  pregnancy. 1-5  Nonetheless,  controversy  sur- 
rounds its  use  as  a prenatal  option.  It  raises  the  possibili- 
ty for  eventual  consideration  of  abortion.  It  has  impor- 
tant prognostic  limitations:  (1)  it  will  not  detect  about  one 
out  of  five  cases  of  open  spina  bifida;  (2)  it  cannot  detect 
a closed  or  skin-covered  spina  bifida;  and  (3)  a normal 
AFP  blood  test  does  not  guarantee  a normal  baby,  as  it 
gives  no  information  about  many  other  types  of  fetal 
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by  the  benefit  of  the  information  it  provides.  Further- 
more, 88  percent  of  the  women  wanted  to  take  an  ac- 
tive role  with  their  obstetrical  care  provider  in  making 
the  decision  about  whether  or  not  to  take  the  serum 
AFP  test.  Statistical  tests  were  applied  to  the  responses 
to  the  original  questionnaire.  A refined  ten-item  instru- 
ment appropriate  for  further  screening  of  women’s  at- 
titudes about  serum  AFP  testing  was  developed.  The 
importance  of  examining  women’s  attitudes  toward 
AFP  testing  is  discussed. 


pathology.  Additionally,  the  aspect  of  anxiety  among 
pregnant  women  with  elevated  serum  AFP  levels  has  con- 
cerned obstetrics  practitioners. 6-8 

The  implementation  of  an  AFP  screening  program  in 
Connecticut  at  Yale-New  Haven  Medical  Center  was 
undertaken  in  January  1981.  The  first  year  of  program 
operation  witnessed  a steady  rise  in  utilization  of  this  ser- 
vice by  the  pregnant  population.  The  clinical  impression 
of  many  obstetrical  care  providers,  not  necessarily  involv- 
ed with  AFP  testing,  was  that  maternal  anxiety  raised  in 
waiting  for  eligibility  for  testing  (second  trimester)  and 
for  the  subsequent  reporting  of  results  might  outweigh  the 
benefits  of  information  which  the  test  provided. 

In  order  to  examine  the  perceptions  of  consumers  about 
the  desirability  of  the  serum  AFP  test,  and  prenatal 
diagnosis  of  neural  tube  defects  in  general,  a survey  in- 
strument was  developed.  This  pretested  instrument 
measured  women’s  attitudes  toward  the  serum  AFP  test 
as  a prenatal  screening  option. 

Methods  and  Material 

A non-probability  sample  of  53  pregnant  women  from 
four  diverse  health  care  settings  in  the  New  Haven,  Con- 
necticut area  were  interviewed  over  a six-week  period. 
There  four  settings,  all  of  which  offered  AFP  screening, 
included  the  offices  of  two  private  obstetrics  groups,  a 
women’s  clinic  at  Yale-New  Haven  Hospital,  and  the 
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obstetrics  clinic  at  Yale  University’s  prepaid  Health  Ser- 
vices. These  locations  were  visited  by  three  interviewers 
at  random  dates.  Any  woman  at  any  stage  of  pregnancy 
who  was  in  the  clinic  that  day,  and  who  was  interested 
in  participating  in  this  study,  was  directed  to  the  inter- 
viewer by  the  office  nurse.  Participation  was  completely 
voluntary  and  cessation  of  participation  was  allowable  at 
any  stage  of  testing.  Women  were  guaranteed  confiden- 
tiality and  anonymity.  There  were  no  limitations  on 
whether  the  woman  had  already  received  prenatal  educa- 
tion about  AFP  testing  or  whether  she  had  already  had 
the  AFP  test. 

Each  woman  who  elected  to  participate  in  the  study 
was  given  a letter  describing  the  reasons  for  the  study, 
a standard  educational  brochure  about  AFP,  and  a ten- 
minute  self-administered  questionnaire.  This  questionnaire 
was  based  upon  the  following  sources:  questions  that  arose 
during  the  authors’  experiences  with  obstetrics  patients; 
questions  posed  by  obstetrical  care  providers;  and  review 
of  other  research  instruments  involved  with  AFP  attitudes 
testing. 2 6 7 9 The  resulting  questionnaire  was  comprised 
of  a small  demographics  section  and  22  items  that  covered 
five  subject  areas  of  knowledge  about  the  AFP  test, 


decision-making,  anxiety,  choices  concerning  pregnan- 
cy outcome,  and  reasons  for  taking  the  AFP  test.  Ques- 
tionnaires were  distributed  and  completed  while  the 
women  were  waiting  to  be  seen  by  the  clinician. 

The  responses  of  these  women  were  analyzed  by  several 
statistical  methods  to  develop  measures  of  reliability  and 
validity  and  to  condense  and  refine  the  22-item  question- 
naire into  a shorter,  more  manageable  research 
instrument. 

Results 

Demographic  and  antepartum  obstetric  data.  Of  the 
women  surveyed,  57  percent  were  in  their  twenties.  On- 
ly 13  percent  were  19  years  or  younger,  whereas  twice 
as  many  were  30  years  or  older.  The  majority  of 
respondents  were  white  (83  percent).  Eighteen  women  (34 
percent)  were  five  or  fewer  months  pregnant,  45  percent 
were  expecting  their  first  child,  and  only  one  mother  had 
a child  with  a genetic  disorder.  Nearly  one-half  had 
already  taken  a serum  AFP  test. 

Attitudinal  data  regarding  AFP  screening  and  abortion 
( Table  1).  Women  preferred  to  make  the  AFP  screening 
decision  in  conjuction  with  their  obstetrical  care  provider. 


Table  1 

ATTITUDINAL  DATA  REGARDING  AFP  SCREENING* 


Item 

Number 

Question 

No. 

% 

1. 

Pick  one  of  the  following: 

1 prefer  my  doctor  to  tell  me  which  tests  to  take. 

8 

15 

I prefer  to  decide  which  tests  to  take. 

4 

8 

I prefer  that  both  my  doctor  and  I decide  which  tests  to  take. 

40 

77 

2. 

Would  you  or  would  you  not  take  a test,  such  as  AFP,  to  tell  you  whether  you 
were  carrying  a normal,  healthy  baby? 

I would. 

42 

81 

I would  not. 

3 

6 

I would  want  more  information  about  the  test. 

7 

13 

3. 

Would  you  or  would  you  not  take  a test,  such  as  AFP,  to  tell  you  whether  you 
were  carrying  a child  that  may  have  a birth  defect? 

I would. 

48 

92 

I would  not. 

4 

8 

4. 

Two  positive  AFP  tests  mean  that  you  would  need  more  tests  (amniocentesis 
and  ultrasound).  Would  you  or  would  you  not  take  these  tests? 

1 would. 

42 

81 

I would  not. 

1 

2 

I would  need  more  information  about  these  tests. 

9 

17 

5. 

If  all  tests  indicate  that  you  are  carrying  a child  with  a birth  defect,  would  you 
or  would  you  not  have  the  pregnancy  ended? 

I would  have  the  pregnancy  ended. 

18 

35 

I would  not  have  the  pregnancy  ended. 

19 

36 

No  response. 

15 

29 

6. 

Should  AFP  testing  be  made  routine,  or  should  it  be  used  only  when  some  doubt 
exists  about  the  health  of  the  unborn  baby? 

Should  be  routine. 

31 

63 

Used  only  when  doubt  exists. 

18 

37 

7. 

Have  you  already  taken  the  AFP  test? 

Yes 

25 

47 

No 

28 

53 

X Table  omits  one  case  for  which  responses  to  all  questions  (except  item  7)  were  not  given. 
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Table  2 

IMPORTANCE  OF  INDIVIDUALS  IN  HELPING  TO  DECIDE  TO  TAKE  THE  AFP  TEST* 


Item 

Number 

Question 

No. 

% 

If  the  AFP  test  was  offered,  how  important  would  each  of  the  following  per- 
sons be  in  helping  you  decide  to  take  or  not  to  take  the  test? 

8. 

My  own  feelings 

Very  important 

49 

96 

Somewhat  important 

2 

4 

Not  important 

0 

0 

9. 

Doctor/nurse/midwife 

Very  important 

43 

88 

Somewhat  important 

6 

12 

Not  important 

0 

0 

10. 

Family  members 

Very  important 

24 

49 

Somewhat  important 

19 

39 

Not  important 

6 

12 

11. 

Friends 

Very  important 

3 

6 

Somewhat  important 

21 

47 

Not  important 

21 

47 

t Table  omits  cases  for  which  responses  were  not  given. 


They  regarded  the  AFP  test  as  a positive  way  to  verify 
that  the  fetus  was  normal,  but  they  were  even  more  em- 
phatic in  seeing  the  test  as  a way  to  find  out  the  negative 
possibility  of  birth  defects.  Most  women  indicated  they 
would  proceed  with  amniocentesis  and  ultrasound  after 
two  positive  AFP  screenings.  In  the  event  that  they  were 
carrying  a child  with  a birth  defect,  18  women  would  and 
19  would  not  have  an  abortion.  Fifteen  women  failed  to 
answer  this  question. 

Importance  of  individuals  in  AFP  decision-making 
{ Table  2).  Whereas  most  women  regarded  their  own  feel- 
ings as  “very  important”  in  deciding  whether  or  not  to  take 
the  AFP  test,  the  importance  of  practitioners  was  also 
acknowledged.  Less  than  one-half  (49  percent)  regarded 
decision-making  with  the  aid  of  the  family  members  as 
“very  important,”  and  the  role  of  friends  split  between 
“somewhat”  versus  “not  important.” 

Agreement  or  disagreement  with  reasons  for  and  against 
AFP  screening  (Table  3).  Women  were  in  agreement  with 
statements  positive  for  AFP  testing  and  in  disagreement 
with  negative  statements.  A majority  of  the  women  con- 
curred with  each  positive  reason  for  taking  the  test,  as 
shown  by  the  distribution  of  responses  to  items  12,  14, 
and  15.  A majority  of  the  women  also  disagreed  with  each 
of  several  reasons  (items  13,  16,  17,  21  and  22)  for  not 
taking  the  test.  Taken  together,  these  response  patterns 
reflect  support  for  taking  the  serum  AFP  test. 

Items  18,  19,  and  20  are  considered  reasons  for  and 
against  taking  the  serum  AFP  test.  The  responses  to  these 
items,  however,  could  also  be  described  as  cautionary  and 
reflecting  anxiety  over  receiving  results  suggestive  of  ab- 
normal fetal  status.  Specifically,  more  importance  appears 


to  be  placed  on  concerns  for  abnormal  status  (birth 
defects)  than  on  normal  status  (twin  gestation). 

Assessment  of  validity  and  reliability.  In  order  to  ex- 
amine possible  relationships  between  items,  to  identify 
major  underlying  concepts  contained  in  the  data,  and  to 
establish  a measure  of  validity  for  the  instrument,  factor 
analysis  10  was  employed.  This  technique  enabled  us  to 
reduce  our  original  22-item  questionnaire  to  10  items  (see 
footnote,  Table  3)  which  appear  to  measure  the  concept 
of  reasons  for  and  against  taking  the  serum  AFP  test. 
Thus,  other  initial  conceptual  areas,  e.g.,  decision- 
making, knowledge  of  the  AFP  test,  choices  concerning 
outcome,  were  not  satisfactorily  measured  by  this  ques- 
tionnaire, and  specific  questions  purporting  to  measure 
them  were  discarded. 

To  determine  the  reliability  of  this  10-item  instrument, 
a coefficient  alpha 10  of  .76  was  calculated.  A coefficient 
of  greater  than  .70  is  a minimal  criterion  of  instrument 
stability,  and  we  conclude  that  our  refined  instrument  is 
reliable. 

Effect  of  AFP  test  status  on  item  response.  Finally,  we 
examined  the  10  items  in  our  reduced  questionnaire  to 
see  whether  a participant’s  having  taken  or  not  taken  the 
AFP  test  by  the  time  of  our  survey  produced  a different 
response  pattern.  For  each  item,  a chi  square  test  was  per- 
formed on  AFP  test  status  (had  or  had  not  taken  the  test) 
versus  response  (agreed  or  disagreed  with  the  statement). 
Statistically  significant  differences  were  found  for  two  of 
the  items  (see  Table  3:  items  16  and  20).  First,  more 
women  who  had  not  taken  the  AFP  test  disagreed  with 
the  statement  “The  AFP  test  is  not  100  percent  certain 
and  I would  not  take  it”  (p  < . 0 1 ) . Second,  more  women 
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Table  3 

AGREEMENT  OR  DISAGREEMENT  WITH  REASONS  FOR  AND  AGAINST  AFP  SCREENING** 


Item 

Number 

Question 

No. 

% 

12. 

I would  take  the  AFP  test  because  it  tells  me  if  the  baby  is  coming  sooner  than 
thought. 

Agree  strongly 

16 

31 

Agree  somewhat 

20 

39 

Disagree  somewhat 

9 

18 

Disagree  strongly 

6 

12 

13. 

I will  not  take  the  AFP  test  because  if  something  is  wrong,  I would  not  want 
to  know  about  it. 

Agree  strongly 

3 

6 

Agree  somewhat 

5 

10 

Disagree  somewhat 

21 

41 

Disagree  strongly 

22 

43 

14. 

I would  take  the  AFP  test  because  it  provides  a lot  of  information. 
Agree  strongly 

26 

51 

Agree  somewhat 

21 

41 

Disagree  somewhat 

1 

2 

Disagree  strongly 

3 

6 

15. 

I would  take  the  AFP  test  because  my  doctor  feels  it  is  important. 
Agree  strongly 

26 

52 

Agree  somewhat 

22 

44 

Disagree  somewhat 

1 

2 

Disagree  strongly 

1 

2 

16. 

The  AFP  test  is  not  100%  certain  and  I would  not  take  it. 
Agree  strongly 

2 

4 

Agree  somewhat 

10 

20 

Disagree  somewhat 

16 

31 

Disagree  strongly 

23 

45 

17. 

Religious  and/or  moral  reasons  keep  me  from  taking  the  test. 
Agree  strongly 

0 

0 

Agree  somewhat 

5 

10 

Disagree  somewhat 

18 

35 

Disagree  strongly 

28 

55 

18. 

The  AFP  test  would  keep  me  from  worrying  about  birth  defects. 
Agree  strongly 

8 

15 

Agree  somewhat 

6 

12 

Disagree  somewhat 

23 

44 

Disagree  strongly 

15 

29 

19. 

I would  like  to  know  whether  I am  carrying  twins  and  the  AFP  test  tells  me  this. 
Agree  strongly 

7 

14 

Agree  somewhat 

3 

6 

Disagree  somewhat 

20 

39 

Disagree  strongly 

21 

41 

20. 

Nothing  is  wrong  with  my  baby  and  the  test  is  not  necessary. 
Agree  strongly 

2 

4 

Agree  somewhat 

10 

20 

Disagree  somewhat 

19 

37 

Disagree  strongly 

20 

39 

21. 

I would  not  take  the  AFP  test  because  I might  have  to  end  the  pregnancy  if 
the  results  were  not  good. 

Agree  strongly 

2 

4 

Agree  somewhat 

6 

12 

Disagree  somewhat 

16 

32 

Disagree  strongly 

26 

52 

22. 

I will  not  take  the  AFP  test  because  of  the  worry  waiting  for  the  results. 

Agree  strongly 

3 

6 

Agree  somewhat 

7 

14 

Disagree  somewhat 

18 

36 

Disagree  strongly 

22 

44 

t Table  omits  cases  for  which  responses  were  not  given. 

* Based  on  factor  analysis,  items  12-14  and  16-22  comprise  the  final  10-item  instrument. 
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who  had  not  taken  the  AFP  test  disagreed  with  the  state- 
ment “Nothing  is  wrong  with  my  baby  and  the  test  is  not 
necessary”  (p<.01).  These  two  findings  suggest  that 
respondents  who  had  already  experienced  AFP  screen- 
ing may  have  held  somewhat  more  cautionary  views  about 
its  benefits. 

Discussion 

The  objective  of  this  study  was  to  develop  a reliable 
survey  instrument  which  would  measure  pregnant 
women’s  attitudes  toward  the  serum  AFP  test  as  a prenatal 
screening  tool.  To  achieve  this  goal,  a sample  of  53 
women  was  tested  with  a questionnaire  which  elicited  in- 
formation on  demographic  variables  and  responses  to  22 
items  representing  a spectrum  of  maternal  attitudes  toward 
involvement  with  AFP  screening. 

These  women  revealed  a generally  positive  view  toward 
AFP  testing  from  a variety  of  aspects,  including  decision- 
making and  reasons  for  taking  the  blood  test.  Their 
responses  indicated  that  despite  some  unspecified  anxie- 
ty over  abnormal  results  raising  the  possibility  of  fetal 
problems,  this  concern  was  outweighed  by  their  desire 
for  knowledge  about  the  health  status  of  the  fetus.  They 
also  wanted  to  take  an  active  role  with  their  obstetrical 
health  care  provider  in  making  decisions  on  participation 
and  outcome  at  the  various  stages  of  serum  AFP  evalua- 
tion. These  attitudes  agree  with  the  support  given  AFP 
screening  by  other  study  populations  of  pregnant 
women.2, 7,9  We  also  feel  that  the  responses  of  the 
women  in  our  study  provide  one  aspect  of  understanding 
the  issue  raised  by  Milunsky  and  Alpert 11  and  Layde  et 
al. 12  regarding  the  necessity  of  examining  reasons  for 
women’s  nonparticipation  in  AFP  screening  programs. 

Although  published  studies  have  examined  anxiety 
among  pregnant  women  with  elevated  serum  AFP 
levels, 7 8 measures  of  validity  or  reliability  were  not 
reported  for  their  instruments.  In  our  study,  we  used  fac- 
tor analysis  to  enhance  validity  and  refine  our  original 
questionnaire  to  ten  items.  These  ten  items  form  a coherent 


and  concise  instrument  that  examines  reasons  for  which 
women  would  or  would  not  take  the  serum  AFP  test.  We 
have  established  reliability  for  this  instrument  and  recom- 
mend its  use  for  futher  investigations  on  the  attitudes  of 
pregnant  women  toward  serum  AFP  screening. 
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The  External  Autopsy  Examination  Revisited 


HENRY  SCHNEIDERMAN,  M.D. 


ABSTRACT — The  external  autopsy  examination 
(EAE)  can  direct  and  augment  internal  examination. 
Useful  component  maneuvers  are  listed,  many  direc- 
ted to  discovery  of  unknown  primary  neoplasm, 
sc  arce  of  septicemia  or  occult  endocrinopathy.  A 
sample  worksheet  for  recording  such  findings  is 
appended. 

In  parallel  with  the  decline  in  clinical  physical 
diagnosis.1  that  special  branch  of  physical  diagnosis 
performed  at  the  autopsy  table,  the  external  autopsy 
examination  (EAE),  is  fast  becoming  a lost  art.  This 
essay  reminds  pathologists  of  diagnostic  information 
garnered  by  EAE,  which  helps  to  direct  and  augments 
internal  examination.  Textbooks  of  autopsy  path- 
ology2 3 4 have  not  discussed  EAE  from  the  perspec- 
tive employed  here.  A previous  paper  discussed  clinical 
diagnostic  techniques  that  can  be  improved  at  autopsy.5 
Neither  paper  addresses  forensic  EAE. 

The  pathologist,  like  any  other  physician,  has  no 
business  examining  a patient  without  history.  Physical 
findings  may  be  first  discovered  at  EAE  not  only  when 
patients  have  had  hasty  workups,  but  also  when 
aphasia  or  coma  kept  the  patient  from  announcing 
symptoms  and  directing  examination;  when  findings 
changed  shortly  before  death;  or  when  tenderness, 
spasm  or  refusal  prevented  proper  examination.6 

EAE  preserves  skills  no  physician  should  lose. 
Pathologists  who  still  do  “physicals”  of  any  kind 
understand  clinical  colleagues  better  and  feel  less  cut 
off  from  the  mainstream.  A larger  community  of 
technique  and  experience  must  enhance  the  mutual  re- 
gard of  pathologist  and  clinician,  and  thus  their  com- 
prehension of  one  another. 

We  provide  a worksheet  for  recording  EAE  findings 
and  subsequent  internal  correlations  (Figure). 

Photography  preserves  part  of  EAE  for  future 
demonstration,  complementing  examination. 
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Presbyterian-St.  Luke’s  Medical  Center,  Chicago,  IL. 
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General  appearance:  Cachexia  reminds  one  to  look 
for  decubitus  ulcers,  a prime  source  of  septicemia. 
Jaundice  necessitates  dissection  of  the  whole  extra- 
hepatic  biliary  tree,  not  merely  squeezing  the  gallblad- 
der to  produce  flow  from  the  duodenal  papilla.  This 
functional  test  may  miss  a lesion  that  caused  obstruc- 
tion with  physiologic  pressures.  Consideration  of  he- 
molytic and  functional  causes  of  jaundice  counters  an 
excessively  structural  viewpoint. 

Dwarfism  raises  questions  about  function  through- 
out the  hypothalamo-pituitary-adrenal-genital,  and 
-thyroid  axes. 

Truncal  obesity  can  indicate  a Cushing’s  syndrome, 
particularly  if  moon  face,  pigmented  striae  and  “buf- 
falo hump”  accompany  it.  Since  such  features  as  hy- 
pertension and  diabetes  are  common  throughout  the 
populace,  Cushing’s  syndrome  can  be  overlooked 
clinically;  suspicion  at  autopsy  requires  collection  of 
blood  for  cortisol  and  ACTH  level*,  and  considera- 
tion of  pituitary,  adrenal  or  ectopic  sources. 

Skin:  Subcutaneous  emphysema  suggests  airway  or 
pleural  perforation,  usually  during  resuscitative  ef- 
forts, and  mandates  pneumothorax  tests.  Edema  is 
greatest  over  the  sacrum,  not  the  feet  (just  as  with 
bedridden  living  patients).  Pitting  edema  persists  after 
death.  Distribution  of  edema  bears  no  relation  to  eti- 
ology except  distal  to  lymphatic  or  venous  obstruction. 
One  suspects  myxedema  whenever  the  edema  fails  to 
pit,  or  to  leak  when  incised.  Pretibial  myxedema  occurs 
in  both  hypo-  and  hyperthyroidism,  generalized  myxe- 
dema only  in  the  former.  Since  thyroid  dysfunction  can 
explain  otherwise  mysterious  heart  failure  or  ischemic 
heart  disease,  myxedema  in  a puzzling  cardiac  case 
calls  for  blood  studies.  Calf  or  thigh  asymmetry  pre- 
dicts venous  thrombosis  and  directs  leg  dissection  (if 
permitted).  (The  old  test  of  compressing  the  thighs  and 
seeing  if  blood  flows  from  the  cut  iliofemoral  veins  does 
not  exclude  nonocclusive  venous  thrombosis,  a poten- 
tial source  of  emboli.) 


* Since  postmortem  changes  alter  blood,  the  best  source  for  post- 
mortem blood  tests  not  concerning  the  agonal  sequence,  is  plasma 
or  serum  drawn  during  life  and  stored  by  the  clinical  laboratory; 
vitreous  humor  resists  usual  autolytic  changes  such  as  spurious 
hyperkalemia. 
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Urticaria  may  escape  notice  in  tumultuous  resuscita- 
tive  efforts.  Urticaria  at  EAE  may  stimulate  further 
studies  of  anaphylaxis  or  of  newly  described  comple- 
ment-mediated causes  of  death. 7' 8 

Surgical  pathologists  seldom  see  such  common 
lesions  as  seborrheic  keratoses  in  situ;  fragments  of  al- 
most any  such  lesion  can  be  removed  at  autopsy  with  a 
three  millimeter  skin  punch,  without  disfigurement. 
The  tendency  of  small  melanomas  to  metastasize 
underscores  their  import  in  cases  of  unknown  primary 
tumors.  Missed  dark  skin  lesions  may  lurk  between 
toes,  under  nails  and  on  the  soles. 

Diffuse  hyperpigmentation  may  indicate  adrenocor- 
tical insufficiency  (sometimes  iatrogenic),  or  hemo- 
chromatosis. The  differential  pigmentation  of  scars  in 
adrenal  as  compared  to  pituitary  Addisonism  may  dic- 
tate blood  studies  when  the  endocrine  pathology  is 
equivocal.  Localized  hyperpigmentation,  especially 
with  telangiectases,  may  explain  an  irradiated  primary 
cancer  site  when  incomplete  records  have  obscured  the 
history. 

Necrotic  or  atrophic  fingertips  suggest  Raynaud’s 
phenomenon  and  sometimes  connective  tissue  disease; 
with  calcinosis,  systemic  sclerosis  is  likely. 

The  importance  of  finding  bedsores  is  self-evident. 

Head:  Scalp  masses  can  be  sampled  from  the  re- 
flected scalp  without  altering  cephalic  contour  or  skin 
surface.  Signs  of  skull  fracture  usually  mean  referral  to 
the  Medical  Examiner.  Livor  mortis  can  extravasate 
red  cells  posteriorly,  i.e.  occipitally,  so  scalp  staining 
there  does  not  necessarily  mean  trauma. 

Eyes:  The  eyelids  must  be  handled  gingerly  at  autop- 
sy, to  avoid  disfigurement.  Xanthelasma  suggests  lipid 
disorder,  and  should  be  sought  in  early  coronary 
deaths.  In  liver  disease,  xanthomata  (tuberosa)  may 
point  to  primary  biliary  cirrhosis.  Violaceous  eyelids 
suggest  connective  tissue  disease,  especially  derma- 
tomyositis. 

Anisocoria  raises  wide  differential  anatomic  and 
etiologic  diagnoses,  including  increased  intracranial 
pressure  and  tentorial  herniation,  and  brainstem  necro- 
sis or  hemorrhage. 

As  during  life,  conjunctival  hemorrhage  often  re- 
flects trivial  trauma;  coagulopathy,  shock,9  or  post- 
mortem artifact  are  differential  diagnoses.  Petechiae 
on  the  palpebral  conjunctiva  hint  at  vasculitis  or  in- 
fective endocarditis. 

We  have  seen  a glass  eye  described  as  normal  in  a 
workup.  A metastasizing  ocular  melanoma  may  leave 
no  other  trace  at  the  primary  site. 

Ears:  The  otoscope  can  help  one  check  for  drainage 
or  perforation  before  the  disruption  of  middle  ear  re- 
moval in  cases  of  meningitis  or  ataxia  of  obscure  cause. 

Nose:  The  nasal  mucosa  can  be  sampled  safely. 
Flexible  fiberoptics  would  improve  the  autopsy  yield  in 
the  nasopharynx  as  in  many  other  areas. 


Mouth:  There  is  danger  of  disfigurement  in  opening 
the  mouth  widely  against  rigor  mortis.  The  gingiva  is 
always  accessible  by  reflecting  the  lips,  and  may  sug- 
gest a lead  line.  The  lips  can  suggest  hereditary  hemor- 
rhagic telangiectasia,  progressive  systemic  sclerosis,  or 
Peutz-Jeghers  syndrome. 

Throat:  For  pharyngeal  inspection,  the  mouth  must 
be  opened,  and  inexpert  tissue  sampling  may  damage 
the  nearby  carotid  arteries.  A thin  endoscope  can  enter 
the  half-opened  mouth;  small  biopsy  forceps  minimize 
risk. 

Neck:  Gross  thyroid  morphology  correlates  poorly 
with  function;  fatal  occult  thyroid  cancer  is  very  rare. 
Palpation  of  a goiter  will  encourage  removal  of  larynx 
and  thyroid  if  its  necessity  were  in  doubt. 

Lymph  nodes:  All  clinical  chains  of  the  head  and 
neck  are  readily  felt  at  autopsy;  accessibility  varies 
from  excellent  (occipitals  taken  from  above  with  the 
scalp  reflected)  to  poor  (submental).  Axillary  and 
inguinal  nodes  are  readily  retrieved,  femorals  and  epi- 
trochlears  less  so.  A left  supraclavicular  (Virchow’s) 
node  metastasis  may  point  to  its  primary  in  stomach  or 
pancreas.  This  lymphatic  anatomy,  and  that  whereby 
right  supraclavicular  lymphadenopathy  complicates 
left  basilar  lung  disease10  deserves  review. 

Breasts:  The  supine  cadaver  optimizes  postmortem 
palpation  for  a source  of  cancer.  Expressible  nipple 
discharge  means  less  than  a hard  mass.  Negative  ex- 
ternal breast  examination  must  not  discourage  close 
serial  sectioning. 

Accessory  nipples  (in  the  diagonal  milk  line,  from 
the  anterior  axillary  line  to  the  pubis)  may  accompany 
renal  cell  cancer. " 

Respiratory  system:  Barrel  chest  suggests  obstruc- 
tive airway  disease.  Percussion  is  meaningful  on  the 
anterior  half  of  the  chest;  below  this  point  postmortem 
dependent  blood  flow  causes  dullness.  Localized  tym- 
pany warrants  percutaneous  needle  puncture  to  seek 
pneumo-thorax.  When  dullness  and  the  history  suggest 
empyema,  povidone-iodine  skin  sterilization,  thora- 
centesis and  prompt  plating  (including  Anerobes!!), 
yield  ideal  cultures. 

Cardiovascular  system:  The  invalidity  of  cardiac 
percussion  is  established. 12  EAE  reveals  only  indirect 
signs  of  cardiovascular  dysfunction:  edema,  gangrene, 
serous  effusions.  Postmortem  change  obviates  assess- 
ment of  venous  distension.  Clubbing  may  reflect  car- 
diac or  pulmonary  disease.  Cyanosis  develops  with 
cessation  of  circulation,  making  it  an  unreliable  EAE 
sign. 

Osier’s  nodes  and  Janeway  lesions  are  probably  im- 
munologic and  have  become  rare. 13  Cutaneous  pete- 
chiae are  evident;  palatal  petechiae  repeat  the  prob- 
lems of  postmortem  oral  examination,  and  Roth  spots 
hide  behind  corneal  clouding  and  retinal  autolysis.  Sus- 
picion of  unrecognized  endocarditis  serves  pathologists 


VOLUME  47,  NO.  9 


531 


Figure  1 

Figure  constitutes  a worksheet  for  recording  findings  of  EAE  and 
WORKSHEET  FOR  RECORDING  EAE  comparison  of  internal  findings;  this  may  be  photocopied. 

Autopsy  number (see  full  autopsy  report  for  additional  correlations) 


General 


Size  Obesity 
Character 


Distribution 

Distribution 

Icterus 


Edema 
Cachexia 

Prostheses,  instruments,  tubes  in  place 
Skin  Color  changes 

Local  lesions/ scars /punctures/ incisions 
Stomas  Striae  color 

Subcutaneous  nodules/emphysema 
HEENT  Scalp  mass  Fontanelles 

Facial  symmetry 
Arcus  senilis  Sclerae 

Xanthomas 

Otoscopy  Nares 

Gingiva  Mouth 

Signs  of  skull  fx 


Comments/ correlations 


Lead  where  supposed  to 


Airway  perforation? 


Facies 
Pupils  L R 
Conjunctiva 
Fundi 
Lip  clefts/lesions 
Sinuses 


Thyroid  size 


Nodules 


Lymph  nodes  Head  and  neck 
Periclavicular 
Axillary /epi trochlear 
Inguinofemoral 


Back  Bedsores 
Breasts  L 
R 

Respiratory  system  Barrel  chest 
Tracheal  deviation 
Percussion  note  L R 

Abdomen  Mass 


Kyphoscoliosis 
Accessory  nipples 


Edema 


Ascites 

Liver  palpation  MCL 
Percussion  span 
Spleen  palpation 
Sister  Joseph  nodule 
Gallbladder  palpation 
Grey  Turner's  sign 
Genitalia  Testes 

Cervix 
size 


Umbilical  stump 
Caput  medusae 

Percussion  MCL 

Percussion  AAL 
Exam  per  stomam 
Kidneys  < 


Other  scrotal  masses 
flexion 

leios  version 

Adnexae 

Perirectal  fluctuance 
nodules  character 

Occult  blood  in  stool 

Rib  fractures 

Neurologic  Tongue  SM/trapezius 

Flexion  contractures  Atrophy 

Limbs  Circumference  thigh  L R ; calf  L R 
Clubbing  Nails 

IE  signs  Fluctuant  vessels 


Vagina 
Uterus 
Septum 

Rectal  Intrinsic 
Prostate  size 
Blumer's  shelf 
Musculoskeletal 


Digit  length 
Gangrene 


Old  amputation  sites 


Pancreatitis? 


Bleeding  site 


Venous  milking  test 


Abbreviations:  AAL,  anterior  axillary  line;  fx,  fracture;  HEENT, 
head,  eyes,  ears,  nose,  throat  and  neck;  IE,  infective  endocarditis;  L, 
left;  leios,  leiomyomata;  MCL,  mid-clavicular  line;  R,  right;  SM, 
stemomastoid  muscle. 


Photographs  

Blood  collection 


Vitreous  collection^ 
Cultures 
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well  by  encouraging  sterile  heart  dissection  for  opti- 
mum cultures. 

Lethal  septicemia  can  follow  suppurative  throm- 
bophlebitis,14  which  may  occur  at  sites  of  percutaneous 
vascular  catheterization  as  well  as  cutdowns.  In  sepsis, 
fluctuant  sites  of  IV’s,  pacemakers,  arterial  lines,  etc., 
deserve  opening  for  culture  and  sampling. 

Abdomen:  Hepatosplenomegaly  is  detectable  by 
EAE.  Postmortem  dependent  fluid  flow  may  assist 
hepatic  or  splenic  percussion  by  redistributing  pul- 
monary edema  dorsally,  augmenting  the  difference  in 
percussion  note.  The  gallbladder  may  be  sought  by  pal- 
pation. 

Digital  examination  of  a colostomy  may  reveal  in- 
trinsic pathology,  e.g.  mucosal  recurrence  of  neoplasm; 
in  life,  discomfort  and  apprehension  often  enfeeble  this 
productive  procedure. 

Grey  Turners  sign  requires  generous  sampling  of 
the  apparent  flank  ecchymosis  for  histologic  and  per- 
haps biochemical  study.  As  Turner  originally  des- 
cribed,15 the  anterior  abdomen  frequently  develops 
artifactual,  similar  discoloration  postmortem. 

Genitalia:  Penile  histologic  correlation  is  limited  by 
concern  about  mutilating  the  body.  Scrotal  and  testi- 
cular masses  can  be  palpated. 

Vulvar  sampling  obeys  the  same  limits  as  penile. 
Since  bimanual  pelvic  examination  is  frequently  “de- 
ferred,” 16  and  since  postmortem  palpation  can  employ 
pressure  otherwise  reserved  for  examination  under 
anesthesia,  new  findings  are  common.  Masses  or  fluc- 
tuant septic  collections  might  be  discovered,  but  not 
suppurative  pelvic  thrombophlebitis. 

Rectal:  When  severe  rigor  mortis  hinders  hip  ab- 
duction, the  diener  (morgue  assistant)  can  support  the 
body  in  right  lateral  decubitus  position  to  permit  proper 
rectal  examination.  Prostatic  and  rectal  masses  may 
clarify  an  unknown  source  of  cancer;  prostatic  or  peri- 
rectal fluctuance,  the  source  of  a septicemia.  If  a Blu- 
mer’s  shelf  is  found,  distal  rectum  removed  with  the  or- 
gan block  demonstrates  the  shelf  best. 

Stool  recovered  on  the  examining  glove  should  be 
tested  for  occult  blood;  the  bowel  will  be  opened  more 
carefully  if  unexpected  blood  is  found.  If  the  duration  of 
gastrointestinal  bleeding  is  uncertain  clinically,  one 
can  repeat  the  test  on  contents  from  several  cleanly 
opened  points  in  the  gut.  Preneutralization  of  gastric 
acid  with  sodium  hydroxide  improves  yield. 17 

Joints:  Rheumatoid  hand  deformities  raise  differen- 
tial diagnoses  of  extra- articular  rheumatoid  disease; 
needle  biopsy  of  synovium  may  help. 

Limbs:  One  can  see  and  feel  atrophy  of  limb  mus- 
cles, and  correlate  with  the  site  of  damage:  muscle, 
nerve,  spinal  cord  and  root,  brainstem  or  brain.  Arach- 
nodactyly  in  sudden  death  suggests  Marfan’s  syndrome 
with  dissecting  hematoma  of  the  aorta. 


Musculoskeletal  system:  Rib  fractures  can  be  pal- 
pated, and  then  confirmed  during  evisceration.  They 
can  explain  otherwise  unaccountable  hemopericardium, 
hemothorax,  or  effusion.  Kyphoscoliosis  can  contribute 
to  respiratory  dysfunction  even  with  normal  lungs. 
Hunchback  supports  tuberculosis  as  the  cause  of  old 
granulomas. 

Neurologic:  Examination  of  function  so  imbues  neuro- 
logic evaluation,  that  only  indirect  evidence  can  be  as- 
certained externally  postmortem;  flexion  contractures 
and  atrophy  bespeak  motor  damage,  Charcot  joints 
sensory  loss.  Anisocoria,  facial  asymmetry,  lingual 
hemiatrophy  and  atrophy  of  sternomastoid  or  trapezi- 
us indicate  damage  to  III,  VII,  XII  and  XI  respective- 
ly, or  their  proximal  representations. 

Perinatal:  Congenital  abnormalities  replace  tumors 
and  infection  as  the  most  sought  pathology.  Innumer- 
able rare  congenital  syndromes  are  diagnosed  by  in- 
spection. The  short  palpebral  fissures,  short  nose, 
hypoplastic  philtrum,  flattened  maxilla  and  thinned 
upper  vermilion  of  the  common  fetal  alcohol  syndrome 18 
are  not  widely  enough  known.  Potter’s  and  Down’s 
facies  are  never  forgotten. 

One  seeks  infection  of  the  umbilical  stump  (throm- 
bosis proximal  to  the  clamp  is  normal).  Bulging  fon- 
tanelles  more  often  reflect  hemorrhage  than  infection; 
they  sometimes  collapse  after  death. 

Conclusion:  The  quality  of  autopsy  practice  can  be 
raised  by  using  the  external  autopsy  examination  as  a 
signpost  in  the  hunt  for  explanations  of  life  and  death. 
Every  practitioner  can  perform  the  maneuvers  listed 
above  in  a few  minutes  per  case.  Even  modest  exper- 
tise will  command  respect  from  clinicians  attending  the 
procedure,  and  excitement  from  students  and  trainees. 
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MOST  INFLUENTIAL  ORGANIZATION  in  the  health  policy  arena  is  the  AMA,  according 
to  the  U.  of  Chicago.  The  preliminary  finding  was  the  result  of  a 
two-year  study  examining  health  policy  influences  from  1971  through  1980. 

Ninety  percent  of  the  “major  actors”  in  135  health  care  organizations, 
both  private  and  public,  told  interviewers  that  the  AMA  stood  out  as 
especially  influential  in  formulating  national  health  policy. 

Informants  were  allowed  to  list  as  many  organizations  as 
they  thought  appropriate.  When  the  results  were 
tabulated,  AMA  ranked  higher  than  the  U.S.  Dept,  of  Health 
and  Human  Service,  Office  of  Management  and  Budget,  White 
House,  or  any  of  the  health -related  committees  or 
subcommittees  of  the  U.S.  House  of  Representatives  or 
Senate. 

After  the  AMA,  the  next  highest  ranked  non-government  organization  was  the 
American  Hospital  Assn.,  which  was  in  eighth  place.  The  AHA  was  followed, 
in  turn,  by  the  AFL-CIO  (13).  Blue  Cross/Blue  Shield  (14),  Assn,  of 
American  Medical  Colleges  (31),  National  Governors  Assn.  (33), 

Pharmaceuticals  Manufacturing  Assn.  (35),  American  Cancer  Society  (37), 

American  Assn,  of  Retired  Persons/National  Retired  Teachers  Assn.  (38), 

American  Heart  Assn.  (41),  Chamber  of  Commerce  and  United  Auto  Workers 
(tied  for  42nd  place),  American  Public  Health  Assn,  and  National  Academy 
of  Sciences/Institute  of  Medicine  (tied  for  44th  place).  American  Nurses 
Assn,  and  Federation  of  American  Hospitals  (tied  for  4bth  place),  and 
Health  Insurance  Assn.  (51). 

The  investigation  was  directed  by  Edward  O.  Laumann. 
chairman,  U.  of  Chicago  sociology  department. 

— AMA  Newsletter , May  23,  1983 
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Ruptured  Iliac  Artery  Aneurysms:  Analysis  of  56  Cases 

NGHIA  M.  VO,  M.D. , JOHN  C.  RUSSELL,  M.D.  AND  DONALD  R.  BECKER,  M.D. 


ABSTRACT— Four  cases  of  ruptured  iliac  artery 
aneurysms  and  52  other  cases  reported  in  the 
literature  form  the  basis  of  this  report.  Etiologies  in- 
clude: atherosclerosis  (89%),  mycotic  infection  (5%), 
pregnancy  (4%)  and  trauma  (2%).  Males 
predominate:  5/1.  Abdominal  pain  (65%),  rectal  or 
abdominal  mass  (41%),  urinary  symptoms  (23%), 
and  rectal  bleeding  (14%)  were  the  main  presenting 
symptoms.  Associated  abdominal  aortic  and  con- 
tralateral iliac  artery  aneurysms  are  found  in  14% 
and  36%  respectively.  Rupture  occurs  more  frequent- 
ly on  the  right  side  (54%),  and  involves  the 

Iliac  artery  aneurysms  are  rare,  with  an  occurrence 
one  tenth  that  of  aortic  aneurysms.  ' They  can  be 
isolated  or  associated  with  an  aneurysm  of  the  aorta 
(AAA)  or  the  contralateral  iliac  system.  Because  of  their 
location,  they  are  usually  asymptomatic  until  they  reach 
a certain  size  and  finally  rupture.  Four  cases  of  ruptured 
iliac  artery  aneurysms  seen  at  two  institutions  along  with 
52  other  cases  reported  in  the  literature  from  1914  to  1980 
form  the  basis  of  this  report. 

Patients 

Clinical  data  pertinent  to  the  four  patients  seen  at  our 
institution  are  summarized  in  Table  1.  Selected  cases 
follow: 

Case  I:  A 67-year-old  hypertensive,  hemiplegic  female  was  admit- 
ted for  work-upof  anemia  (hematocrit  of  19  ml%)  in  July  of  1979.  She 
was  found  to  have  associated  renal  failure  (BUN:  121  mg/dl, 
creatinine:  13  mg/dl).  Retrograde  urography  showed  bilateral 

hydroureteronephrosis,  more  marked  on  the  left  side,  from  extrinsic 
compression  at  the  pelvic  rim.  A mass  was  felt  in  the  left  lower 
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hypogastric  artery  (50%),  the  common  iliac  artery 
(43  % ) and  the  external  iliac  artery  (7  % ) in  this  series 
of  56  cases.  Rupture  into  the  peritoneal  and 
retroperitoneal  spaces  is  most  common,  but  it  can  also 
occur  into  the  rectosigmoid  colon,  ureter,  duodenum 
and  bladder.  The  overall  mortality  is  46%.  Of  those 
operated  on,  67%  survived.  Subtotal  resection  and 
grafting  is  recommended  for  large  hypogastric  artery 
aneurysms.  The  diagnosis  of  ruptured  iliac  artery 
aneurysm  is  difficult  and  strong  suspicion  will  lead  to 
early  diagnosis  and  treatment  of  this  dangerous 
condition. 

quadrant  along  with  a drop  in  the  hematocrit  following  an  unsuccessful 
percutaneous  nephrostomy.  Two  days  later,  she  became  hypotensive 
and  arrested.  Following  resuscitation,  angiography  which  was 
scheduled  prior  to  that  incident,  was  performed  and  showed  a leaking 
hypogastric  artery  aneurysm.  Subtotal  resection  of  the  aneurysm  with 
graft  interposition  between  the  common  and  external  iliac  artery  was 
performed  on  an  emergency  basis.  She  recovered  from  a stormy  post- 
operative course  and  was  discharged  three  months  later.  She  is  still 
alive  three  and  a half  years  later,  with  marked  improvement  of  her 
renal  status. 

Comment:  The  diagnosis  could  have  been  made  earlier  with  the 
association  of  a pelvic  mass  compressing  the  ureter,  the  sudden  ap- 
pearance of  a mass  in  the  lower  quadrant  and  falling  hematocrit. 
Angiograms  taken  at  that  time  would  have  disclosed  the  diagnosis.  The 
obstructive  uropathy  was  markedly  improved  following  decompres- 
sion of  the  aneurysmal  sac  and  vascular  reconstruction. 

Case  IV:  An  82-year-old  male  was  admitted  in  shock  with  a 
preoperative  diagnosis  of  ruptured  AAA.  Abdominal  aortic 
aneurysmorrhaphy  was  performed.  Following  release  of  the  vascular 
clamps,  moderate  bleeding  was  encountered  in  the  pelvis.  Careful 
reevaluation  showed  a ruptured  iliac  aneurysm  which  was  also  treated 
surgically. 

Comment:  The  site  of  rupture  may  be  incorrectly  diagnosed, 
especially  when  there  is  a large  retroperitoneal  hematoma. 

Discussion 

Atherosclerosis  is  the  most  common  cause  of  iliac 
aneurysms  (89%  in  this  collected  series  of  56  patients). 
Three  cases  of  mycotic  aneurysms  occurred  following 
an  episode  of  bacterial  endocarditis, 2 septicemia  secon- 
dary to  gangrenous  toes, 3 and  pyelonephritis. 4 Two 
unusual  cases  of  ruptured  aneurysms  developed  follow- 
ing pregnancy 5 6 and  were  thought  to  be  related  to 
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Table  1 

CLINICAL  DATA  OF  FOUR  CASES  OF  RUPTURED  ILIAC  ANEURYSMS 


Age 

Sex 

Symptoms 

Artery 

Involved 

Associated 

Aneurysm 

Site  of 
Hematoma 

Survival 

1.  67F 

Anemia  Renal 
failure 

Hypogastric 

left 

Bilateral 
common  iliac 

Pelvic 

Alive 

2.  59M 

Abdominal 

pain 

right  common 
iliac 

aortic,  common 
iliac  left 

Retroperitoneum 

Alive 

3.  70M 

Shock 

right  common 
iliac 

aortic,  left 
common  iliac 

Peritoneum 

Died 

4.  82 M 

Shock 

Hypogastric 

aortic 

Peritoneum 

Alive 

left 


Table  2 

CLINICAL  PRESENTATION 

Symptoms 

Atherosclerosis 
(50  pts) 

Other 
(6  pts) 

Total 

(56) 

Pain 

-lower  abdomen 

15 

1 

-thigh,  leg 

6 

25  out  of  38 

-flank 

3 

reported  cases  (65%) 

Mass 

-abdomen 

8 

1 

-rectal 

7 

16/39:  41% 

Urinary  Sx 

-obstruction 

3 

1 

-hematuria 

4 

2 

-other 

2 

1 

13/56:  23% 

Bleeding 

-rectal 

9 

-UG1 

1 

10/56:  17% 

Shock 

10 

4 

14/56:  25% 

Table  3 

ORGANS  OR  CAVITIES  INVOLVED  DURING  RUPTURE  (FISTULIZATION) 


Atherosclerosis  Other  Total 

50  pts  6 pts  56  pts 


Peritoneal  cavity 

25 

1 

26 

46% 

Pelvic  cavity 

10 

3 

13 

23% 

Rectosigmoid,  rectum 

8 

8 

14% 

Ureter 

3 

1 

4 

7% 

Duodenum 

2 

2 

4% 

Bladder 

1 

1 

2 

4% 

Intramural  dissection 

1 

1 

2% 

hemodynamic  changes  in  the  pelvis  during  and  after 
pregnancy. 5 Rous7  described  a post-traumatic 
aneurysm  rupturing  into  the  bladder. 

In  the  atherosclerotic  group,  there  is  a strong  male 
predominance.  The  mean  age  is  69.  Hypogastric  artery 
aneurysms  are  the  most  common  (50%)  of  all  iliac 
aneurysms,  followed  by  those  of  the  common  iliac 
(43%)  and  external  iliac  arteries  (7%). 

Abdominal  pain  was  the  presenting  symptom  in  65  % 
of  cases,  most  commonly  located  in  the  lower  abdomen 
and  flank  area.  Pain  felt  in  the  thigh  or  leg  was  due  to 
irritation  of  the  femoral  or  sciatic  nerves. 

Forty-one  per  cent  of  patients  presented  with  a mass, 
either  rectal  or  abdominal  (Table  2).  After  rupture,  a 
mass  is  felt  in  the  majority  of  patients.  A rectal  mass, 
especially  if  pulsatile,  in  an  elderly  patient  who  suddenly 
becomes  hypotensive,  should  raise  suspicion  of  a rup- 
tured iliac  aneurysm. 

Because  of  its  location,  compression  of  the  ureter  by 
an  hypogastric  aneurysm  can  be  encountered.  Although 
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the  latter  is  usually  unilateral,  involvement  of  both 
ureters  may  also  occur. 8 Urinary  symptoms  are 
variable.  Four  patients  had  obstructive  uropathy:  three 
from  hypogastric  artery  aneurysms8  21  (Case  I),  one 
from  a common  iliac  artery  aneurysm.  1 If  the  obstruc- 
tion is  caused  by  stretching  or  compression  of  the  ureter, 
partial  resection  of  the  aneurysm  for  decompressive  pur- 
pose is  advised.  If  the  ureter  is  encased  in  a dense 
perianeurysmal  fibrosis,  ureterolysis  is  indicated  for 
relief  of  the  obstruction. 9 

Ruptures  into  the  retroperitoneum  and  peritoneal 
cavities  are  most  common  and  account  respectively  for 
46  and  33%  of  cases  (Table  3).  Other  organs  may  also 
be  involved. 

Eight  patients  presented  with  rectal  bleeding.  I1015  22 
Five  patients  had  some  type  of  intermittent  bleeding 
many  days  prior  to  admission.  Bleeding  was  due  to  rup- 
ture into  the  rectum  (five  cases),  the  sigmoid  colon 
(two),  or  the  rectosigmoid  colon  (one)  by  four 
hypogastric  and  four  common  iliac  artery  aneurysms. 
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Four  of  these  eight  patients  died  of  exsanguination,  one 
from  post-operative  renal  failure  and  sepsis.  Of  the  three 
survivors,  two  were  treated  by  exclusion-ligation,1  “ 
one  by  resection  of  the  aneurysm. 

Four  cases  of  fistulization  into  the  ureter4  lx  16  17  have 
been  reported,  three  of  them  occurring  after  a previous 
cystectomy  or  nephrectomy. 7 16  17  Two  cases  of  rup- 
ture into  the  bladder  were  encountered,  one  related  to  a 
post-traumatic  iliac  artery  aneurysm.  7 Two  common  il- 
iac artery  aneurysms  ruptured  into  the  duodenum, 3' 18 
and  one  of  the  patients  died  of  exsanguinating 
hematemesis.  These  were  saccular  aneurysms  which 
were  growing  superiorly  in  the  direction  of  the 
duodenum,  instead  of  the  normal  anterior  or  lateral 
growth. 

Associated  abdominal  aortic  aneurysms  were  found  in 
14%  of  patients  and  contralateral  iliac  aneurysms  in 
35%.  When  diagnosed,  most  iliac  artery  aneurysms 
were  larger  than  five  centimeters  in  size.  However,  rup- 
ture can  occur  independently  of  the  size  of  the  aneurysm 
itself.  A fairly  small  (two  cm)  hypogastric  artery 
aneurysm  was  described  to  have  ruptured  into  the 
sigmoid  colon.  15 

Three  patients  were  operated  on  with  a preoperative 
diagnosis  of  ruptured  AAA  19  (Case  IV).  After  aortic 
aneurysmorrhaphy  and  release  of  vascular  clamps, 
bleeding  was  encountered  in  the  pelvis  allowing  the 
detection  of  a ruptured  iliac  artery  aneurysm.  We  sug- 
gest that  in  case  of  multiple  associated  aneurysms,  all 
possible  sites  of  rupture  should  be  identified  prior  to 
reconstruction. 

In  this  collected  series  of  56  cases,  the  overall  mortali- 
ty was  46%.  Thirty  out  of  45  patients  survived  after 
surgical  intervention,  (33%  operative  mortality). 
However,  the  mortality  was  100%  for  the  11  patients 
with  untreated  ruptured  aneurysms,  because  of  delay  in 
diagnosis.  It  is  higher  with  ruptured  common  iliac  artery 
aneurysms  than  with  ruptured  hypogastric  aneurysms 
(43  versus  24%).  In  the  latter,  tamponade  usually  con- 
tained the  hematoma  in  the  pelvis,  resulting  in  a delayed 
hemodynamic  decompensation,  allowing  more  time  for 
resuscitation  and  surgical  intervention  (as  in  Case  I),  if 
the  diagnosis  can  be  made  early.  However,  control  of 
the  bleeding  from  an  hypogastric  artery  aneurysm  can  be 
very  difficult  because  of  its  location. 

Because  of  these  various  reasons  (difficulty  in 
diagnosis,  access  problems  . . .)  resection  or  bypass 
have  thus  been  recommended  electively  for  asymp- 
tomatic iliac  artery  aneurysms  greater  than  four  cen- 
timeters in  diameter. 20  Ruptured  iliac  aneurysms  can 
be  treated  by  various  surgical  procedures:  ligation, 
resection,  ligation  with  partial  resection,  partial  or  total 
resection  with  grafting.  Either  resection  alone  or 
ligation-exclusion  alone  can  be  used  for  small  isolated 
aneurysms  (less  than  four  cm)  of  the  external  or  com- 
mon iliac  arteries.  In  the  case  of  a hypogastric 


aneurysm,  resection  alone  usually  results  in  con- 
siderable bleeding l9- 23  because  of  the  dense  inflam- 
matory adhesions  to  the  pelvic  viscera  or  iliac  vein.  On 
the  other  hand,  if  the  same  large  hypogastric  aneurysm 
is  treated  by  ligation  alone,  extrinsic  compression  of  the 
adjacent  organs  by  the  aneurysm  itself  may  not  be  reliev- 
ed. Wirthlin  19  suggested  in  these  cases  excision  of  the 
supero-medial  wall  of  the  aneurysm  with  suture-ligation 
of  its  distal  half.  This  method  has  been  used  in  eight 
cases  in  this  series,  with  one  death.  Since  most 
hypogastric  aneurysms  seem  to  originate  at  the  trifurca- 
tion or  have  a very  short  and  wide  neck,  since  compres- 
sion of  adjacent  organs  may  be  severe,  the  above  method 
may  not  be  the  ideal  one.  We  suggest,  as  in  Case  I,  sub- 
total resection  with  decompression  of  most  of  the 
hypogastric  aneurysm,  suture-ligation  of  its  most  distal 
end,  and  reanastomosis  of  the  external  and  common  iliac 
arteries  using  a vascular  graft.  This  has  been  performed 
in  seven  cases  in  this  series  with  no  mortality. 

The  diagnosis  of  an  iliac  artery  aneurysm  prior  to  rup- 
ture is  difficult  because  of  its  rarity,  its  location  and  the 
variety  of  symptoms.  The  latter  are  usually  related  to 
compression,  by  a large  or  an  enlarging  aneurysm,  of 
the  pelvic  structures  (nerves,  ureters,  colon, 
vessels  . . . ).  The  diagnosis  may  be  more  obvious  at  the 
time  of  rupture. 

The  purpose  of  this  report  is  to  cast  some  lights  on  this 
rare  entity  which  the  general  practitioner  will  encounter 
more  and  more  frequently  because  of  the  increase  in 
longevity  of  the  population.  The  key  to  diagnosis  is 
based  on  a strong  suspicion  of  an  aneurysmal  disease  in 
an  elderly  patient  who  has  very  unusual,  progressive  and 
unrelenting  pelvic  symptoms. 
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Severe  Chronic  Transplacental  Hemorrhage  in  a Newborn 

PHILIP  WARREN,  M.D.  AND  CAROLYN  HUDSON,  M.D. 


ABSTRACT— A newborn  term  infant  with  severe 
anemia  due  to  chronic  transplacental  maternal-fetal 
hemorrhage  is  described.  The  diagnosis  and  the 
management  is  discussed. 

Anemia  in  the  newborn  infant  as  a consequence  of  a 
transplacental  fetal-maternal  bleed  is  a well-known 
clinical  phenomenon.  ' : We  wish  to  report  a case 
unusual  both  in  the  severity  of  the  anemia  and  the 
remarkable  degree  of  homeostatic  adjustment  evidenced 
by  the  clinical  condition  of  the  infant. 

Case  Report 

A 3200  gram  male  infant  was  bom  to  a 26-year-old  gravida  2,  para 
1 mother  after  an  uncomplicated  term  pregnancy.  The  mother  had  type 
A,  Rh  positive  blood,  and  her  VDRL  serology  was  nonreactive.  She 
received  no  medications  during  her  pregnancy  other  than  prenatal 
vitamins  with  iron.  Delivery  was  carried  out  with  epidural  anesthesia. 
The  mother  denied  bleeding,  trauma,  or  any  family  history  of  bleeding 
diatheses. 

Labor  was  spontaneous,  and  delivery  vaginal  with  vertex  presenta- 
tion. No  forceps  were  required.  Apgar  scores  were  five  at  one  minute 
and  eight  at  five  minutes.  No  resuscitation  was  required.  Cord  blood 
was  type  A,  Rh  positive.  Direct  Coombs  test  was  negative.  The  baby 
was  noted  to  be  pale.  Pulse  rate  was  132/min,  respiratory  rate  33/min, 
blood  pressure  56/26  TORR  in  right  arm  and  temperature  35.8  C.  The 
infant’s  activity  was  normal  and  there  were  no  abnormal  physical 
findings  for  an  appropriately  grown  term  male  except  marked  pallor. 

The  following  laboratory  values  were  obtained  from  cord  blood: 
hemoglobin  6.5  gm/dl;  hematocrit  19.1%;  platelets  218,000/cu  ml; 
WBC  11,000/cu  ml.  Peripheral  blood  smear  showed  polychromasia, 
many  reticulocytes,  and  no  evidence  of  hemolysis.  At  four  hours  of 
age  additional  laboratory  data  were  obtained.  The  total  bilirubin  was 
2.8  mg/dl  with  a direct  of  1.5  mg/dl.  Stool  guaiac  was  negative.  Ex- 
amination of  maternal  peripheral  blood  smear  using  the  Kleihauer- 
Betke  technique  3 demonstrated  that  7.3%  of  maternal  red  cells  con- 
tained fetal  hemoglobin.  At  this  time  an  initial  packed  red  blood  cell 
transfusion  was  given  to  deliver  8cc/kg.  Within  12  hours  post- 
transfusion, the  hemoglobin  was  9.9  mg/dl.  On  the  second  day  of  life 
a second  smaller  packed  red  blood  cell  transfusion  was  given.  The  pa- 
tient remained  normotensive  and  asymptomatic  with  marked  improve- 
ment in  color.  Heme-profiles  before  and  after  transfusions  are  depicted 
in  the  Table.  Serum  bilirubin  reached  a maximum  of  7.3  mg/dl  on  the 
third  day  of  life  and  required  no  intervention. 

Following  transfusions  the  patient  fed  well,  tolerated  a circumcision 
uneventfully,  and  was  discharged  on  the  sixth  day  of  life.  At  one 
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month  of  age  the  infant  was  observed  to  be  well,  with  a hemoglobin 
of  12.4  mg/dl. 


Table 

HEMATOLOGIC  DATA 


Test  Results 

Cord  Blood 

Day  3 of  Life  Day  5 of  Life 

WBC/cu  ml  x 103 

18.4 

15.0 

11.3 

RBC/cu  ml  x 106 

1.69 

3.92 

3.82 

hemoglobin,  mg/dl 

6.5 

13.2 

12.2 

hematocrit  % 

19.1 

38.4 

37.4 

reticulocytes  % 

19.8 

13.8 

platelets/cu  ml  x 103 

218 

140 

205 

Discussion 

Differential  staining  techniques  of  the  maternal  blood 
smear  permitted  identification  and  quantification  of  fetal 
blood  in  the  maternal  circulation.  1 7.3%  of  maternal 
red  blood  cells  contained  fetal  hemoglobin,  indicating  an 
estimated  fetal-maternal  transfusion  of  approximately 
365cc. 4 5-6  Assuming  a fetal  blood  volume  of  90 
cc/kg, 7 this  represents  a total  loss  to  the  fetus  during 
gestation  of  125%  of  its  estimated  blood  volume.  In  the 
face  of  this  extraordinary  challenge  to  homeostasis,  the 
infant  appeared  well,  aside  from  the  marked  pallor,  and 
displayed  no  cardiorespiratory  distress.  No  hepato- 
splenomegaly  was  present  to  indicate  a significant  de- 
gree of  extra-medullary  hematopoiesis.  This  massive 
loss  of  infant’s  blood  had  apparently  taken  place  slowly 
over  a long  period  of  time  allowing  for  reasonable 
homeostasis  to  be  maintained. 
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BEHIND  THE  FACE 
OF  HYPERTENSION 

New  evidence, for  central  control 


Statement  on  the  Insanity  Defense 

AMERICAN  PSYCHIATRIC  ASSOCIATION 


Introduction 

Long  before  there  was  psychiatry,  there  was  the  in- 
sanity defense.  The  idea  that  the  insane  should  not  be 
punished  for  otherwise  criminal  acts  began  to  develop 
in  the  twelfth  century  as  part  of  the  more  general  idea 
that  criminal  punishment  should  be  imposed  only  on 
persons  who  were  morally  blameworthy.  In  the  thir- 
teenth century,  Bracton,  the  first  medieval  jurist  to  deal 
with  the  subject  of  insanity  and  crime  stated,  “For  a 
crime  is  not  committed  unless  the  will  to  harm  be  pre- 
sent.” The  earliest  documented  case  of  a jury  acquittal 
on  grounds  of  unsound  mind  occurred  in  1 505 . 1 

In  his  treatise  on  the  History  of  the  Pleas  of  the 
Crown  published  posthumously  in  1736,  England’s 
Lord  Mathew  Hale  explained  that  the  insanity  de- 
fense was  rooted  in  the  fundamental  moral  assump- 
tions of  the  criminal  law:2 
Man  is  naturally  endowed  with  these  two  great 
faculties,  understanding  and  liberty  of  will . . . The 
consent  of  the  will  is  that  which  renders  human  ac- 
tions either  commendable  or  culpable  . . . (I)t  fol- 
lows that,  where  there  is  a total  defect  of  the  under- 
standing, there  is  no  free  act  of  the  will . . . 

Thus  it  is  a long-standing  premise  of  the  criminal  law 
that  unless  a defendant  intentionally  chooses  to  commit 
a crime,  he  is  not  morally  blameworthy,  and  he  should 
not  be  punished.  By  singling  out  certain  defendants  as 
either  lacking  free  will  or,  alternatively,  lacking  suf- 
ficient understanding  of  what  they  do,  the  insanity  de- 
fense becomes  the  exception  that  proves  the  rule.  In  the 
law’s  moral  paradigm,  other  criminal  defendants,  those 
who  do  not  receive  an  insanity  defense,  are  thus  found 
blameworthy. 

Despite  these  general  premises  in  the  criminal  law, 
many  questions  have  persisted  about  the  insanity 
defense  such  as  how  best  to  define  criminal  insanity 
(what  the  legal  test  should  be)  and  what  should  happen 
to  criminal  defendants  once  they  are  found  “insane.” 
The  history  of  the  insanity  defense  has  been  one  of  peri- 
odic revisions  of  standards,  public  debate,  and  conten- 


tion. This  has  been  the  case  especially  when  the  in- 
sanity defense  is  highlighted  by  a case  involving  a de- 
fendant who  has  attempted  to  harm  a well-known  person. 

The  modern  formulation  of  the  insanity  defense  de- 
rives from  the  “rules”  stated  by  the  House  of  Lords  in 
Daniel  M’Naghten’s  case  (1843).  M’Naghten  was 
indicted  for  having  shot  Edward  Drummond,  secretary 
to  Robert  Peel,  the  Prime  Minister  of  England.  The 
thrust  of  the  medical  testimony  was  that  M’Naghten 
was  suffering  from  what  today  would  be  described  as 
delusions  of  persecution  symptomatic  of  paranoid 
schizophrenia.  The  jury  returned  a verdict  of  not  guilty 
by  reason  of  insanity.  This  verdict  became  the  subject 
of  considerable  popular  alarm  and  was  regarded  with 
particular  concern  by  Queen  Victoria.  As  a result,  the 
House  of  Lords  asked  the  judges  of  that  body  to  give  an 
advisory  opinion  regarding  the  answers  to  five  questions 
“on  the  law  governing  such  cases.”  The  combined 
answers  to  two  of  these  questions  have  come  to  be 
known  as  M’Naghten’s  Rules. 

(T)o  establish  a defense  on  the  ground  of  insanity,  it 
must  be  clearly  proved  that,  at  the  time  of  the  comit- 
ting  of  the  act,  the  party  accused  was  labouring 
under  such  a defect  of  reason,  from  disease  of  the 
mind,  as  not  to  know  the  nature  and  quality  of  the  act 
he  was  doing;  or  if  he  did  know  it,  that  he  did  not 
know  he  was  doing  what  was  wrong. 

M’Naghten  quickly  became  the  prevailing  approach 
to  the  insanity  defense  in  England  and  in  the  United 
States,  even  though  this  formulation  was  criticized 
often  because  of  its  emphasis  on  the  defendant's  lack  of 
intellectual  or  cognitive  understanding  of  what  he  was 
doing  as  the  sole  justification  for  legal  insanity.  M'Nagh- 
ten's  case  was  followed  by  a public  response  not  unlike 
that  of  the  public’s  response  to  the  John  Hinckley  case. 

Ye  people  of  England  exult  and  be  glad 
For  ye’re  now  at  the  will  of  the  merciless  mad  . . . 
For  crime  is  no  crime — when  the  mind  is  unsettled. 
(The  Times,  1843) 3 

Over  the  last  150  years,  legal  formulations  for  in- 
sanity other  than  M’Naghten  have,  from  time  to  time. 
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been  adopted  in  certain  jurisdictions,  e.g.,  the  “irresis- 
tible impulse”  formulation.4  Judge  David  Bazelon  was 
midwife  to  the  “product  of  mental  illness”  test  for 
insanity  employed  in  the  District  of  Columbia  from 
1954  through  1972. 5 However,  the  “product  of  mental 
illness”  test  was  originally  formulated  in  New  Hamp- 
shire in  1 869. 6 

The  alternative  formulation  for  the  insanity  defense 
best  known  besides  M'Naghten  is  that  proposed  by  the 
drafters  of  the  Model  Penal  Code  during  the  1 950s,  the 
so-called  ALI  (American  Law  Institute)  test.  Section 
4.01  of  the  Model  Penal  Code  provides: 

A person  is  not  responsible  for  criminal  conduct  if  at 
the  time  of  such  conduct  as  a result  of  mental  disease 
or  defect  he  lacks  substantial  capacity  either  to  ap- 
preciate the  criminality  (wrongfulness)  of  his  con- 
duct or  to  conform  his  conduct  to  the  requirements  of 
law. 

This  was  the  test  employed  in  the  Hinckley  case. 

The  ALI  (Model  Penal  Code)  approach  to  insanity 
differs  from  M’Naghten  in  three  respects.  First,  ALI 
substitutes  the  concept  of  “appreciation”  for  that  of 
cognitive  understanding  in  the  definition  of  insanity, 
thus  apparently  introducing  an  affective,  more  emo- 
tional, more  personalized  approach  for  evaluating  the 
nature  of  a defendant’s  knowledge  or  understanding. 
Second,  the  ALI  definition  for  insanity  does  not  insist 
upon  a defendant’s  total  lack  of  appreciation  ( knowledge) 
of  the  nature  of  his  conduct  but  instead  that  he  only 
“lacks  substantial  capacity.”  Finally,  ALI,  like  the  “ir- 
resistible impulse”  test,  incorporates  a so-called  voli- 
tional approach  to  insanity,  thus  adding  as  an  indepen- 
dent criterion  for  insanity  the  defendant’s  ability  ( or  in- 
ability) to  control  his  actions. 

Through  court  rulings,  the  ALI  approach  to  crimi- 
nal insanity  has  been  adopted  in  all  federal  jurisdictions. 
It  has  been  adopted  by  legislation  or  judicial  ruling  in 
about  half  the  states.  Some  variation  of  M’Naghten  is 
the  exclusive  test  of  insanity  in  about  one-third  of  the 
states.  A handful  of  states  (6)  supplement  M’Naghten 
with  some  variation  of  the  “irresistible  impulse”  test. 
Only  New  Hampshire  continues  to  use  the  “product  of 
mental  illness”  test  Montana  and  Idaho  have  abolished 
the  insanity  defense  in  recent  years  or  at  least  that  form 
of  the  defense  that  requires  the  defendant  to  meet  one  of 
the  above-mentioned  special  legal  tests  or  formula- 
tions for  insanity. 

Interestingly,  the  United  States  Supreme  Court  has 
never  ruled  whether  the  availability  for  defendants  of 
an  insanity  defense  is  constitutionally  compelled.  Nor 
has  the  legislature  of  the  United  States  (the  Congress) 
yet  adopted  one  or  another  of  the  traditional  insanity 
defense  formulations  for  use  in  the  federal  courts. 
Earlier  in  the  twentieth  century,  three  state  courts 
(Washington,  Mississippi,  and  Louisiana)  ruled  that 
recognition  of  the  insanity  defense  was  constitutionally 
required. 
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Despite  the  attention  given  to  the  insanity  defense  by 
legal  scholars  and  the  continuing  debates  about  the  role 
that  psychiatry  should  play  in  the  administration  of 
defense,  it  should  be  noted  that  successful  invocation  of 
the  defense  is  rare  (probably  involving  a fraction  of  1 
percent  of  all  felony  cases).7  8 While  philosophically 
important  for  the  criminal  law,  the  insanity  defense  is 
empirically  unimportant.  Making  changes  in  the  insanity 
defense  will  hardly  be  the  panacea  for  reducing  crime. 

Historically,  defendants  who  were  found  insane  also 
did  not  usually  regain  their  freedom.  Instead,  they  often 
spent  many  years,  if  not  their  whole  lifetimes,  locked 
away  in  institutions  for  the  criminally  insane.  Informa- 
tion also  suggests  that  despite  the  prominence  given  the 
insanity  defense  through  well  publicized  trials,  the 
majority  of  such  successful  defenses  (rather  than  being 
awarded  by  juries  after  criminal  trials)  occur,  instead, 
by  concurrence  between  the  prosecution  and  defense. 
Thus,  in  many  instances,  the  insanity  defense  functions 
in  a noncontroversial  manner  to  divert  mentally  ill  of- 
fenders from  the  criminal  justice  system  to  the  mental 
health  system. 

As  has  recently  been  summarized  by  persons  testi- 
fying before  Congress  in  the  wake  of  the  John  Hinckley 
verdict,  there  is  also  a great  deal  that  is  unknown  and 
not  very  well  studied  about  the  insanity  defense.  For 
example,  contrary  to  popular  belief,  what  little  evi- 
dence there  is  suggests  that  the  insanity  defense  is  not 
solely  or  exclusively  a defense  of  the  rich.9  Nor  is  it  a 
defense  that  is  confined  to  defendants  who  are  accused 
only  of  violent  crimes. 

During  the  last  ten  years,  interest  in  abolishing  or 
modifying  the  insanity  defense  has  been  renewed  be- 
cause of  several  factors.  Public  officials,  speaking  for  a 
growing  conservative  consensus  and  a public  under- 
standably disturbed  by  the  failures  of  the  entire  criminal 
justice  system,  have  championed  the  cause  that  the 
insanity  defense  is  one  more  indication  that  the  country 
is  “soft  on  crime.”  Thus,  in  1973  President  Nixon 
called  for  the  abolition  of  the  insanity  defense  noting 
that  this  proposal  was  “the  most  significant  feature  of 
the  Administration’s  proposed  criminal  code.” 

A 1981  Attorney  General’s  Task  Force  on  Violent 
Crime  proposed  federal  legislation  to  create  a verdict  of 
“guilty  but  mentally  ill,”  similar  to  legislation  that  had 
been  passed  in  a few  states  such  as  Illinois  and  Michigan. 

The  hardening  of  American  attitudes  about  crime 
has  not  been,  however,  the  only  cause  of  concern  about 
the  insanity  defense.  Over  the  last  decade,  as  a conse- 
quence of  some  civil  libertarian-type  court  rulings  that 
insanity  acquittees  may  not  be  subjected  to  procedures 
for  confinement  that  are  more  restrictive  than  those 
used  for  civil  patients  who  have  not  committed  criminal 
acts,  the  insanity  defense  became  a more  attractive  al- 
ternative for  defendants  to  plead.  As  noted  by  Stone, 
over  the  last  decade  and  for  the  first  time  in  history,  a 
successful  plea  of  insanity  had  “real  bite.”10  Modern 
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psychiatric  treatment,  particularly  the  use  of  antipsy- 
chotic drugs,  permits  the  seeming  restoration  of  sanity 
for  many  defendants,  even  if  it  cannot  be  known  with 
certainty  whether  such  acquittees  still  remain  danger- 
ous. 

The  consequence  of  the  aforementioned  trends  has 
been  the  rapid  release  from  hospitals  for  a segment  of 
insanity  acquittees  in  some  states.  In  Michigan,  follow- 
ing the  McQuillan"  decision,  55.6  percent  of  “not 
guilty  by  reason  of  insanity”  patients  were  discharged 
following  a 60-day  diagnostic  commitment. 12  In  con- 
trast over  ninety  percent  of  insanity  acquittees  are  hos- 
pitalized in  Illinois  after  the  30  day  diagnostic  hearing, 
with  their  average  length  of  hospitalization  being  39 
months.  Once  their  release  is  approved  by  the  court,  it 
is  almost  always  under  the  condition  of  participation  in 
a mandatory,  court-ordered  outpatient  program.  The 
exodus  of  insanity  acquittees  in  some  states  has 
alarmed  both  the  public  and  the  psychiatric  profession 
which  traditionally  has  been  expected  to  play  some 
continuing  role  in  the  social  control  of  persons  found 
not  guilty  by  reason  of  insanity.  The  public’s  percep- 
tion that  a successful  plea  of  insanity  is  a good  way  to 
“beat  the  rap”  contributes  to  a belief  that  the  criminal 
insanity  defense  is  not  only  fundamentally  unfair  (“for 
after  all,  he  did  do  it”)  but  also  that  insanity  is  a dan- 
gerous doctrine. 

THE  HINCKLEY  VERDICT 

The  ruling  of  the  District  of  Columbia  jury  in  the 
John  Hinckley  case  catalyzed  many  of  the  above  and 
related  issues  concerning  the  insanity  defense  and  its 
administration.  Following  the  Hinckley  verdict,  some 
twenty  bills  were  under  discussion  or  were  introduced 
in  the  Congress  that  would  codify,  for  the  first  time,  a 
federal  approach  towards  insanity  and  also  restrict  the 
defense.  The  debate  has  focused  on  the  wording  of  the 
insanity  defense,  its  potential  abolition,  and  on  post- 
trial mechanisms  for  containing  the  insane.  The  Reagan 
administration  has  proposed,  in  effect, 'to  abolish  the 
traditional  insanity  defense  and  to  substitute  instead  a 
“mens  rea”  approach.  A person  would  be  found  not 
guilty  by  reason  of  insanity  only  if  the  person  lacked 
“mens  rea,”  the  required  mental  state  that  is  part  of  the 
definition  of  a crime.  Another  approach  proposed  a 
limited  M’Naghten-type  criterion  to  define  insanity. 

Other  debates  have  focused  upon  procedural  issues 
in  the  law  of  insanity.  In  Mr.  Hinckley’ s case,  as  is  pre- 
sently the  case  in  about  half  the  states,  the  government 
had  the  burden  of  persuasion  to  prove  the  defendant’s 
sanity  beyond  a reasonable  doubt.  The  other  states 
include  insanity  among  the  so-called  “affirmative  de- 
fenses,” placing  the  burden  of  proving  insanity  upon 
the  defendant  rather  than  making  the  government  prove 
sanity.  One  proposed  change  of  the  insanity  defense  is 
to  shift  the  burden  of  proof  to  the  defendant,  rather  than 
to  the  state. 


Another  focus  of  discussion,  both  prior  to  and  fol- 
lowing Mr.  Hinckley’s  case,  has  been  on  the  nature  and 
quality  of  psychiatric  testimony  in  insanity  trials.  In 
particular,  there  has  been  criticism  of  psychiatric 
testimony  about  whether  defendants  meet  (or  fail  to 
meet)  the  relevant  legal  test  for  insanity  in  a given  juris- 
diction. To  some  extent  the  public  appears  confused  by 
the  so-called  “battle  of  the  experts.”  Unfortunately, 
public  criticism  about  the  “battle  of  the  experts”  fails  to 
recognize  or  acknowledge  advances  in  psychiatric 
nosology  and  diagnosis  that  indicate  a high  degree  of 
diagnostic  reliability  for  psychiatry — 80  percent  or  so 
— so  long,  that  is  as  psychiatric  testimony  is  restricted 
to  medical  and  scientific,  and  not  legal  or  moral 
issues. 13  Sanity  is,  of  course,  a legal  issue,  not  a 
medical  one.  The  “battle  of  the  experts”  is  also  to  a cer- 
tain extent  foreordained  by  the  structure  of  the  adver- 
sary system.  Experts  often  disagree  in  many  types  of 
criminal  and  civil  trials.  For  example,  other  medical 
experts  may  disagree  on  the  interpretation  of  X-rays, 
engineers  on  structural  issues,  and  economists  on 
market  concentration  issues.  American  jurisprudence 
requires  that  each  side  (defense  and  prosecution) 
makes  the  best  case  it  can  in  the  search  for  the  just 
outcome. 

THE  APA  POSITION 

Should  the  insanity  defense  be  abolished? 

The  American  Psychiatric  Association,  speaking  as 
citizens  as  well  as  psychiatrists,  believes  that  the  in- 
sanity defense  should  be  retained  in  some  form.  The 
insanity  defense  rests  upon  one  of  the  fundamental 
premises  of  the  criminal  law,  that  punishment  for 
wrongful  deeds  should  be  predicated  upon  moral 
culpability.  However,  within  the  framework  of  English 
and  American  law,  defendants  who  lack  the  ability  ( the 
capacity)  to  rationally  control  their  behavior  do  not 
possess  free  will.  They  cannot  be  said  to  have  “chosen 
to  do  wrong.”  Therefore,  they  should  not  be  punished 
or  handled  similarly  to  all  other  criminal  defendants. 
Retention  of  the  insanity  defense  is  essential  to  the 
moral  integrity  of  the  criminal  law. 

The  aforementioned  points  do  not,  of  course,  mean 
that  the  insanity  defense  is  necessarily  “good  for 
psychiatry,”  “good  for  all  criminals”  who  invoke  the 
plea,  or  even  always  “good  for  the  public.”  In  fact,  the 
opposite  may  be  the  case.  Psychiatrists,  indeed  even 
some  psychiatric  patients,  might  be  less  stigmatized, 
less  susceptible  to  criticism  by  the  media  and  the  pub- 
lic were  the  insanity  defense  to  be  abolished.  Thus  the 
Association’s  view  that  the  insanity  defense  should  not 
now  be  abolished  is  not  one  that  it  takes  out  of  self- 
interest.  Only  a minority  of  psychiatrists  testify  in 
criminal  trials.  Members  of  the  American  Psychiatric 
Association,  however,  recognize  the  importance  of  the 
insanity  defense  for  the  criminal  law,  as  well  as  its 
importance  for  genuinely  mentally  ill  defendants  who 


VOLUME  47,  NO.  9 


545 


on  moral  and  medical  grounds  require  psychiatric 
treatment  (in  addition  to  restraint),  rather  than  re- 
ceiving solely  custody  and  punishment. 

To  the  extent  that  changes  need  to  be  made  in  the 
insanity  defense,  the  Association,  therefore,  recom- 
mends consideration  of  some  of  the  ideas  discussed 
below  concerning  the  legal  definition  of  insanity,  the 
burden  of  proof,  the  role  that  psychiatrists  can  or 
should  play  within  the  insanity  defense,  and  the  post- 
verdict disposition  of  persons  found  insane. 

Should  a “ guilty  but  mentally  ill" verdict  be  adopted 
in  the  law  to  either  supplement  or  take  the  place  of 
the  traditional  insanity  defense? 

While  some  psychiatrists  believe  that  the  “guilty  but 
mentally  ill”  verdict  has  merit  for  dealing  with  prob- 
lems posed  by  the  insanity  defense,  the  American  Psy- 
chiatric Association  is  extremely  skeptical  of  this  ap- 
proach. Currently  nine  states  are  experimenting  with  a 
“guilty  but  mentally  ill"  verdict  or  its  equivalent.  They 
permit  a “guilty  but  mentally  ill”  verdict  as  an  alter- 
native choice  for  jurors  to  the  traditional  insanity 
defense.  Were,  however,  “guilty  but  mentally  ill”  to  be 
the  only  verdict  possible  (besides  guilt  or  innocence), 
this  would  be  the  abolitionist  position  in  disguise.  The 
idea  of  moral  blameworthiness  would  be  diminished 
within  the  law.  This  does  not  seem  right. 

There  are  also  problems  with  “guilty  but  mentally 
ill”  as  an  alternative  choice  to  the  traditional  insanity 
defense.  “Guilty  but  mentally  ill”  offers  a “compro- 
mise” for  the  jury.  Persons  who  might  otherwise  have 
qualified  for  an  insanity  verdict  may  instead  be  siphoned 
into  a category  of  guilty  but  mentally  ill.  Thus  some  de- 
fendants who  might  otherwise  be  found  not  guilty 
through  an  insanity  defense  will  be  found  "guilty  but 
mentally  ill”  instead. 

The  "guilty  but  mentally  ill”  approach  may  become 
the  “easy  way  out."  Juries  may  avoid  grappling  with 
the  difficult  moral  issues  inherent  in  adjudicating  guilt 
or  innocence,  jurors  instead  settling  conveniently  on 
"guilty  but  mentally  ill.”  The  deliberations  of  jurors  in 
deciding  cases  are,  however,  vital  to  set  societal  stand- 
ards and  to  give  meaning  to  societal  ideas  about  re- 
sponsibility and  nonresponsibility.  An  important  sym- 
bolic function  of  the  criminal  law  is  lost  through  the 
“guilty  but  mentally  ill”  approach. 

There  are  other  problems  with  “guilty  but  mentally 
ill.”  Providing  mental  health  treatment  for  persons  in 
jails  and  prisons  has,  over  the  years,  proved  a refractory 
problem. 14  Yet  the  “guilty  but  mentally  ill”  approach 
makes  sense  only  if  meaningful  mental  health  treat- 
ment is  given  defendants  following  such  a verdict.  In 
times  of  financial  stress,  the  likelihood  that  meaningful 
treatment  for  persons  “guilty  but  mentally  ill”  will  be 
mandated  and  paid  for  by  state  legislatures  is,  however, 
slight.  This  has  been  the  outcome  in  Michigan  (the  state 
that  first  embarked  upon  the  “guilty  but  mentally  ill” 


approach)  where  even  though  they  have  been  found 
“guilty  but  mentally  ill,”  felons  have  received  no  more 
treatment  than  they  would  have  prior  to  the  new  law. 

Alternatively,  whatever  limited  funds  are  available 
for  the  treatment  of  mentally  ill  inmates  may  be 
devoted  to  “guilty  but  mentally  ill”  defendants,  ignor- 
ing the  treatment  needs  of  other  mentally  ill  but  con- 
ventionally sentenced  prisoners  who  require  mental 
health  treatment  in  prison. 

The  “guilty  but  mentally  ill”  plea  may  cause  impor- 
tant moral,  legal,  psychiatric,  and  pragmatic  problems 
to  receive  a whitewash  without  fundamental  progress 
being  made.  We  note  that  under  conventional  sentencing 
procedures  already  in  place,  judges  may  presently 
order  mental  health  treatment  for  offenders  in  need  of 
it.  Furthermore,  a jury  verdict  is  an  awkward  device  for 
making  dispositional  decisions  concerning  a person’s 
need  for  mental  health  treatment. 

Should  the  legal  standards  now  in  use  concerning 
the  insanity  defense  be  modified? 

While  the  American  Psychiatric  Association  is  not 
opposed  to  state  legislatures  (or  the  U.S.  Congress) 
making  statutory  changes  in  the  language  of  insanity, 
we  also  note  that  the  exact  wording  of  the  insanity  de- 
fense has  never,  through  scientific  studies  or  the  case 
approach,  been  shown  to  be  the  major  determinant  of 
whether  a defendant  is  acquitted  by  reason  of  insanity. 7 
Substantive  standards  for  insanity  provide  instructions 
for  the  jury  (or  other  legal  decisionmakers)  concerning 
the  legal  standard  for  insanity  which  a defendant  must 
meet.  There  is  no  perfect  correlation,  however,  between 
legal  insanity  standards  and  psychiatric  or  mental 
states  that  defendants  exhibit  and  which  psychiatrists 
describe.  For  example,  while  some  legal  scholars  and 
practitioners  believe  that  using  the  word  "appreciate” 
(rather  than  “knowing”  or  “understanding”)  expands 
the  insanity  dialogue  to  include  a broader  and  more 
comprehensive  view  of  human  behavior  and  thinking, 
this  may  not  necessarily  be  so.  Of  much  greater  prac- 
tical significance  is  whether  the  standard  employed  is 
interpreted  by  individual  trial  judges  to  permit  or  not 
permit  psychiatric  testimony  concerning  the  broad 
range  of  mental  functioning  of  possible  relevance  for  a 
jury’s  deliberation.  But  this  matter  is  not  easily  legis- 
lated. 

The  above  commentary  does  not  mean  that  given  the 
present  state  of  psychiatric  knowledge  psychiatrists 
cannot  present  meaningful  testimony  relevant  to  de- 
termining a defendant’s  understanding  or  appreciation 
of  his  act.  Many  psychiatrists,  however,  believe  that 
psychiatric  information  relevant  to  determining  whether 
a defendant  understood  the  nature  of  his  act,  and 
whether  he  appreciated  its  wrongfulness,  is  more 
reliable  and  has  a stronger  scientific  basis  than,  for 
example,  does  psychiatric  information  relevant  to 
whether  a defendant  was  able  to  control  his  behavior. 
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The  line  between  an  irresistible  impulse  and  an  im- 
pulse not  resisted  is  probably  no  sharper  than  that 
between  twilight  and  dusk.  Psychiatry  is  a determinis- 
tic descipline  that  views  all  human  behavior  as.  to  a 
good  extent,  “caused.”  The  concept  of  volition  is  the 
subject  of  some  disagreement  among  psychiatrists. 
Many  psychiatrists  therefore  believe  that  psychiatric 
testimony  (particularly  that  of  a conclusory  nature) 
about  volition  is  more  likely  to  produce  confusion  for 
jurors  than  is  psychiatric  testimony  relevant  to  a de- 
fendant’s appreciation  or  understanding. 

Another  major  consideration  in  articulating  stand- 
ards for  the  insanity  defense  is  the  definition  of  mental 
disease  or  defect.  Definitions  of  mental  disease  or  de- 
fect sometimes,  but  not  always,  accompany  insanity 
defense  standards.  Under  Durham,5  the  “product  of 
mental  illness”  approach,  a series  of  legal  cases  in  the 
District  of  Columbia,  suggested  that  (for  purposes  of 
criminal  insanity)  “sociopathy”  or  other  personality 
disorders  could  be  “productive”  of  insanity.  It  was 
assumed  by  the  law  that  such  disorders  could  impair 
behavior  control.  But  this  is  generally  not  the  experience 
of  psychiatry.  Allowing  insanity  acquittals  in  cases 
involving  persons  who  manifest  primarily  “personality 
disorders”  such  as  antisocial  personality  disorder 
(sociopathy)  does  not  accord  with  modern  psychiatric 
knowledge  or  psychiatric  beliefs  concerning  the  extent 
to  which  such  persons  do  have  control  over  their  be- 
havior. Persons  with  antisocial  personality  disorders 
should,  at  least  for  heuristic  reasons,  be  held  account- 
able for  their  behavior.  The  American  Psychiatric 
Association,  therefore,  suggests  that  any  revision  of  the 
insanity  defense  standards  should  indicate  that  mental 
disorders  potentially  leading  to  exculpation  must  be 
serious.  Such  disorders  should  usually  be  of  the  severity 
(if  not  always  of  the  quality)  of  conditions  that  psychi- 
atrists diagnose  as  psychoses. 

The  following  standard,  recently  proposed  by  Bon- 
nie,15 is  one  which  the  American  Psychiatric  Associa- 
tion believes  does  permit  relevant  psychiatric  testi- 
mony to  be  brought  to  bear  on  the  great  majority  of 
cases  where  criminal  responsibility  is  at  issue: 

A person  charged  with  a criminal  offense  should  be 
found  not  guilty  by  reason  of  insanity  if  it  is  shown 
that  as  a result  of  mental  disease  or  mental  retarda- 
tion he  was  unable  to  appreciate  the  wrongfulness  of 
his  conduct  at  the  time  of  the  offense. 

As  used  in  this  standard,  the  terms  mental  disease  or 
mental  retardation  include  only  those  severely  ab- 
normal mental  conditions  that  grossly  and  demon- 
strably impair  a person’s  perception  or  understand- 
ing of  reality  and  that  are  not  attributable  primarily 
to  the  voluntary  ingestion  of  alcohol  or  other  psycho- 
active substances. 

In  practice  there  is  considerable  overlap  between  a 
psychotic  person’s  defective  understanding  or  appreci- 
ation and  his  ability  to  control  his  behavior.  Most  psy- 
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chotic  persons  who  fail  a volitional  test  for  insanity  will 
also  fail  a cognitive-type  test  when  such  a test  is  applied 
to  their  behavior,  thus  rendering  the  volitional  test 
superfluous  in  judging  them. 

Should  the  burden  of proof  in  insanity  eases  always 
rest  with  the  prosecution? 

The  case  of  John  Hinckley  brought  renewed  atten- 
tion to  who  has  the  burden  of  proof  in  insanity  cases.  In 
the  Hinckley  case,  the  state  had  the  burden  to  prove 
Mr.  Hinckley's  sanity  beyond  a reasonable  doubt.  This 
was  a considerable  burden  for  the  state  to  overcome. 
Legal  scholars  believe  that  who  bears  the  burden  of 
proof  in  a legal  case  is  a matter  of  considerable  import. 
This  is  especially  so  when  what  is  to  be  proven  is  in- 
herently uncertain  And  if  anything  can  be  agreed  upon 
about  criminal  insanity,  it  is  that  insanity  is  a matter  of 
some  uncertainty. 

At  present  about  half  of  the  states  and  all  the  Fed- 
eral Courts  require  that  once  a defendant  introduces 
into  the  proceeding  any  evidence  of  insanity,  that  state 
then  bears  the  burden  to  prove  the  defendant  was  in- 
stead sane.  An  equal  number  of  states  and  the  District 
of  C olumbia,  however,  assign  the  burden  of  proof  to  the 
defendant  who  must  then  prove  his  insanity  by  “a  pre- 
ponderance of  the  evidence”  or  by  an  even  higher  stand- 
ard of  proof. 

The  American  Psychiatric  Association  is  exceedingly 
reluctant  to  take  a position  about  assigning  the  burden 
of  proof  in  insanity  cases.  This  matter  is  clearly  one  for 
legislative  judgment.  For  public  policy,  the  issue  is,  in 
part,  whether  the  rights  of  the  individual  or  the  rights  of 
the  state  are  to  be  given  more  or  less  weight  in  criminal 
insanity  trials,  or  as  is  sometimes  stated,  which  types  of 
errors  do  we  deem  more  or  less  tolerable  in  insanity 
trials.  Given  the  inherent  uncertainties  involved  in  psy- 
chiatric testimony  regarding  the  defense  and  the  ever- 
present problems  relating  abstract  legal  principles  to 
controversies  of  such  emotion,  who  bears  the  burden  of 
proof  in  insanity  trials  may  be  quite  important.  This  is 
particularly  so  when  what  must  be  proved  must  also  be 
proved  "beyond  a reasonable  doubt.”  As  suggested  by 
the  U.S.  Supreme  Court  in  the  Addington  case,16 
usually  psychiatric  evidence  is  not  sufficiently  clear- 
cut  to  prove  or  disprove  many  legal  facts  “beyond  a 
reasonable  doubt.” 

It  is  commonly  believed  that  the  likely  effect  of  as- 
signing the  burden  of  proof  (burden  of  persuasion)  to 
defendants  rather  than  to  the  state  in  insanity  trials  will 
be  to  decrease  the  number  of  such  successful  defenses. 
This  matter  clearly  requires  further  empirical  study. 

Should  psychiatric  testimony  be  limited  to  state- 
ments of  mental  condition? 

This  area  for  potential  reform  of  the  insanity  defense 
is  one  of  the  most  controversial.  Some  proposals  would 
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limit  psychiatric  testimony  in  insanity  defense  trials  to 
statements  of  mental  condition,  i.e.,  to  statements  of 
conventional  psychiatric  diagnoses,  to  provision  of  ac- 
counts of  how  and  why  the  defendant  acted  as  he  did  at 
the  time  of  the  commission  of  the  act,  to  explanations  in 
medical  and  psychological  terms  about  how  the  act  was 
affected  or  influenced  by  the  person’s  mental  illness. 
However,  under  this  approach,  psychiatrists  would  not 
be  permitted  to  testify  about  so-called  “ultimate  is- 
sues” such  as  whether  or  not  the  defendant  was,  in  their 
judgment,  “sane”  or  “insane,”  “responsible”  or  not, 
etc.  A further  limitation  upon  psychiatric  “ultimate  is- 
sue” testimony  would  be  to  restrict  the  psychiatrist 
from  testifying  about  whether  a defendant  did  or  did  not 
meet  the  particular  legal  test  for  insanity  at  issue.  Thus 
the  law  could  prevent  psychiatrists  from  testifying  in  a 
conclusory  fashion  whether  the  defendant  “lacked  sub- 
stantial capacity  to  conform  his  behavior  to  the  re- 
quirements of  law,”  “lacked  substantial  capacity  to  ap- 
preciate the  criminality  of  his  act,”  was  not  able  to  dis- 
tinguish “right  from  wrong”  at  the  time  of  the  act,  and 
so  forth. 

The  American  Psychiatric  Association  is  not  opposed 
to  legislatures  restricting  psychiatric  testimony  about 
the  aforementioned  ultimate  legal  issues  concerning 
the  insanity  defense.  We  adopt  this  position  because  it 
is  clear  that  psychiatrists  are  experts  in  medicine,  not 
the  law.  As  such,  the  psychiatrist’s  first  obligation  and 
expertise  in  the  courtroom  is  to  “do  psychiatry,”  i.e.,  to 
present  medical  information  and  opinion  about  the  de- 
fendant’s mental  state  and  motivation  and  to  explain  in 
detail  the  reason  for  his  medical-psychiatric  conclu- 
sions. When,  however,  “ultimate  issue”  questions  are 
formulated  by  the  law  and  put  to  the  expert  witness  who 
must  then  say  “yea”  or  “nay,”  then  the  expert  witness 
is  required  to  make  a leap  in  logic.  He  no  longer  ad- 
dresses himself  to  medical  concepts  but  instead  must 
infer  or  intuit  what  is  in  fact  unspeakable,  namely,  the 
probable  relationship  between  medical  concepts  and 
legal  or  moral  constructs  such  as  free  will.  These  im- 
permissible leaps  in  logic  made  by  expert  witnesses 
confuse  the  jury. 17  Juries  thus  find  themselves  listening 
to  conclusory  and  seemingly  contradictory  psychiatric 
testimony  that  defendants  are  either  “sane”  or  “in- 
sane” or  that  they  do  or  do  not  meet  the  relevant  legal 
test  for  insanity.  This  state  of  affairs  does  considerable 
injustice  to  psychiatry  and,  we  believe,  possibly  to 
criminal  defendants.  These  psychiatric  disagreements 
about  technical,  legal,  and/or  moral  matters  cause  less 
than  fully  understanding  juries  or  the  public  to  con- 
clude that  psychiatrists  cannot  agree.  In  fact,  in  many 
criminal  insanity  trials  both  prosecution  and  defense 
psychiatrists  do  agree  about  the  nature  and  even  the  ex- 
tent of  mental  disorder  exhibited  by  the  defendant  at  the 
time  of  the  act. 

Psychiatrists,  of  course,  must  be  permitted  to  testify 
fully  about  the  defendant’s  psychiatric  diagnosis,  men- 


tal state  and  motivation  (in  clinical  and  commonsense 
terms)  at  the  time  of  the  alleged  act  so  as  to  permit  the 
jury  or  judge  to  reach  the  ultimate  conclusion  about 
which  they,  and  only  they,  are  expert.  Determining 
whether  a criminal  defendant  was  legally  insane  is  a 
matter  for  legal  factfinders,  not  for  experts. 

What  should  be  done  with  defendants  following 
“ not  guilty  by  reason  of  insanity  ” verdicts? 

This  is  the  area  for  reform  where  the  American  Psy- 
chiatric Association  believes  that  the  most  significant 
changes  can  and  should  be  made  in  the  present  admin- 
istration of  the  insanity  defense.  We  believe  that 
neither  the  law,  the  public,  psychiatry,  or  the  victims  of 
violence  have  been  well-served  by  the  general  approach 
and  reform  of  the  last  ten  years,  which  has  obscured  the 
quasi-criminal  nature  of  the  insanity  defense  and  of  the 
status  of  insanity  acquittees. 

The  American  Psychiatric  Association  is  concerned 
particularly  about  insanity  acquittals  of  persons  charged 
with  violent  crime.  In  our  view,  it  is  a mistake  to  analo- 
gize such  insanity  acquittees  as  fully  equivalent  to  civil 
committees  who,  when  all  has  been  said  and  done,  have 
not  usually  already  demonstrated  their  clear-cut  poten- 
tial for  dangerous  behavior  because  they  have  not  yet 
committed  a highly  dangerous  act.  Because  mental  ill- 
ness frequently  affects  the  patient’s  ability  to  seek  or 
accept  treatment,  we  believe  that  civil  commitment,  as 
a system  of  detention  and  treatment,  should  be  predi- 
cated on  the  severity  of  the  patient’s  illness  and/or  in 
some  instances  on  the  mental  patient’s  potential  for 
perpetrating  future  violence  against  others.  The  usual 
civil  committee  has  not,  however,  committed  nor  will 
he  commit  in  the  future  a major  crime.  Most  mentally  ill 
persons  are  not  violent. 18  By  contrast,  the  “danger- 
ousness” of  insanity  acquittees  who  have  perpetrated 
violence  has  already  been  demonstrated.  Their  future 
dangerousness  need  not  be  inferred;  it  may  be  assumed, 
at  least  for  a reasonable  period  of  time.  The  American 
Psychiatric  Association  is  therefore  quite  skeptical 
about  procedures  now  implemented  in  many  states  re- 
quiring periodic  decisionmaking  by  mental  health  pro- 
fessionals (or  by  others)  concerning  a requirement  that 
insanity  acquittees  who  have  committed  previous  vio- 
lent offenses  be  repetitively  adjudicated  as  “danger- 
ous,” thereupon  provoking  their  release  once  future 
dangerousness  cannot  be  clearly  demonstrated  in  ac- 
cord with  the  standard  of  proof  required. 

While  there  are  no  easy  solutions  to  these  problems, 
the  following  are  some  potential  alternatives  for  the 
future. 

First,  the  law  should  recognize  that  the  nature  of 
inhospital  psychiatric  intervention  has  changed  over 
the  last  decade.  Greater  emphasis  is  now  placed  upon 
psychopharmacological  management  of  the  hospitalized 
person.  Such  treatment,  while  clearly  helpful  in  reducing 
the  overt  signs  and  symptoms  of  mental  illness,  does 
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not  necessarily  mean,  however,  that  “cure”  has  been 
achieved — nor  that  a patient's  “nondangerousness”  is 
assured.  Continuing,  even  compelled,  psychiatric  treat- 
ment is  often  required  for  this  population  once  the  pa- 
tient is  released  from  the  hospital. 

Although  some  insanity  acquittees  will  recover  in 
such  facilities,  there  can  be  no  public  guarantee.  There- 
fore, the  presumption  should  be  that  after  initial  hospi- 
talization a long  period  of  conditional  release  with  care- 
ful supervision  and  outpatient  treatment  will  be  neces- 
sary to  protect  the  public  and  to  complete  the  appro- 
priate treatment  programs.  Unfortunately  however, 
many  jurisdictions  have  neither  the  trained  personnel 
nor  appropriate  outpatient  facilities  and  resources  to 
provide  for  such  close  management  of  previously  vio- 
lent persons  who  are  conditionally  released.  Where 
statutes  provide  for  conditional  release  and  judges  al- 
low it  without  these  necessary  resources,  the  public  is 
subjected  to  great  risk  and  the  insanity  acquittee  is 
deprived  of  an  opportunity  for  a necessary  phase  of 
treatment. 

At  any  hearing  that  might  order  the  conditional  re- 
lease of  an  insanity  acquittee,  the  following  questions 
must  be  answered  affirmatively.  Has  a coherent  and 
well  structured  plan  of  supervision,  management,  and 
treatment  been  put  into  place?  Is  this  plan  highly  likely 
to  guarantee  public  safety  while  maximizing  the  chances 
for  rehabilitation  of  the  insanity  acquittee?  Are  the 
necessary  staff  and  resources  available  to  implement 
the  plan?  Is  there  in  place  a procedure  to  reconfine  the 
insanity  acquittee  who  fails  to  meet  the  expectations  of 
the  plan? 

For  some  acquittees  contingent  release  is  not  pos- 
sible because  of  the  risk  to  society,  the  lack  of  re- 
sources, or  other  relevant  legal  considerations.  Yet 
because  psychiatry  has  no  more  to  offer  the  acquittee, 
continued  confinement  cannot  be  justified  on  thera- 
peutic or  psychiatric  grounds.  When  there  exists  no 
realistic  therapeutic  justification  for  confinement,  the 
psychiatric  facility  becomes  a prison.  The  American 
Psychiatric  Association  believes  this  hypocrisy  must 
be  confronted  and  remedied.  One  appropriate  alterna- 
tive is  to  transfer  the  locus  of  responsibility  and 
confinement  for  such  acquittees  to  a nontreatment  faci- 
lity that  can  provide  the  necessary  security. 

The  American  Psychiatric  Association  believes  that 
the  decision  to  release  an  insanity  acquittee  should  not 
be  mad e solely  by  psychiatrists  or  solely  on  the  basis  of 
psychiatric  testimony  about  the  patient’s  mental  condi- 
tion or  predictions  of  future  dangerousness.  While  this 
may  not  be  the  only  model,  such  decisions  should  be 
made  instead  by  a group  similar  in  composition  to  a 
parole  board.  In  this  respect,  the  American  Psychia- 
tric Association  is  impressed  with  a model  program 
presently  in  operation  in  the  State  of  Oregon  under  the 
aegis  of  a Psychiatric  Security  Review  Board.19-20  In 
Oregon  a multidisciplinary  board  is  given  jurisdiction 


over  insanity  acquittees.  The  board  retains  control  of 
the  insanity  acquittee  for  a period  of  time  as  long  as  the 
criminal  sentence  that  might  have  been  awarded  were 
the  person  to  have  been  found  guilty  of  the  act.  Con- 
finement and  release  decisions  for  acquittees  are  made 
by  an  experienced  body  that  is  not  naive  about  the 
nature  of  violent  behavior  committed  by  mental  pa- 
tients and  that  allows  a quasi-criminal  approach  for 
managing  such  persons.  Psychiatrists  participate  in  the 
work  of  the  Oregon  board,  but  they  do  not  have  pri- 
mary responsibility.  The  Association  believes  that  this 
is  as  it  should  be  since  the  decision  to  confine  and  re- 
lease persons  who  have  done  violence  to  society  in- 
volves more  than  psychiatric  considerations.  The  in- 
terest of  society,  the  interest  of  the  criminal  justice 
system,  and  the  interest  of  those  who  have  been  or 
might  be  victimized  by  violence  must  also  be  addressed 
in  confinement  and  release  decisions. 

In  line  with  the  above  views,  the  American  Psychia- 
tric Association  suggests  the  following  guidelines  for 
legislation  dealing  with  the  disposition  of  violent  insanity 
acquittees. 

1 . Special  legislation  should  be  designed  for  those  per- 
sons charged  with  violent  offenses  who  have  been 
found  “not  guilty  by  reason  of  insanity.” 

2.  Confinement  and  release  decisions  should  be  made 
by  a board  constituted  to  include  psychiatrists  and 
other  professions  representing  the  criminal  justice 
system — akin  to  a parole  board. 

3.  Release  should  be  conditional  upon  having  a treat- 
ment supervision  plan  in  place  with  the  necessary 
resources  available  to  implement  it. 

4.  The  board  having  jurisdiction  over  released  insanity 
acquittees  should  have  clear  authority  to  reconfine. 

5.  When  psychiatric  treatment  within  a hospital  set- 
ting has  obtained  the  maximal  treatment  benefit 
possible  but  the  board  believes  that  for  other  rea- 
sons confinement  is  still  necessary,  the  insanity 
acquittee  should  be  transferred  to  the  most  appro- 
priate nonhospital  facility. 

In  general,  the  American  Psychiatric  Association 
favors  legislation  to  identify  insanity  acquittees  who 
have  committed  violent  acts  as  a special  group  of  per- 
sons who,  because  of  the  important  societal  interests 
involved,  should  not  be  handled  similarly  to  other  civil 
committees. 

Although  efforts  to  treat  mentally  disordered  of- 
fenders have  met  with  limited  success,  we  should  also 
increase  our  commitment  to  developing  and  imple- 
menting new  treatment  approaches  for  those  adjudicated 
insane.  There  are  practical  as  well  as  humanistic  rea- 
sons for  making  this  recommendation.  A certain  number 
of  those  who  plead  insanity  will,  whatever  their  dispo- 
sition, eventually  be  released  to  society.  To  whatever 
extent  their  sanity  is  restored  or  their  capacity  to  ad- 
here to  proper  conduct  is  enhanced,  the  public  will 
receive  that  much  more  protection  from  crime. 


550 


CONNECTICUT  MEDICINE,  SEPTEMBER  1983 


REFERENCES 

1.  Robitscher  J,  Haynes  AK:  In  defense  of  the  insanity  defense. 
Emory  Law  Journal  31:9-60,  1982. 

2.  Low  T,  Jeffries  J,  Bonnie  R:  Criminal  Law:  Cases  and  Materials. 
Mineola,  NY,  Foundation  Press,  p 653,  1982. 

3.  Cited  in  Sutcliffe  and  After  (Editorial).  The  Lancet,  1(8232): 
1241-42,  June  6,  1981. 

4.  See  eg,  Weiner  BA:  Not  guilty  by  reason  of  insanity:  a sane 
approach.  Chicago-Kent  Law  Review  56:1057-1085,  1980; 
Smith  v United  States,  36  F2d  548,  549,  DC  Cir  1929. 

5.  Durham  v United  States,  214  F2d  862,  DC  Cir  1954. 

6.  State  v Pike,  49  NH  399  (1869);  State  v Jones,  50  NH  369, 
1871. 

7.  Pasewark  RA:  Insanity  plea:  a review  of  the  research  literature. 
The  Journal  of  Psychiatry  & Law  9:357-401.  1981 . 

8.  Steadman  HJ:  Testimony  before  subcommittee  on  criminal  jus- 
tice, Committee  on  the  Judiciary,  House  of  Representatives, 
July  22,  1982. 

9.  Steadman  HJ,  Keitner  L,  Braff  J,  et  al  Factors  associated  with  a 
successful  insanity  plea.  American  Journal  of  Psychiatry  (in 
press). 

10.  Stone  AA:  The  insanity  defense  on  trial.  Hospital  & Community 
Psychiatry  33:636-640.  1982. 

11.  People  v McQuillan,  392  Mich  511,  221  NW2d  569,  1974. 

12.  Criss  ML,  Racine  DR:  Impact  of  change  in  legal  standard  for 
those  adjudicated  not  guilty  by  reason  of  insanity  1975-1979. 


The  Bulletin  of  the  American  Academy  of  Psychiatry  and  the 
Law  VIIL.26 1-271,  1980. 

13.  See  eg,  Spitzer  RL,  Forman  J,  Nee  J:  DSM-III  Field  Trials:  I. 
Initial  interrater  diagnostic  reliability.  American  Journal  of 
Psychiatry  136:815-817,  1979. 

14.  Roth  LH:  Correctional  psychiatry,  in  Modem  Legal  Medicine, 
Psychiatry  and  Forensic  Science.  Edited  by  Curran  W,  McGarry 
AL,  Petty  C,  Philadelphia,  FA  Davis,  pp  677-719,  1980. 

15.  Bonnie  RJ:  A model  statute  on  the  insanity  defense.  Available 
from  Institute  of  Law,  Psychiatry  and  Public  Policy,  University 
of  Virginia,  Charlottesville,  VA  (1982);  see  Bonnie  RJ:  The 
moral  basis  of  the  insanity  defense.  American  Bar  Assoc 
Journal  69:194-7,  1983. 

16.  Addington  v Texas,  99  S Ct  1804,  1811,  1979. 

17.  Shah  SA:  Some  interactions  of  law  and  mental  health  in  the 
handling  of  social  deviance.  Catholic  University  Law  Review 
23(4):674-7 1 9,  1974. 

18.  Rabkin  JG:  Criminal  behavior  of  discharged  mental  patients:  a 
critical  appraisal  of  the  research.  Psychological  Bulletin  86:1- 
27,  1979. 

19.  Rogers  JL:  1981  Oregon  legislation  relating  to  the  insanity 
defense  and  the  Psychiatric  Security  Review  Board.  Willamette 
Law  Review  18:23-48,  1982. 

20.  Bloom  JL,  Bloom  JD:  Disposition  of  insanity  defense  cases  in 
Oregon.  The  Bulletin  of  the  American  Academy  of  Psychiatry 
and  the  Law  9(2):93-99,  1981 


AYR  INSURANCE  AGENCY,  INC. 

J.  LAUREN  AYR  ALISON  AYR 

Growing  Bigger  by  Serving  Better” 

Group  Accident  and  Sickness  Insurance 
Group  Major  Medical  Insurance 
Group  Excess  Major  Medical  Insurance 
Group  Overhead  Expense  Insurance 

SPONSORED  BY 

THE  CONNECTICUT  STATE  MEDICAL  SOCIETY 

160  St.  Ronan  Street.  New  Haven.  Connecticut  065  1 1 
TELEPHONE  787-5947 


VOLUME  47,  NO.  9 


551 


A DRG  Primer 


JOHN  T.  LYNCH,  M.P.H. 


Introduction 

This  DRG  primer  was  developed  in  order  to  provide 
a very  basic  understanding  of  what  a DRG  is,  how  a pa- 
tient gets  classified  into  a DRG,  and  why  all  the  recent 
concern  and  discussion  about  DRGs.  This  DRG  primer 
is  not  exhaustive.  It  does  not  provide  the  statistical  or 
methodological  details  available  in  other  resource 
documents  such  as  those  referenced  in  Appendix  B. 

What  Are  DRGs? 

The  ability  to  define  hospital  diagnostic  and  treatment 
patterns  depends  not  only  on  the  state  of  the  art  of 
medical  diagnosis  and  treatment,  but  also  on  the 
availability  of  a classification  scheme  to  represent  these 
functions.  The  Diagnosis  Related  Groups  system  is  a 
classification  scheme  that  all-inclusively  partitions  short- 
term, general  hospital  inpatients  into  a manageable 
number  of  dynamic,  comparable,  mutually  exclusive, 
statistically  stable,  clinically  coherent,  commonly 
reproducible,  and  anatomically  organized  partitions 
called  DRGs  which  are  reflective  of  hospital  resource 
consumption. 

The  Diagnosis  Related  Groups  classification  scheme 
was  developed  during  the  1970’s  at  Yale  University 
under  grants  funded  by  The  United  States  Department  of 
Health,  Education,  and  Welfare. 

Characteristics  of  DRGs 

DRGs  are  all  inclusive.  This  means  that  the  entire 
range  of  patients  and  their  disease  conditions  seen  in  an 
inpatient  setting  are  accounted  for  in  the  classification 
scheme. 
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DRGs  are  limited.  Because  DRGs  were  developed 
with  a primary  orientation  towards  the  short-term, 
general  hospital,  DRGs  are  not  applicable  to  children’s 
hospitals,  psychiatric  hospitals,  chronic  hospitals,  or 
outpatient  care. 

DRGs  are  manageable  in  number.  Some  patient 
classification  schemes  use  thousands  of  codes  to  classify 
hospital  inpatients.  The  Yale  researchers  felt  that  some 
number  under  five  hundred  groups  would  be  easier  to 
understand  and  use.  The  current  scheme  utilizes  467 
groups  plus  three  catch-all  error  categories.  Medicare, 
because  of  a lack  of  clinical  information  and  an  insuffi- 
cient number  of  cases  in  many  DRGs  for  statistical 
validity,  has  also  issued  a “Medpar”  version  of  DRGs 
which  result  in  only  356  partitions  which  are  incompati- 
ble with  the  full  blown  DRG  classification  scheme. 

DRGs  are  dynamic.  Like  medical  care,  DRGs  have 
gone  through  changes  over  time,  and  will  continue  to 
undergo  modification  in  order  to  reflect  changes  in 
medical  practice,  in  new  technology,  etc.  This  dynamic 
nature  of  DRGs  has  led  both  to  major  generations  in 
which  the  underlying  structure  of  DRGs  are  changed, 
and  to  minor  releases  to  correct  and/or  update 
miscellaneous  problem  areas.  This  DRG  primer  reflects 
the  characteristics  of  the  DRG  classification  scheme 
released  April  20,  1982.  Because  of  this  dynamic  nature, 
and  the  "Medpar”  variation  of  DRGs,  data  users  should 
always  be  cognizant  of  release  dates  and  sources  when 
comparing  DRG  results  over  time  or  between  different 
sources. 

DRGs  are  comparable.  The  DRG  partitions  were  set 
up  so  that  the  expected  number  of  patients  in  a DRG 
would  be  of  sufficient  size  for  comparative  analysis  at  an 
individual  hospital  level.  Exceptions  to  this  rule  were  in- 
frequent classes  of  patients  who  required  resources 
which  were  typically  only  done  in  highly  specialized 
hospitals.  Clinical  judgement  was  used  to  select  these  in- 
frequent DRGs. 

DRGs  are  mutually  exclusive.  The  DRG  classes  cover 
the  entire  range  of  possible  disease  conditions  in  the  in- 
patient setting  without  overlap.  Each  inpatient  stay  will 
be  assigned  one  DRG,  no  more,  no  less. 
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DRGs  are  statistically  stable.  The  cost  or  length  of 
stay  resource  consumption  patterns  within  a DRG  follow 
an  expected  distribution  that  remains  stable  over  time 
and  across  multiple  institutions. 

DRGs  are  clinically  coherent.  Patient  groups  are  ex- 
pected to  evoke  a set  of  clinical  responses  which  result 
in  a similar  pattern  of  resource  use.  When  a patient  is 
described  to  a physician  in  terms  of  DRGs,  the  physician 
should  be  able  to  understand  these  patients  and  be  able 
to  identify  a specific  patient  management  process  for 
them. 

DRGs  are  commonly  reproducible.  Classes  of  patients 
are  defined  as  variables  normally  collected,  and  com- 
monly available  on  hospital  abstracts.  The  commonly 
available  variables  used  for  determining  the  DRG 
classification  are:  principal  diagnosis,  other  diagnoses, 
procedures,  age,  and  discharge  status.  The  sex  variable 
is  checked  for  validity,  but  is  not  specifically  used  for 
DRG  determination.  Likewise,  the  patient’s  length  of 
stay  determined  by  the  admission  and  discharge  dates, 
although  used  as  a measure  of  resource  consumption  for 
the  original  partitioning  process  that  created  the  DRG 
classification  system,  is  not  used  in  the  DRG  determina- 
tion process.  It  could,  however,  be  used  for  “OUTLIER” 
determinations  which  are  discussed  later  in  this  primer. 

DRGs  are  anatomically  organized.  Classification 
schemes  which  are  organized  around  etiology  (cause  of 
the  disease)  are  not  functional  for  hospital  management 
purposes.  DRGs  reflect  medical  practice.  Physicians  are 
organized  around  specialties  which  are  organized 
around  anatomical  organ  systems. 


DRGs  reflect  resource  consumption  or  the  total 
amount  of  hospital  care  provided.  Of  course,  it  is  dif- 
ficult to  measure  resources  used  by  each  patient,  and  dif- 
ficult to  correlate  the  worth  of  different  resources.  Both 
the  length  of  stay  of  the  patient  and  the  total  charges 
billed  the  patients  are  assumed  to  reflect  approximately 
the  volume  of  resources  consumed. 


Assignment  of  DRGs 

Perhaps  the  best  way  to  understand  how  a DRG  is 
assigned  is  to  follow  the  hypothetical  case  of  inpatient 
Joe  Jones  and  the  flow  of  information  about  him  as 
outlined  in  Exhibit  A. 


After  a long  history  of  gallstone  problems,  Joe  Jones, 
age  67,  was  admitted  to  a hospital  with  chronic 
cholecystitis  with  gallstones,  some  intermittent  angina 
pain,  and  an  ingrown  nail.  Upon  admission  a medical 
record  or  chart  was  initiated  for  recording  some  basic  in- 
formation about  Mr.  Jones  and  all  subsequent  significant 
medical  happenings.  During  his  stay,  Mr.  Jones  had  a 
total  cholecystectomy  performed,  and  was  discharged  to 
home  thirteen  days  later,  still  complaining  about  his  in- 
grown  nail. 

What  information  do  we  have  for  inpatient  Joe  Jones? 


Patient  Name: 
Diagnoses: 


Age: 

Sex: 

Procedure  Performed: 
Length  of  Stay: 


Joe  Jones 

Chronic  cholecystitis  with 
gallstones 

Intermittent  angina  pain 
Ingrown  nail 
67 

Male 

Total  cholecystectomy 
13  Days 


RESOURCE  CONSUMPTION 


DRG  391:  NORMAL  NEWBORN-Average  length  of  stay  3.6  days; 
Average  charge  $400 


DRG  197:TOTAL  CHOLECYSTECTOMY  WITHOUT  COMMON 
BILE  DUCT  EXPLORATION : Age  > 70  and/or  comorbidity  or  com- 
plication; Average  length  of  stay  13.1  days;  Average  charge  $4,358 
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Exhibit  A 

DRG  ASSIGNMENT  PROCESS 


Exhibit  B 

SAMPLE  FROM  ICD-9-CM  CODING  MANUAL 


When 

Process 

Patient  Admission 

Medical  Record  Initiated 

Patient's  General  Information  Recorded  (age/sex) 
Admission  Date  Recorded 
Admission  Diagnosis  Determined/Recorded 
Comorbidities  Recorded 

Patient  Workup 

Diagnostic  Procedures  Recorded 
Additional  Diagnoses  Recorded 
Complications  Recorded 

Treatment 

Therapeutic  Procedures  Recorded 
Complications  Recorded 

Discharge 

Discharge  Status  Determined/Recorded 
Final  Diagnosis  Determined/Recorded 
Discharge  Date  Recorded 

Post  Discharge 

Medical  Record  Completed 
ICD-9-CM  Codes  Assigned  for  Each  Diagnosis 
1CD-9-CM  Codes  Assigned  for  Each  Procedure 
Length  of  Stay  Calculated 
UHDDS  Elements  Copied  to  Abstract 
Abstract  sent  to  Data  Processor 
Abstract  Keyed  to  Computer 
GROUPER  Program  Assigns  DRG 
GROUPER  Program  Checks  Trim  Points. 
Determines  Outliers 

Summary  Reports  Generated  For  Hospital 

Upon  discharge,  Mr.  Jones'  medical  record  was  com- 
pleted and  summarized  onto  a medical  record  abstract. 
A medical  record  abstract  contains  minimally  the 
following  variables: 

• hospital  identification 

• the  patient's  chart  number 

• date  of  birth 

• sex 

• race 

• locality  of  residence 

• admission  date 

• discharge  date 

• diagnoses 

• procedures  performed  and  their  dates 

• the  expected  payment  source 

• physician  codes 

• disposition  of  the  patient. 

This  minimal  set  of  variables  is  called  the  minimum 
the  Uniform  Uospital  Discharge  Data  Set  or  UHDDS. 

Rather  than  write  out  Mr.  Jones’  diagnoses  and  pro- 
cedures onto  the  medical  record  abstract  in  longhand,  a 
clerk  codes  them  into  an  internationally  standardized 
coding  scheme  called  the  International  Classification  of 
Diseases,  9th  Revision:  Clinical  Modification  or  ICD- 
9-CM.  The  ICD-9-CM  coding  scheme  contains  over 
14,000  different  diagnostic  codes  and  over  4,000  dif- 
ferent procedure  codes  organized  by  etiology  (cause  of 
the  disease).  This  coding  scheme  serves  a useful  purpose 
for  detailed  studies  of  mortality  (a  measure  of  the  risk  of 
death  from  a specific  cause  in  the  total  population  of  an 
age,  sex,  or  ethnic  group)  or  morbidity  (a  measure  of  the 
risk  of  disease  or  specific  diseases  in  the  total  population 
of  an  age,  sex,  or  ethnic  group).  An  example  of  the 
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574  Cholelithiasis 

The  following  fifth  digit  subclassification  is  for  use  with 
category  574: 

0 without  mention  of  obstruction 

1 with  obstruction 


574.1  Calculus  of  gallbladder  with  other  cholecystitis 
Biliary  calculus 

Calculus  of  cystic  duct  \ with  cholecystitis 
Cholelithiasis  J 

Cholecystitis  with  cholelithiasis  NOS 

Any  condition  classifiable  to  574.2  with  cholecystitis  (chronic) 


ICD-9-CM  coding  manual  is  presented  in  Exhibit  B. 

Thus,  in  Mr.  Jones'  case,  his  chronic  cholecystitis 
with  gallstones  (Choleilithiasis  is  the  medical  ter- 
minology for  the  presence  of  gallstones)  was  coded  as 
574. 10  — calculus  of  gallbladder  with  other  cholecystitis 
without  mention  of  obstruction. 

His  angina  pain,  called  angina  pectoris,  was  coded  as 
413.9  and  his  ingrown  nail,  as  512.2.  Mr.  Jones’ prinic- 
pal  diagnosis  (the  condition  established  after  study  to  be 
chiefly  responsible  for  admission  to  the  hospital  for 
care),  was  the  chronic  cholecystitis  with  gallstones,  cod- 
ed 574.10.  His  abstract  was  keyed  into  a computer  and 
summarized  into  a variety  of  computer  generated 
reports. 

Only  one  DRG  is  assigned  per  medical  record 
abstract.  In  order  to  assign  a DRG  to  Mr.  Jones’ 
abstract,  his  abstract  must  be  run  through  a computer 
program  called  the  GROUPER  which  automatically 
assigns  a DRG  based  on  the  principal  diagnosis,  the  rest 
of  the  diagnoses,  procedures,  discharge  status,  age,  and 
a unique  decision  tree  for  each  DRG.  Although  it  is 
possible  to  use  several  large  tables  and  dictionaries  to 
manually  assign  a DRG,  it  is  time  consuming  and  not 
recommended  since  the  decision  tree  followed  by  the 
GROUPER  can  get  quite  complicated.  In  Mr.  Jones’ 
case,  the  GROUPER  would  follow  the  decision  tree 
presented  in  Exhibit  D. 

Before  entering  the  decision  tree,  the  GROUPER  first 
verifies  the  accuracy  of  key  variables  on  the  medical 
record  abstract.  If  the  age,  sex,  or  discharge  status  are 
missing  or  invalid,  or  the  principal  diagnosis  is  missing, 
the  GROUPER  assigns  error  code  470  to  the  DRG  field 
and  terminates  any  further  processing  of  the  abstract. 
The  GROUPER'S  first  decision  (triangle  A)  is  to  look  up 
the  principal  diagnosis  code  in  a table  that  assigns  each 
of  the  1400+  ICD-9-CM  codes  to  one  of  twenty-three 
anatomical  categories  called  Major  Diagnostic 
Categories,  or  MDCs , as  shown  in  Exhibit  C. 

If  the  principal  diagnosis  is  a completely  invalid 
diagnosis  or  a diagnosis  code  that  is  not  acceptable  as  a 
“principal"  diagnosis,  the  GROUPER  assigns  error  code 
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Exhibit  C 

THE  TWENTY -THREE  MAJOR  DIAGNOSTIC  CATEGORIES 


01  Diseases  & Disorders  of  the  Nervous  System 

02  Diseases  & Disorders  of  the  Eye 

03  Diseases  & Disorders  of  the  Ear,  Nose  & Throat 

04  Diseases  & Disorders  of  the  Respiratory  System 

05  Diseases  & Disorders  of  the  Circulatory  System 

06  Diseases  & Disorders  of  the  Digestive  System 

07  Diseases  & Disorders  of  the  Hepatobiliary  System  & Pancreas 

08  Diseases  & Disorders  of  the  Musculoskeletal  System.  Connective 
Tissue 

09  Diseases  & Disorders  of  the  Skin,  Subcutaneous  Tissue  & Breast 

10  Endocrine,  Nutritional  & Metabolic  Diseases  & Disorders 

11  Diseases  & Disorders  of  the  Kidney  & Urinary  Tract 

12  Diseases  & Disorders  of  the  Male  Reproductive  System 

13  Diseases  & Disorders  of  the  Female  Reproductive  System 

14  Pregnancy,  Childbirth  & the  Puerperium 

15  Newborns  & Other  Neonates  with  Condition  Originating  in  the 
Perinatal  Period 

16  Diseases  & Disorders  of  Blood  & Blood  Forming  Organs 

17  Myeloproliferative  Disorders 

18  Infectious  & Parasitic  Diseases 

19  Mental  Diseases  & Disorders 

20  Substance  Use  & Substance  Induced  Organic  Mental  Disorders 

21  Injuries,  Poisonings  & Toxic  Effects  of  Drugs 

22  Burns 

23  Factors  Influencing  Health  Status  & Other  Contacts  with  Health 
Services. 


469  to  the  DRG  field  and  terminates  any  further  process- 
ing of  the  abstract. 

In  Mr.  Jones’  case,  the  GROUPER  would  have 
classified  his  ICD-9-CM  Code  of  574.10  for  his  prin- 
cipal diagnosis  of  chronic  cholecystitis  with  gallstones 
into  MDC  No.  07  — “Diseases  and  Disorders  of  the 
Hepatobiliary  System  and  Pancreas.” 

Once  an  MDC  has  been  assigned,  there  is  a unique 
decision  tree  to  go  from  each  MDC  to  the  final  DRG 
codes.  Branches  of  the  decision  tree  may  be  made  for 
any  of  the  following  reasons: 

• there  is  a specific  diagnosis  present 

• there  is  a specific  procedure  present 

• the  patient  is  less  than  18  years  old 

• the  patient  is  older  than  69  years  old 

• the  patient  was  transferred  to  an  acute  care  facility 

• the  patient  died 

• there  was  a substantial  comorbidity 

• there  was  a substantial  complication. 

Whenever  possible,  the  DRG  decision  trees  were 
based  on  the  following  guidelines: 

1.  Except  for  principal  diagnosis,  no  significance  is  at- 


EXHIBIT  0 

DECISION  TREE  FOR  HDC  07 
(April  20.  1982  Release) 


N = NO 
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tached  to  ordering  of  the  diagnostic  and  surgical  in- 
formation on  the  patient  record.  Thus,  partitions 
may  be  based  on  data  contained  in  any  of  the 
diagnosis  and  procedure  fields. 

2.  Whenever  possible,  the  initial  partition  of  each  ma- 
jor diagnostic  category  is  based  on  the  presence  or 
absence  of  a surgical  procedure  performed  in  the 
operating  room. 

3.  Whenever  possible,  the  initial  partition  of  the 
surgical  patients  is  based  on  clinically  coherent 
groups  of  procedures. 

4.  Whenever  possible,  the  initial  partition  of  the 
medical  patients  is  based  on  clinically  coherent 
groups  of  principal  diagnoses. 

5.  Since  patients  can  have  multiple  operating  room  pro- 
cedures, a patient  could  technically  be  partitioned  in 
a number  of  different  categories.  In  order  to  keep  the 
DRGs  mutually  exclusive,  each  of  the  operating 
room  procedure  categories  was  ranked  in  order  of 
resource  intensity  using  clinical  input  and  judgment. 
Patients'  assignment  is  based  on  their  procedure  with 
the  highest  resource  intensity  ranking,  called  the 
operating  room  procedure  hierarchy. 

6.  Whenever  possible  all  partitions  based  on  surgical 
procedure  and  principal  diagnosis  will  be  completed 
before  use  of  other  variables  such  as  age  or  com- 
plications/comorbidity . 

7.  From  a clinical  perspective,  partitions  are  as 
coherent  as  possible.  In  other  words  patients  in  the 
same  DRG  can  be  expected  to  evoke  a set  of  clinical 
responses  which  results  in  a similar  pattern  of 
resource  use. 

8.  If  age  is  used  in  multiple  places  within  DRG  defini- 
tions for  a particular  MDC,  then  age  groupings  are 
consistent,  unless  there  is  a clinical  rationale  to  do 
otherwise. 

The  age  breakpoints  that  statistically  yielded  the 
most  significant  differences  in  resource  consumption 
were  ages  greater  than  or  equal  to  70,  and  ages  less 
than  or  equal  to  18.  These  two  age  breakpoints  are 
consistently  used  throughout  the  grouping  process. 

9.  Death  is  used  as  a variable  in  the  definition  of  DRGs. 

10.  Patient  classes  which  occur  very  infrequently  are  not 
formed  unless  they  require  highly  specialized 
resources  or  are  treated  in  particular  types  of 
hospitals. 

11.  System  variables,  such  as  payment  source  or 
discharge  status  to  a nursing  home,  are  not  direct  pa- 
tient attributes  and,  therefore,  were  not  used  to 
define  the  DRGs.  Such  variables  are  characteristics 
of  the  health  system  in  which  care  is  rendered. 
Resource  consumption  may  be  affected  by  such 
variables  but  that  affect  is  not  related  to  the  type  of 
patient  being  treated. 

Once  an  MDC  has  been  assigned,  the  GROUPER’S 
next  decision  (triangle  B)  is  usually,  but  not  always, 
based  on  the  presence  or  absence  of  a surgical  procedure 
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performed  in  an  operating  room.  Each  of  the  4000  + 
ICD-9-CM  procedure  codes  has  been  classified  into  one 
of  two  categories:  operating  room  or  nonoperating 
room.  For  example,  an  x-ray  procedure  is  a 
nonoperating  room  procedure,  while  a hysterectomy  is 
an  operating  room  procedure.  Each  of  as  many  as  twelve 
ICD-9-CM  procedure  codes  on  a patient’s  abstract  must 
be  considered.  Each  ICD-9-CM  procedure  code  is  look- 
ed up  in  a table  to  determine  if  it  is  usually  performed 
in  an  operating  room  or  not.  Once  any  procedure  is 
determined  to  be  an  operating  room  procedure,  the 
GROUPER  will  follow  the  operating  room  branch  of  the 
decision  tree.  In  Mr.  Jones’  case,  his  only  procedure 
code,  51.22  for  total  cholecystectomy,  is  an  operating 
room  procedure. 

At  the  next  level  of  the  GROUPER,  specific  sets  of 
diagnoses  and  procedure  codes  have  been  defined  to 
designate  decision  tree  pathways.  In  Mr.  Jones'  case,  his 
total  cholecystectomy  procedure  code  51.22  was  not  a 
pancreas,  liver,  or  shunt  code  (triangle  C),  but  did  match 
one  of  the  codes  specified  for  the  bilary  tract  pathway 
(triangle  D).  It  is  important  to  remember  that  each  of 
these  pathway  splits  was  defined  because  it  helped  to 
distinguish  between  two  or  more  different  resource  con- 
sumption patterns.  In  Mr.  Jones’  case,  the  GROUPER 
then  makes  two  more  matches  in  the  decision  tables  — 
yes,  for  total  cholecystectomy  (triangle  E),  and  no,  for 
common  bile  duct  exploration  (triangle  F). 

The  final  decision  tree  pathways  taken  by  the 
GROUPER  for  Mr.  Jones'  case  were  to  determine  that 
no,  he  is  not  older  than  age  70  (triangle  G),  and  yes,  his 
angina  pectoris  code  413.9  is  in  the  list  of  substantial 
complication  and  comorbidity  codes  (triangle  H). 

A substantial  complication  is  defined  as  a condition 
that  arises,  during  the  hospital  stay  that  prolongs  the 
length  of  stay  by  at  least  one  day  in  approximately 
seventy-five  percent  of  the  cases.  Some  examples  of 
substantial  complications  are  codes: 

410.  - acute  myocardial  infarction 
481.  - pneumococcal  pneumonia. 

A substantial  comorbidity  is  defined  as  a pre-existing 
condition  that  will,  because  of  its  presence  with  a prin- 
cipal diagnosis,  cause  an  increase  in  length  of  stay  by  at 
least  one  day  in  approximately  seventy-five  percent  of 
the  cases. 

Some  examples  of  substantial  comorbidities  are  codes: 
135.  - sarcoidosis 
413.9  - angina  pectoris 
496.  - chronic  airway  obstruction 
571.2  - alcohol  cirrhosis  of  the  liver. 

In  Mr.  Jones’  case,  code  703.0  for  ingrown  nail  was 
neither  a substantial  comorbidity  nor  a complication,  but 
code  413.9  for  angina  pectoris  was  a comorbidity.  As  a 
result,  the  GROUPER  assigned  to  Mr.  Jones’  abstract 
DRG  197  - Total  Cholecystectomy  Without  Common 
Duct  Exploration  Age  > 70  and/or  Comorbidity  or 
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Complication. 

The  full  listing  of  all  467  DRGs  can  be  found  in  ap- 
pendix A. 

DRG  Accuracy 

The  GROUPER  may  have  been  unable  to  assign  a 
DRG  to  an  abstract  because  of  missing,  erroneous,  or 
questionable  data.  These  ungroupable  abstracts  can  be 
summarized  into  three  categories  which,  although  not 
DRGs,  are  frequently  assigned  DRG  codes  468,469,  and 
470  by  many  data  processors.  All  such  ungroupable 
abstracts  should  be  reviewed  and,  if  possible,  corrected 
so  as  to  minimize  their  impact. 

The  first  class  of  ungroupable  cases  is  468  - unrelated 
operating  room  procedure.  These  abstracts  have  a prin- 
cipal diagnosis  which  allows  assignment  of  an  MDC, 
and  an  operated  procedure  which  puts  the  abstracts  into 
the  surgical  decision  tree  pathway.  However,  none  of 
the  patient’s  procedure  codes  are  in  the  MDC’s  specific 
list  of  surgical  codes  for  further  decision  tree  splits.  In 
other  words,  the  principal  diagnosis  and  the  procedures 
performed  would  seem  to  place  the  patient  into  different 
organ  systems,  and  the  GROUPER  has  no  way  of  deter- 
mining which  is  best.  These  cases  should  be  reviewed  to 
see  if  the  principal  diagnosis  has  been  properly  assigned, 
or  if  a corresponding  procedure  is  missing. 

A second  class  of  ungroupable  cases  is  469  - the  prin- 
ciple diagnosis  is  not  a valid  discharge  diagnosis.  These 
cases  are  improperly  coded. 

The  third  class  of  ungroupable  cases  is  470,  which 
covers  all  other  reasons  for  the  record  being 
ungroupable,  e.g.,  invalid  sex,  invalid  age,  invalid 
disposition,  etc. 

Even  though  a case  is  assigned  a DRG,  it  may  also  be 
an  outlier.  An  outlier  refers  to  a case  that  utilizes 
resources  well  beyond  the  expected  range  for  a par- 
ticular DRG  and  may  be  based  either  on  length  of  stay 
or  cost.  Most  often  outliers  are  based  only  on  length  of 
stay  beyond  a predetermined  fixed  length  of  stay  called 
a trim  point.  Unique  trim  points  are  set  both  for  the  low 
end  as  well  as  the  high  end  of  the  expected  range  for 
each  DRG.  In  Mr.  Jones’  example,  Total  Cholecystec- 
tomy patients  in  DRG  197  normally  would  not  be  ex- 
pected to  stay  less  than  5 days  or  more  than  25  days.  Mr. 
Jones  is  not  an  outlier  because  his  13-day  stay  was 
within  the  5-25  day  range.  Because  currently  there  is  no 
national  standard  for  defining  outliers,  different  pro- 
cessors of  data  may  have  different  cases  being  con- 
sidered as  outliers.  Some  data  processors  automatically 
consider  all  deaths  to  be  outliers.  The  federal  govern- 
ment, as  a part  of  its  recent  Medicare  reimbursement 
regulations,  defined  cost  outliers  as  “all  cases  in  each 
DRG  for  which  the  standardized  cost  values  were  out- 
side three  standard  deviations  from  the  geometric  mean 
of  the  values  for  the  DRG.”  This  definition  of  a cost 
outlier  will  result  in  the  singling  out  of  approximately 
one  half  of  one  percent  of  Medicare’s  cases  based  only 


on  cost  and  not  on  length  of  stay. 

Essentially,  all  outliers  deserve  a closer  look  by 
hospital  management.  An  outlier  may  indicate  missing 
data  or  improper  coding  of  the  case  which  may  result  in 
the  wrong  DRG  being  assigned.  For  best  management 
and  reimbursement,  such  outlier  records  should  be  cor- 
rected and  reassigned  to  the  proper  DRG. 

On  the  other  hand,  an  outlier  may  truly  be  a case  of 
extremely  high  or  low  resource  consumption,  and 
hospital  management  could  still  benefit  by  review  of  the 
case.  Abnormally  high  or  low  resource  consumption 
may  have  quality  or  risk  management  implications.  Such 
cases  may  also  suggest  where  proper  management  of 
resource  consumption  could  have  decreased  the  cost  of 
the  case  or  where  resource  consumption  was  beyond  the 
hospital’s  control,  such  as  a patient  awaiting  skilled  nurs- 
ing facility  placement. 

DRG  Usage 

After  all  this  explanation,  one  might  still  ask.  Why 
DRGs?  There  are  three  principal  areas  of  use  for  DRGS: 

• utilization  review 

• reimbursement 

• hospital  management 

Much  of  the  success  of  DRGs  has  come  from  the 
utilization  review  usage.  Because  patients  within  a DRG 
show  the  same  patterns  of  resource  consumption,  DRGs 
have  been  used  in  utilization  review  for  investigation  of 
differences  among  hospitals,  physicians,  etc. 

The  current  wave  of  interest  in  DRGs  has  been  spur- 
red by  Medicare’s  proposals  for  using  DRGs  for  pro- 
spective payment.  Currently  hospitals  are  paid  on  an  “a 
la  carte”  basis  for  every  patient  day  and  every  ancillary 
service  provided.  With  this  type  of  reimbursement,  the 
alleged  incentives  are  to  provide  more  services  than  may 
be  necessary. 

Medicare  would  like  to  cap  this  uncontrollable  volume 
by  basing  the  reimbursement  rate  on  a “per  case"  basis 
rather  than  on  an  “a  la  carte”  basis.  Thus,  no  matter  how 
long  the  patient  stayed,  no  matter  how  many  ancillary 
services  were  provided,  no  matter  how  much  each  in- 
dividual service  costs,  the  hospital  would  be  paid  only 
on  a fixed  predetermined  rate  per  DRG.  Again,  the 
underlying  theory  is  that  patients  within  a similar  DRG 
utilize  the  same  resources  and  thus,  should  require 
similar  reimbursement.  This  change  in  reimbursement 
rates  would  shift  the  concern  about  volume  from 
Medicare’s  shoulders  (in  the  past,  exercised  through 
PSROs  and  fiscal  intermediaries)  to  the  hospital  and  at 
the  same  time  recognize  hospital  differences  in  case  mix. 
Medicare  would  still  be  concerned  with  controlling  the 
number  of  admissions,  but  not  the  length  of  stay  or  an- 
cillary services  utilization.  In  theory,  hospital  manage- 
ment will  identify  those  DRGs  where  the  hospital  is  “los- 
ing money”  and  will  look  for  ways  to  change  the  finan- 
cial outcome. 

A third  use  of  DRGs,  Medicare  believes,  is  for 
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hospital  management  itself.  Using  the  industrial  context, 
costs  are  normally  related  to  the  goods  and  services  pro- 
duced. For  example.  General  Motors  employs  resource 
measurement  and  accounting  techniques  that  allow  it  to 
estimate  closely  the  average  cost  of  producing  each  dif- 
ferent model  of  automobile  it  sells.  These  product- 
related  cost  measurements  serve  as  a basis  for  manage- 
ment decisions  in  many  areas:  pricing,  investment,  pro- 
duction levels,  productivity  measurement  and  so  on. 
When  the  cost  of  steel  rises  and  it  is  necessary  to  raise 
the  price  of  a car,  the  product-related  costs  can  serve  as 
a basis  for  distributing  the  increases  fairly  across  dif- 
ferent models  and  accessories. 

To  control  hospital  costs,  therefore,  it  is  necessary  to 
relate  these  costs  in  an  analogous  way  to  the  “product" 


that  the  hospital  sells.  Traditionally,  hospital  products 
have  been  patient  days,  discharges  and  ancillary  utiliza- 
tion statistics.  Yet  these  are  but  pieces  of  the  fiscal  “pro- 
duct” and  DRGs  provide  a mechanism  for  getting  a han- 
dle on  the  different  resources  that  go  into  each  of  the  dif- 
ferent hospital  products. 

Summary 

In  summary,  the  Diagnosis  Related  Groups  system  is  a 
classification  scheme  that  all-inclusively  partitions  short- 
term, general  hospital  inpatients  into  a manageable 
number  of  dynamic,  comparable,  mutually  exclusive, 
statistically  stable,  clinically  coherent,  commonly 
reproducible,  and  anatomically  organized  partitions  call- 
ed DRGs  which  are  reflective  of  hospital  resource 
consumption. 


Keep 

Your 

Practice 

Healthy 

Cash  flow  problems  can  make 


At  MDP  we  understand  the  multitude  of  functions  that  must  be  accomplished 
efficiently  if  your  practice  is  to  stay  healthy  ...  and  grow! 


We  specialize  in  medical  office  management  systems  that  put  you  in  total 
control  and  keep  you  there.  With  an  MDP  system  (either  on-line  to  us,  or  in-house 
in  your  office)  you  can  take  care  of  everything  from  billing  to  practice  reports  to  direct 
electronic  insurance  claims  submission. 


Call  or  write  us  for  a demonstration  — in  your  office  or  ours! 


90  National  Drive  • PO.  Box  128 
Glastonbury,  CT  06033 

(203)  659-2747 
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Medicare  Changes  in  TEFRA  Effective  October  1 

GEOFFREY  T.  ANDERS,  J.D.,  CPA,  CPBC,  LEIF  C.  BECK,  LL.B.,  CPBC,  J.  THOMAS 

MARTIN,  J.D.  AND  SCOTT  H.  SHARE,  MBA 


Most  physicians  by  now  have  a pasing  acquaintance 
with  the  tax  law  changes  initiated  by  last  year’s  Tax 
Equity  and  Fiscal  Responsibility  Act  (TEFRA).  Only 
recently,  however,  have  doctors  had  to  face  changes  to 
the  medicare  law  under  the  same  legislation.  These 
changes  may,  however,  have  as  far-reaching  an  impact 
as  the  tax  law  changes. 

Since  the  initial  medicare  legislation  in  1965,  hospitals 
and  physicians  have  naturally  tried  to  maximize  reim- 
bursements. In  some  cases,  however,  that  has  led  to 
reimbursements  from  medicare  outside  of  the  intended 
formats. 

As  established,  medicare  functions  under  two  trust 
funds.  The  Part  A fund  is  intended  to  reimburse  a 
hospital  for  its  “reasonable”  costs.  A portion  of  hospital 
costs  are,  of  course,  physician’s  services  rendered  to 
it  — for  committee  work,  administrative  services,  super- 
vision of  hospital  personnel  and  the  like.  The  medicare 
Part  B trust  fund  was  established  to  pay  physicians  for 
their  services  to  patients  on  a “reasonable”  charge  basis. 

Over  the  years,  some  hospitals  have  contracted  with 
physicians  to  perform  patient  services  for  substantially 
less  than  the  hospital  received  from  Part  B billing. 
Hospitals  then  profited  from  funds  and  a reimbursement 
method  (reasonable  charge)  not  intended  for  them. 

In  other  cases,  physicians  have  leased  hospital 
facilities  and  personnel,  such  as  radiology  departments, 
and  received  payment  on  a reasonable  charge  basis  in- 
cluding items  intended  to  be  reimbursed  to  hospitals  at 
cost. 

In  still  other  instances,  hospitals  have  agreed  to  pay 
doctors  very  large,  seemingly  excessive  sums  for  their 
administrative,  supervision  and  teaching  (A,  S & T)  ac- 
tivities. The  recent  changes  by  TEFRA  and  the  related 
regulations  are  intended  to  correct  these  “abuses”  in  non- 
teaching hospital  settings.  (Teaching  hospitals  are  ex- 
empt presently  and  are  governed  by  separately  written 
regulations.) 


The  authors  are  the  principal  consultants  of  The  Health  Care  Group, 
Bala  Cynwyd,  PA.  The  Health  Care  Group  deals  exclusively  with 
problems  confronting  medical  practices. 


Part  A Changes 

Effective  October  1,  hospitals  must  amend  contracts 
with  physicians  to  better  account  for  their  payments  to 
doctors.  The  new  restraints  apply  only  to  what  medicare 
will  pay  the  doctors  — physicians  are  still  (formally)  free 
to  negotiate  the  best  arrangements  they  can. 

Under  the  regulations,  hospital-physician  contracts 
must  specifically  recite  the  portion  of  total  physician 
work  time  attributable  to  A,  S & T services.  That  con- 
tractual allocation  must  then  be  supported  by  on-going 
records  of  actual  time.  If  the  hospital  submits  no  agreed 
time  allocation  to  HCFA  for  a particular  doctor  it  is 
assumed  that  no  Part  A cost  is  incurred. 

The  time  allocation  may  be  made  on  the  basis  of 
average  time  across  a department  rather  than  on  a per 
doctor  basis.  Medicare  reimbursements  to  the  hospital 
for  physician  compensation  are  then  determined  by  the 
following  formula:  the  hospital’s  proportion  of  medicare 
patients  multiplied  by  the  applicable  “reasonable  com- 
pensation equivalent”  multiplied  by  the  percentage  of 
Part  A time  multiplied  by  the  number  of  full-time  work 
equivalents  involved. 

This  formula  requires  some  explanation.  “Reasonable 
compensation  equivalents”  (RCE)  are  specifically  man- 
dated under  the  regulations  and  are  based  upon 
“average”  earnings  in  1979.  While  the  data  employed 
and  statistical  method  used  in  determining  those  figures 
are  subject  to  question,  there  is  no  ready  means  of 
challenging  their  use  in  specific  settings.  The  1979 
numbers  are  adjusted  by  an  inflation  index  to  1983 
equivalents  and  are  to  be  adjusted  year  to  year  hereafter 
on  the  same  basis.  Different  amounts  are  thus  deter- 
mined for  nine  “specialty”  classifications  in  each  of  three 
population/area  classifications  — rural,  metropolitan 
areas  with  less  than  one  million  population,  and 
metropolitan  areas  with  more  than  one  million 
population. 

The  full  RCE  amount  would  be  the  maximum  amount 
the  hospital  could  be  reimbursed  (assuming  a 100  per- 
cent medicare  patient  base)  for  a physician  devoting 
2080  hours  per  year  (a  40-hour  work  week)  to  Part  A 
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activities.  The  RCE  is  adjusted  upward  or  downward  if 
a specific  doctor’s  work  time  is  greater  or  less  than  the 
2080  hour  benchmark,  that  is,  more  or  less  than  one  full- 
time equivalent. 

Thus  a Pittsburgh  cardiologist  would  fall  under  the  in- 
ternal medicine  specialty  RCE  for  metropolitan  areas  of 
greater  than  one  million  population,  or  $90,700.  If  that 
cardiologist  devoted  20  percent  of  his  usual  50  hour 
week  to  A,  S & T activities  the  hospital  would  be  paid 
$22,675  ($90,700  x .20  x 50/40)  for  the  year  assum- 
ing a 100  percent  medicare  patient  base  and  that  the 
physician  had  negotiated  at  least  that  amount  for  his  ser- 
vices to  the  hospital.  The  applicable  RCE  may  be  ad- 
justed by  actual  costs  of  malpractice  insurance  which  the 
hospital  pays  or  to  which  the  hospital  contributes  and  by 
the  costs  of  professional  society  dues  and  CME  (but  not 
in  excess  of  5 percent  of  the  RCE). 

One  exception  to  using  RCE  levels  exists  where  a 
hospital  can  demonstrate  that  is  needs  to  pay  more  than 
the  RCE  amount  to  attract  or  retain  a physician  in  a par- 
ticular position. 

Even  though  time  allocation  agreements  between 
physicians  and  hospitals  are  required,  actual  time 
records  must  subsequently  be  kept  to  justify  the  stated 
percentages.  Those  time  records  should  reflect  A,  $ & 
T time  and  total  physician  work  time  (including  time 
spent  providing  Part  B services  and  non-reimbursable 
services). 

Part  B Changes 

The  new  regulations  under  TEFRA  spell  out  specific 
requirements  for  physicians  to  receive  payment  for  ser- 
vices to  medicare  patients:  the  services  must  be  per- 
sonally furnished  by  the  doctor,  must  contribute  to  the 
diagnosis  or  treatment  of  a patient,  must  ordinarily  re- 
quire performance  by  a physician  and  must  not  be 
billable  under  Part  A.  Other  more  restrictive  re- 
quirements are  imposed  on  radiologists,  anes- 
thesiologists, and  pathologists. 

If  a doctor’s  services  are  rendered  in  a hospital  setting 
then  payment  will  be  limited  to  the  professional  compo- 
nent of  the  sevice  and  may  not  include  payment  for 
equipment,  technicians,  and  the  like  (even  if  those  costs 
are  incurred  by  the  doctor,  such  as  would  be  the  case  in 
a leased  department  arrangement).  $eparate  customary 
and  prevailing  fee  profiles  are  to  be  developed  to 
distinguish  services  rendered  in  a hospital  setting  as  op- 
posed to  the  doctor’s  office  (where  the  payment 
presumably  also  includes  the  “technical”  component 
portion). 

All  Part  B services  must  be  billed  on  the  HCFA  1500 
claim  form  (the  “universal”  claim  form).  Currently  many 
hospitals  bill  under  a combined  (Part  A and  Part  B)  bill- 
ing arrangement  which  is  to  be  eliminated,  although  this 
portion  of  the  regulations  is  not  yet  final.  All  reim- 
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bursements  received  must  be  paid  to  the  physicians 
rendering  the  services,  thus  preventing  hospitals  from 
making  a profit  on  doctor  Part  B activities. 

This  presents  many  physicians  with  an  immediate 
problem  and  the  prospect  of  possible  financial  loss  in  the 
near  term. 

Most  hospitals  will  choose  to  remove  themselves  en- 
tirely from  Part  B services,  shifting  billing  and  collec- 
tion responsibilities  to  the  doctors.  $ince  medicare  bill- 
ings include  co-insurance  and  deductibles  billable  to  pa- 
tients, the  billing  process  becomes  much  more  com- 
plicated (these  patient  payment  portions  were  avoided  in 
a combined  billing  situation  in  the  past  for  radiology, 
pathology  and  certain  cardiology  services). 

Furthermore,  with  the  advent  of  diagnosis-based 
hospital  payments  after  October  1,  1983,  hospitals  will 
be  faced  with  other  major  difficulties.  Thus  in  most 
cases  doctors  will  assume  the  billing  function  along  with 
overhead  costs  which,  in  total,  may  amount  to  25-30 
percent  of  revenues. 

Despite  the  hassles,  the  shift  of  billing  cost  and 
responsibility  would  not  be  too  objectionable  if  physi- 
cians would  receive  medicare  payments  based  upon  the 
typical  actual,  customary  and  prevailing  fee  screen 
mechanism.  However,  that  will  not  be  the  case  for  doc- 
tors who  have  not  established  a customary  charge  profile 
by  their  or  the  hospital’s  Part  B billings. 

In  those  cases,  the  hospital  compensation  to  the  doctor 
will  be  used  to  establish  a temporary  customary  change 
which  will  be  applied  until  the  July  1 following  a calen- 
dar year  in  which  the  doctor  has  actually  billed  Part  B 
for  at  least  three  months.  Thus  to  establish  a customary 
profile  based  upon  actual  charges,  to  be  in  effect  by  July 
1,  1984’,  doctors  must  begin  separate  billing  by  October 
1,  1983. 

The  period  between  the  initiation  of  separate  billing 
and  July  1,  1984,  during  which  customary  charges  are 
determined  on  compensation,  could  present  major 
problems. 

What  will  happen  exactly  is  not  altogether  clear  since 
HCFA  regulations  are  not  final  on  this  point. 
Nonetheless,  current  indications  could  lead  to  the 
following  type  of  situation.  Assume,  for  example,  a doc- 
tor who  was  receiving  $8  per  test  for  reports  and  inter- 
pretations on  EKGs.  Also  assume  that  the  hospital  used 
a combined  billing  format  and  that  30  percent  of  the  doc- 
tor's time  was  spent  in  Part  A services  but  that  payment 
for  the  Part  A portion  was  included  in  the  $8  fee.  After 
going  on  separate  billing  the  doctor  bills  medicare  $15 
for  an  EKG  report  and  interpretation.  Medicare  allows 
the  lower  of  the  actual  charge  ($15),  the  medicare 
prevailing  charge  (perhaps  $13.60  depending  on  the 
medicare  area)  and  the  compensation  determined 
customary  charge  ($5.60  or  the  former  $8  hospital  paid 
fee  times  70  percent  attributable  to  Part  B). 
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In  this  situation  medicare  then  pays  the  doctor  80%  of 
the  allowable  amount  ($5.60)  or  $4.48.  The  physician  is 
required  to  bill  patients  the  co-insurance  portion  of 
$1.12. 

First  it  is  hardly  worth  sending  the  patient  a bill.  Staff 
time,  postage  and  other  costs  would  likely  exceed  the  pa- 
tient portion  and  billing  such  trivial  amounts  would  cer- 
tainly do  nothing  to  improve  physician-patient  relation- 
ships. Even  if  the  patient  portion  is  collected  the  doctor 
nets  perhaps  $4.20  after  perhaps  a 25  percent  overhead 
rate  instead  of  the  $5.60  he  had  received  from  the 
hospital  (ignoring  the  Part  A portion). 

In  this  type  of  scenario  doctors  could  face  a significant 
short  term  drop  in  income.  The  income  drop  may  be  off- 
set in  whole  or  in  part  by  increased  revenues  from  Blue 
Shield  and  other  third  parties,  but  whether  that  will  be 
the  case  needs  to  be  carefully  examined  in  each  set  of 
circumstances. 

The  situation  is  further  complicated  by  the  time  lag  in- 
volved in  starting  on  separate  billing.  While  hospital 
payments  were  undoubtedly  regularly  received,  it  could 
take  anywhere  from  one  to  three  months  before 
payments  from  insurers  begin  to  flow. 

The  prospect  of  financial  loss  due  to  the  doctor  assum- 
ing billing  costs  and  overhead  might  be  reduced  or 
eliminated  to  the  extent  that  the  hospital  provides  billing 
services  at  low  or  no  charges  as  the  physician’s  “billing 
agent.”  That  may  not,  however,  be  a good  alternative. 
As  a general  matter  hospitals  have  little  understanding  of 
Part  B billing  and  they  are  not  likely  to  be  too  interested 
in  learning  while  struggling  with  their  own  revisions  oc- 
casioned by  diagnosis-based  hospital  reimbursement. 

Similarly,  hospital  collection  results  from  patient  bill- 
ings generally  do  not  apprach  usual  private  practice 
results.  Those  financial  considerations  along  with  physi- 
cians’ usual  attitudes  toward  hospital  knowledge  or  in- 
volvement in  doctor  finances  may  foreclose  this 
possibility.  Nonetheless,  where  a hospital  offers  this 
possibility  it  should  be  carefully  evaluated  with 
alternatives. 

The  separate  billing  time  lag  problem  may  also  be 
solvable  with  the  hospital's  help.  Doctors  may  be  able  to 
negotiate  payment  of  their  Part  A stipends  in  advance  to 
help  cover  start  up  costs  and  the  initial  period  before 
reimbursements  start  to  come  in. 

Special  Restrictions 

Part  B payment  requirements  for  radiology,  an- 
esthesiology and  pathology  have  been  changed  even 
more  critically. 

Anesthesiologists  must  actually  employ  the  certified 
registered  nurse  anesthetists  (CRN As)  they  supervise  in 
order  to  bill  fully  for  CRNA  services.  Reimbursement  of 
CRNA  costs  to  the  hospital  will  not  suffice  nor  will  re- 
taining CRN  As  on  an  independent  contractor  basis.  If 
CRNAs  are  not  employed,  billing  to  medicare  is  limited 


to  one  ASA  unit  per  30  minutes  of  CRNA  time. 

Furthermore,  anesthesiologists  are  not  permitted  to 
supervise  more  than  four  CRNAs  concurrently  and  can- 
not themselves  be  providing  services  during  that  time  in 
order  to  bill  Part  B of  medicare.  Claim  for  reim- 
bursements must  state  on  their  face  whether  or  not 
CRNAs  are  employed  and  whether  more  than  4 CRNAs 
were  supervised.  It  is  not  clear  what  happens  if  a doctor 
supervises  more  than  4 CRNAs,  but  then  does  not  accept 
medicare  assignment. 

Other  requirements  concerning  the  extent  of  physician 
involvement  in  the  patient’s  anesthesia  care  are  also 
mandated  by  the  regulations. 

Reimbursements  to  radiologists  are  affected  by 
changes  in  the  way  “reasonable  charges”  are  determined. 
Radiology  services  outside  of  a hospital  will  be  paid 
under  a separately  developed  prevailing  charge  profile. 
Similarly,  in-hospital  radiology  services  will  be  subject 
to  prevailing  charges  determined  for  in-hospital  ser- 
vices. In-hospital  service  reimbursement  may  in  no 
event  exceed  40  percent  of  the  outside-of-hospital 
prevailing  charge. 

Pathologists  must  begin  Part  B billing  for  anatomical 
pathology  services,  consultations,  and  in  certain  cases 
where  tests  are  personally  performed.  Clinical 
pathology  services  will  be  paid  only  as  Part  A services. 

Changes  for  each  of  these  specialties  are  even  more 
dramatic  than  for  other  physicians  providing  services  in 
the  hospital.  A very  careful  analysis  of  the  financial  im- 
plications are  called  for  in  each  case  before  entering 
substantive  negotiations  with  the  hospital. 

Hospital-physician  Contracts 

Reducing  the  new  arrangements  to  written  form  re- 
quires careful  advance  planning  and  consideration. 
Written  agreements  will,  in  most  cases,  need  to  address 
both  Part  A and  Part  B services  as  well  as  other  issues. 

While  written  time  allocations  for  medicare  Part  A 
services  are  required  by  HCFA  regulations,  initial 
estimates  may  be  revised  based  upon  the  results  of  actual 
time  records.  Thus  it  may  be  beneficial  from  both  the 
physician  and  hospital  standpoints  to  provide  that  the  in- 
itial allocation  agreement  (and  the  Part  A compensation 
figure)  will  be  reviewed  and  revised  during  the  first  year 
on  a quarterly  or  semi-annual  basis  to  conform  with  ac- 
tual time  expended  on  Part  A efforts. 

As  a matter  of  form  the  contracts  should  also  specify 
that  the  doctor  will  comply  with  Part  A rules  and  that  no 
charge  will  be  made  to  patients  for  services  covered  by 
Part  A compensation. 

Part  A related  portions  of  the  contract  should  recite 
the  physician’s  usual  work  year  in  hours  so  that  the 
number  of  full  time  equivalent  positions  are  known.  It 
would  also  be  well  to  recite  as  specifically  as  possible 
the  Part  A duties  for  which  the  compensation  is  to  be 
paid.  Hospitals  may  insist  that  some  supervision  or  ad- 
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ministrative  time  should  be  uncompensated  as  part  of  the 
doctor’s  obligation  for  staff  membership  generally.  Any 
such  distinctions  agreed  to  should  be  clearly  delineated 
from  the  start. 

The  contract  should  also  be  clear  on  what,  it  any,  staff 
or  other  support  the  hospital  will  provide  to  assist  the  A, 
S & T efforts  and  what  will  be  required  from  the  physi- 
cian in  terms  of  actual  time  documentation. 

On  Part  B maters  hospitals  may  insist  on  the  right  to 
review  and  approve  physician  fees.  Agreeing  to  that  is, 
however,  dangerous.  Hospital  review  of  fees  is  certainly 
appropriate  but  permitting  hospitals  to  approve  fees  may 
be  illegal  price  fixing.  A good  compromise  here  is  to 
provide  that  the  doctor’s  fee  schedule  will  be  attached  to 
the  contract  for  hospital  review  and  that  no  changes  will 
be  made  except  upon  prior  notice  to  the  hospital. 

Depending  on  the  financial  circumstances  in  each 
case,  hospitals  may  provide  various  levels  of  support  for 
newly  launched  physician  separate  billing.  Rent-free 
space  and  no  charge  billing  services  will  be  common,  we 
expect.  In  other  cases,  hospitals  may  agree  to  computer 
tie-ins  or  other  sharing  of  hospital  collected  patient  iden- 
tification and  billing  information.  The  term  and  extent  of 
those  services  should  be  clearly  stated  in  resulting  writ- 
ten agreements. 


Hospitals  may  also  be  expected  to  insist  on  a variety 
of  provisions.  Such  matters  as  staffing  hospital  clinics, 
approval  of  substitute  physicians  if  the  primary  doctor  is 
away  or  sick,  and  access  to  patient  medical  records  will 
often  be  included.  In  each  instance  the  physician  obliga- 
tions should  be  clearly  spelled  out. 

Whatever  terms  are  arranged  can  be  expected  to  serve 
as  precedent  for  future  years.  Thoroughness  and  care  in 
arriving  at  a suitable  agreement  are  therefore  very  much 
in  order. 

Conclusion 

The  changes  in  hospital-physician  arrangements  for 
A,  S & T services  and  for  services  to  hospital  patients 
mandated  by  the  Tax  Equity  and  Fiscal  Responsibility 
Act  of  1982  are  far-reaching.  While  physician  short 
term  finances  may  be  at  risk,  over  the  longer  term  the 
new  requiements  do  promise  a more  fair  basis  for  doctor 
compensation  than  has  often  been  the  case  in  the  past. 
Even  the  longer  term  outlook  is  clouded,  however,  since 
physicians  will  be  burdened  with  additional  record- 
keeping, increased  overhead  and  billing  hassles  and 
more  complicated  contracts  to  negotiate.  Extreme  care 
in  entering  the  new  arrangements  is  clearly  indicated. 


SA  VE  THIS  DA  TE!  SA  VE  THIS  DA  TE! 

Wednesday,  November  16,  1983 

SECOND  ANNUAL  ELLA  T.  GRASSO  MEMORIAL  CONFERENCE 
Gynecologic  Oncology:  Current  Management  and  New  Directions 

This  symposium  addresses  clinical  problems  in  gynecologic  oncology  and  is  directed  toward 
Obstetricians/Gynecologists,  Medical  Oncologists,  Radiation  Therapists,  Pathologists,  Nurses  and  Residents. 
Co-Sponsored  by  the  Divisions  of  Gynecologic  Oncology  at  the  Yale  University  School  of  Medicine  and 
University  of  Connecticut  School  of  Medicine 

Location:  The  Park  Plaza 

155  Temple  Street 
New  Haven,  Connecticut 

Guest  Faculty:  Dr.  Donald  Woodruff  of  Johns  Hopkins  Hospital 

Dr.  Ralph  M.  Richart  of  Columbia  Presbyterian  Medical  Center 

Dr.  Robert  Bast  of  Harvard  Medical  School  at  the  Dana  Farber  Cancer  Institute 

Dr.  Alon  J.  Oenmbo  of  Princess  Margaret  Hospital 

Accredited  by  AMA  Category  I and  American  College  of  Obstetricians  and  Gynecologists 

Registration  and  Program  to  follow 

FOR  Yale  University  School  of  Medicine 
FURTHER  Office  of  Graduate  and  Continuing  Education 
INFORMATION:  333  Cedar  Street,  New  Haven,  Connecticut  06510 
(203)  785-4578 
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Month  in  Washington 


Unemployed’s  Health  Care  Funding 
Unsettled 

If  the  Senate  Finance  Committee  has  its  way,  a health 
plan  for  the  unemployed  will  be  financed  by  physicians 
and  Medicare  beneficiaries. 

The  committee  voted  10  to  2 on  July  13  to  pay  for  a 
health  plan  for  the  unemployed  by  increasing  Medicare 
Part  B premiums  and  by  freezing  the  maximum  amounts 
Medicare  will  pay  physicians  for  a particular  service. 
The  panel  then  sent  the  measure,  which  provides  $1.8 
billion  in  block  grants  to  states,  to  the  Senate  floor. 

Senate  Democrats  plan  an  all-out  war  on  the  Finance 
Committee  measure  and  have  vowed  that  no  plan  tying 
health  insurance  for  the  unemployed  (HIU)  to  Medicare 
cuts  will  “emerge  from  the  Senate"  and  Senator  Edward 
Kennedy  (D-MA)  is  threatening  a filibuster  against  the 
measure.  Even  if  the  Senate  were  to  pass  the  measure, 
the  HIU  version  that  was  expected  to  come  before  the 
House  of  Representatives  in  early  August  does  not  in- 
clude a financing  mechanism.  House  agreement  to  the 
Finance  Committee  plan  is  considered  unlikely.  The 
Senate  probably  will  not  vote  on  HIU  until  after  the  Con- 
gress’ summer  recess. 

The  Finance  Committee  HIU  bill  would  limit 
Medicare  reimbursement  to  physicians  by  reverting  to 
the  prevailing  charge  limits  in  effect  for  the  program 
prior  to  the  annual  update  that  took  place  July  1,  1983. 
They  would  be  held  at  that  level  from  October  1 until 
July  1,  1984.  Because  the  measure  would  limit  only 
prevailing  fees,  it  is  less  restrictive  than  the  Reagan  Ad- 
ministration proposal  to  limit  both  prevailing  and 
customary  fees.  Physician  reimbursement  savings  in  the 
Finance  proposal  are  estimated  at  $1,375  million  over 
the  next  three  years. 

Another  $359  million  in  savings  would  come  from  in- 
creasing Part  B premiums  each  year  so  that  they  always 
would  cover  25%  of  the  cost  of  the  medical  services 
reimbursed  under  that  part  of  Medicare.  A temporary 
provision  setting  premiums  at  25%  of  program  costs  is 
scheduled  to  end  December  31,  1984. 
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The  combined  savings  from  the  two  proposals  would 
finance  a two-year,  $1.8  billion  health  plan  for  the 
unemployed.  States  would  be  required  to  put  up  mat- 
ching funds  and  to  means  test  eligibility.  Benefits  could 
not  be  provided  to  any  family  with  an  income  greater 
than  the  state’s  median  income  for  similarly  sized 
families.  The  state  could  collect  up  to  8%  of  the  jobless 
worker’s  unemployment  check  to  help  pay  for  benefits. 

Meanwhile,  repeated  postponements  of  HIU  delibera- 
tions on  the  House  floor  have  led  to  speculation  that  sup- 
port for  the  measure  may  be  cooling. 

The  issue  is  to  be  brought  to  the  floor  under  a rule  that 
would  first  bring  up  the  House  Commerce  Committee's 
three-year  $6.8  billion  entitlement  plan  but  would  then 
substitute  a two-year,  $4  billion  block  grant  measure  en- 
dorsed by  the  Ways  and  Means  Committee. 

Only  three  amendments  would  be  permitted  under  the 
rule.  Two  deal  with  abortion.  One  would  require  an 
assets  test  for  those  receiving  HIU  benefits.  No  other 
substitutes,  such  as  a less  costly  plan  pushed  by  Rep. 
Thomas  Tauke  (R-IA),  would  be  permitted. 

The  AMA  has  written  House  members  urging  defeat 
of  the  current  rule  because  it  is  “excessively  restrictive.” 


Stockman  Hits  Hospice  Benefits 

A new  wrinkle  has  developed  in  the  continuing  con- 
troversy over  a new  Medicare  hospice  benefit  scheduled 
to  take  effect  November  1 . 

OMB  Director  David  Stockman  wants  to  set  “eligibili- 
ty” standards  that  would  limit  the  number  of  hospice  pa- 
tients to  just  over  30,000  in  the  first  year,  rising  to  about 
40,000  over  the  next  two  years.  Only  currently  existing 
hospices  could  participate  in  Medicare  initially.  He 
argues  that  otherwise,  rather  than  saving  money  as  in- 
tended, the  hospice  benefit  will  cost  $350  million  to 
$800  million  over  the  next  three  years. 

Stockman  also  wants  to  keep  the  cap  on  total  expen- 
ditures per  hospice  patient  at  less  than  the  $6,500  Con- 
gress thought  it  was  enacting.  The  cap  became  an  issue 
earlier  when  HCFA  said  that  using  the  methodology 
called  for  in  the  law,  it  came  up  with  a cap  of  $4,332. 
Stockman  wants  the  cap  to  remain  at  that  level. 
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HHS  Secretary  Margaret  Heckler,  who  sponsored  the 
bill  creating  hospice  coverage  while  she  was  in  Con- 
gress, agreed  with  House  Ways  and  Means  Committee 
members  to  a provision  to  raise  the  cap  to  the  $6,500 
level.  Ways  and  Means  and  the  Senate  Finance  Commit- 
tee attached  provisions  to  do  that  to  a bill  providing 
health  insurance  for  the  unemployed.  The  provisions 
could,  however,  fall  victim  to  a Presidential  veto  of  the 
health  plan  for  the  unemployed. 

Meanwhile,  the  National  Hospice  Organization  says 
Heckler  has  discussed  the  regulations  with  them  and 
made  some  desirable  revisions.  Rates  of  payment  for 
hospices  have  been  increased,  for  instance,  though  NHO 
representatives  say  they  are  still  inadequate. 

NHO  President  Don  Gaetz  said  the  organization  also 
has  concerns  over  some  clinical  issues  that  have  been 
largely  ignored  in  the  flap  about  the  rates.  For  instance, 
Gaetz  said  NHO  wants  the  department  to  upgrade  the 
staffing  requirements  for  inpatient  facilities  and  to  put 
some  teeth  in  a provision  assuring  the  continued  involve- 
ment in  the  case  of  the  patient's  attending  physician. 

The  hospice  regulations  were  to  have  been  published 
in  March  but  have  been  held  up  by  the  ongoing  con- 
troversy. Now  some  critics  think  the  delay  is  deliberate 
and  that  the  regulations,  which  by  law  are  to  be  out  in 
final  form  September  1 , will  be  issued  as  an  interim  final 
regulation,  making  changes  unlikely.  Another  possibili- 
ty that  worries  hospice  supporters  is  that  the  November 
1 date  the  benefit  is  to  take  effect  will  be  postponed  — an 
outcome  Gaetz  said  would  prompt  legal  action  from 
NHO. 


Medicare  Index  Increased  July  1 

The  index  governing  increases  in  Medicare’s 
“reasonable”  charge  limits  for  physicians  increased  by 
5.85%  effective  July  1 . 

The  Health  Care  Financing  Administration  estimates 
that  unless  it  is  repealed,  the  new  index,  published  in  the 
July  1 Federal  Register,  will  increase  Medicare 
payments  to  physicians  by  about  $270  million  over  the 
year  it  remains  in  effect. 

The  Reagan  Administration  had  requested  that  the  in- 
dex be  frozen  and  the  Senate  Finance  Committee  has 
voted  to  roll  back  the  index  to  the  pre-July  1 level. 


Pacemaker  Legislation  Imperils 
Prospective  Pricing 

Recently-introduced  legislation  to  reduce  Medicare 
payments  for  cardiac  pacemaker  implantations  could 
politicize  Medicare's  prospective  pricing  system  before 
it  even  gets  off  the  ground,  according  to  critics  who  in- 
clude Medicare  officials,  hospitals  and  physicians. 
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The  legislation,  introduced  July  14  by  Sen.  John  Heinz 
(R-PA)  and  Rep.  Ron  Wyden  (D-OR),  would  reduce 
payments  for  cardiac  pacemaker  implantation  to  both 
physicians  and  hospitals.  The  hospital  reductions  would 
be  achieved  by  lowering  the  rates  for  pacemaker  implan- 
tation in  the  new  diagnosis  related  groups  (DRGs)  pay- 
ment system  Medicare  will  begin  phasing  in  October  1. 

DRG  rates  have  not  been  established  yet,  and  the 
American  Medical  Association  and  the  American 
Hospital  Association,  among  others,  have  claimed  that 
lowering  the  pacemaker  DRG  rates  before  they  are  even 
settled  on  is  “premature.” 

AMA,  AHA  and  others  fears  that  the  pacemaker 
legislation,  which  its  sponsors  say  could  save  $200 
million  in  fiscal  1984,  could  be  tied  to  the  Congressional 
budget  action  and  move  rapidly  through  Congress 
without  adequate  debate.  To  stave  off  that  possibility,  a 
number  of  the  groups  — including  AMA,  AHA,  the 
Health  Industry  Manufacturers  Association,  the 
American  College  of  Cardiologists,  and  the  Federation 
of  American  Hospitals  — have  sent  letters  to  Congress 
urging  that  the  pacemaker  bill  not  be  enacted  too  hastily. 

Specifically,  the  Heinz  and  Wyden  proposal  would 
reduce  the  two  DRGs  associated  with  cardiac  implanta- 
tion by  15%  and  the  two  associated  with  reimplantation 
by  30%.  Surgical  fees  would  be  reduced  by  25%,  but 
Medicare  would  pay  100%  of  the  allowable  charge,  thus 
eliminating  the  current  20%  patient  coinsurance  for  the 
procedure. 

Called  the  Medicare  Pacemaker  Reform  and  Patient 
Protection  Act,  the  measure  would  also  reduce  the  fre- 
quency  of  pacemaker  monitoring.  Current  provisions, 
which  are  under  review  by  the  Health  Care  Financing 
Administration,  permit  about  12  transtelephonic 
monitoring  sessions  and  from  four  to  eight  office  visits 
per  patient  per  year.  Heinz  and  Wyden  propose  to 
reduce  the  monitoring  frequency  by  50%  and  reimburse- 
ment levels  for  transtelephonic  monitoring  by  25%. 

They  are  also  calling  for  the  establishment  of  a na- 
tional pacemaker  registry  under  the  auspices  of  the 
FDA.  FDA  ran  a demonstration  of  this  concept  for 
several  years  but  dropped  it  for  lack  of  funding. 
Estimated  annual  cost  of  the  registry  is  $1  million  a year. 

Wyden  and  Heinz  are  pushing  their  measures  as  an 
alternative  to  the  administration’s  proposals  to  reduce 
Medicare  spending.  Congressional  health  committees 
have  until  late  September  to  recommend  some  $400 
million  in  Medicare  cuts  called  for  in  Congress’  fiscal 
1984  budget  resolution.  Preliminary  discussion  in  both 
the  Senate  Finance  Committee,  where  Heinz  is  a 
member,  and  House  Commerce  health  subcommittee, 
where  Wyden  serves,  generated  some  interest  in  the 
pacemaker  limits,  though  both  panels  are  awaiting  a 
Congressional  Budget  Office  review  of  the  legislation. 

In  discussions  before  the  Commerce  health  subcom- 
mittee, Heinz  and  Wyden  claimed  that  no  further  study 
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of  their  proposal  is  needed.  They  say  it  is  substantiated 
by  the  findings  of  a Senate  Committee  on  Aging  in- 
vestigation about  a year  ago  that  concluded  that  “hun- 
dreds of  millions  of  Medicare  dollars  are  being  wasted” 
in  the  $2  billion-a-year  pacemaker  industry. 

This  year,  Heinz  and  Wyden  estimate  that  about 
150,000  Americans  will  have  a pacemaker  implanted. 
About  80%  of  these  will  be  Medicare  beneficiaries. 
About  30%  will  be  receiving  a pacemaker  that  replaces 
an  earlier  one.  Rarely,  will  Medicare  collect  on  warran- 
ties covering  some  of  the  replaced  pacemakers,  they  say. 

The  two  legislators  also  contend  that  the  reductions 
they  propose  are  justified  because:  hospitals  pay  $3,000 
to  $5,000  for  pacemakers  which  cost  only  $600  to  $900 
to  manufacture;  the  Veterans  Administration  (V.A.) 
pays  about  17%  less  per  pacemaker  than  Medicare; 
surgical  fees  range  from  $750  to  $2,500  and  are  based 
on  earlier,  riskier  implant  operations. 

The  Reagan  Administration  does  not  support  the 
Heinz  and  Wyden  proposal,  however,  and  HCFA  Ad- 
ministrator Carolyne  Davis,  Ph.D.,  told  the  Commerce 
Subcommittee  the  legislation  is  unnecessary  because  the 
DRG  system  itself  will  give  hospitals  an  incentive  to 
hold  down  pacemaker  prices. 

Davis  added  that  the  proposed  reductions  would  limit 
access  to  pacemakers  for  some  patients  and  “unfairly 
penalize”  hospitals  that  have  held  down  pacemaker 
costs.  A HCFA  task  force  on  pacemaker  reimbursement 
concluded  that  the  V.A.  pays  less  for  pacemakers  than 
Medicare  because  the  V.A.  purchases  and  warehouses 
the  devices  — something  Medicare  doesn't  want  to  do  for 
its  larger  beneficiary  population,  she  reported. 

Meanwhile,  Congress  has  been  hearing  from  the 
health  industry. 

American  Medical  Association  Executive  Vice  Presi- 
dent James  H.  Sammons,  M.D.,  in  a letter  to  Senate 
Finance  Committee  Chairman  Robert  Dole  (R-KS)  said 
the  Heinz  and  Wyden  provisions  are  “of  major  concern 
because  of  their  impact  on  the  availability  and  quality  of 
care  for  Medicare  beneficiaries  in  need  of  pacemakers, 
and  because  of  the  precedent  they  would  establish  for 
redefining  the  practice  of  medicine  through  the 
Medicare  law.” 

“The  regulations  establishing  the  new  system  have  not 
even  been  published  for  public  comment,”  the  letter  con- 
tinued. “We  do  not  believe,  therefore,  that  it  would  be 
well  advised  to  start  manipulating  the  system  before  it 
has  even  been  structured.” 

The  letter  also  said  the  reductions  in  reimbursement  to 
surgeons  improperly  assumes  that  “all  surgeons  implan- 
ting pacemakers  base  their  fees  on  more  expensive 
medical  technologies  no  longer  utilized.”  And  it  warned 
that  reduced  payments  to  surgeons  could  lead  to  a 
“significant  reduction  in  the  rate  of  assignment  for  this 


procedure.”  The  AMA  supported  the  concept  of  a Na- 
tional Pacemaker  Registry. 

In  a similar  vein,  the  American  College  of  Car- 
diologists wrote  several  Congressmen  that  the  legislation 
assumes  that  “less  costly  pacemakers  will  be  as  effective 
as  the  more  expensive  models  and  that  current  monitor- 
ing is  excessive.  The  medical  validity  of  the  assumptions 
has  not  been  determined,”  said  the  ACC  which  along 
with  the  American  Heart  Association  is  developing 
guidelines  on  pacemakers  implants. 

The  American  Hospital  Association  urged  Congress  to 
“wait  until  after  the  DRG  prices  are  published  and 
evaluated  before  considering  any  change  in  payment 
rate.” 

HIMA  complained  that  “the  proposal”  reaches  far 
beyond  pacemakers.  It  assaults  the  integrity  of  the 
Medicare  prospective  payment  system.” 


Limits  Called  For  on  Medicare 
Patient  Payments 

A Medicare  advisory  panel  wants  to  limit  to  about 
$900  a year  the  share  of  Medicare-covered  hospital  and 
physician  bills  paid  by  Medicare  patients. 

Medicare  premiums  would  increase  to  about  $420  a 
year,  but  beneficiaries  would  no  longer  need  to  buy 
private  insurance  to  supplement  their  Medicare,  the 
panel  believes. 

The  new  plan,  approved  by  the  Social  Security  Ad- 
visory Council,  would  establish  new  limits  for  both 
medical  (Part  B)  and  hospital  (Part  A)  services  for 
beneficiaries  who  agree  to  increases  of  about  $250  a 
year  in  what  they  now  pay  for  Part  B.  Beneficiaries  who 
couldn’t  or  wouldn’t  pay  the  increased  premium  would 
have  to  forego  Part  B coverage  and  would  have  new 
hospital  cost-sharing  exceeding  what  most  beneficiaries 
now  pay. 

The  Council  has  asked  its  staff  to  come  up  with  a pro- 
posal for  aiding  those  for  whom  the  new  premium  would 
be  a hardship,  however,  and  some  members  are  begin- 
ning to  raise  other  questions  about  the  plan. 

The  Council,  chaired  by  former  Indiana  Gov.  Otis 
Bowen,  is  appointed  every  four  years  to  look  at  the 
Social  Security  program.  This  year  it  was  instructed  to 
focus  on  Medicare.  Its  recommendations  were  due  by 
July  1,  but  the  Council  has  been  granted  a three-month 
extension. 

All  the  Council’s  recommendations  are  subject  to  fur- 
ther revision  and  some,  such  as  the  new  copayment 
structure  and  changes  in  the  physician  claims  assignment 
process,  are  still  being  fleshed  out.  Their  implementa- 
tion would  require  legislative  action  that  is  not  con- 
sidered likely  in  this  Congress. 
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“Emergency”  Centers  Claim  AMA  Foul 

An  organization  that  represents  about  a quarter  of  the 
nation’s  800  or  so  freestanding  emergency  medical  care 
centers  has  asked  the  Federal  Trade  Commission  (FTC) 
to  force  the  American  Medical  Association  to  rescind  or 
modify  its  guidelines  for  the  operation  of  the  emergency 
centers. 

The  Dallas-based  National  Association  of  Freestand- 
ing Emergency  Centers  (NAFEC)  on  July  13  filed  a 
complaint  asking  for  an  FTC  investigation  of  the 
guidelines,  alleging  that  they  violate  antitrust  law. 

The  guidelines  were  part  of  an  AMA  Board  of 
Trustees  report  that  was  amended  and  approved  in  June 
by  the  House  of  Delegates.  The  House  had  called  for  the 
development  of  operational  criteria  for  the  rapidly- 
growing  freestanding  emergency  centers  at  its  Interim 
1982  meeting. 

John  J.  Coury,  M.D..  Chairman  of  the  AMA  Board, 
immediately  denied  the  allegations  in  the  complaint: 

“The  guidelines  approved  by  our  House  of  Delegates 
last  month  were  just  that  — guidelines,"  he  said.  "The 
AMA  House  of  Delegates  does  not  issue  mandatory 
regulations,  and  the  guidelines  it  adopted  do  not  in  any 
way  constitute  restraint  of  trade." 

Dr.  Coury  also  pointed  out  that  ethical  standards  ap- 
proved by  the  House  state  clearly  that  "in  matters  strictly 
of  a policy  nature,  a physician  who  disagrees  with  the 
position  of  the  American  Medical  Association  is  entitled 
to  the  freedom  and  protection  of  his  point  of  view.” 

The  "operational  criteria"  the  report  suggests  to  iden- 
tify those  centers  which  “can  truly  offer  a full  range  of 
emergency  medical  services”  deal  with  hours,  staffing, 
equipment  and  referral  arrangements  of  the  center. 

In  its  complaint  NAFEC,  which  prefers  guidelines  it 
has  developed  for  its  members,  claimed  the  AMA 
guidelines  are  "overbroad”  and  would  make  freestanding 
emergency  centers  the  “equivalent  of  acute  trauma 
centers."  The  complaint  also  charges  that  "because  the 
AMA  wields  tremendous  political  influence,  the 
guidelines  constitute  unreasonable  restraint  of  trade  and 
will  impede  the  growth  of  FECs  and  deny  the  public 
cost-effective  care.” 

The  NAFEC  disagrees  particularly  with  AMA  criteria 
requiring  the  centers  calling  themselves  freestanding 
"emergency”  care  centers:  to  stay  open  24  hours  a day, 
seven  days  a week;  to  include  registered  professional 
nurses  on  their  staffs;  to  meet  certain  equipment  re- 
quirements, including  on-the-premises  lab  capability  and 
two  monitor  defibrillators;  and  make  emergency 
medical  services  available  regardless  of  the  patient’s 
ability  to  pay. 

In  contrast,  the  NAFEC  guidelines  call  for  the  facility 
to  remain  open  at  least  70  hours  seven  days  a week; 


maintain  “appropriate”  nursing  and  ancillary  staff;  main- 
tain some  emergency  equipment,  not  including  on-the- 
premises  lab  services;  provide  free  care  only  in  life- 
threatening  situations. 

The  NAFEC  complaint  was  announced  at  a 
Washington  press  conference  by  NAFEC  President 
Drennon  Stringer,  M.D.,  a Dallas  physician  who  has 
just  opened  his  third  emergency  center.  Dr.  Stringer  said 
NAFEC  objects  to  the  AMA  criteria  because  they  are 
more  stringent  than  those  of  the  American  College  of 
Emergency  Physicians  and  than  those  that  the  Joint 
Commission  on  Accreditation  of  Hospitals  applies  to 
some  classes  of  hospitals.  NAFEC  is  working  with  the 
Ambulatory  Accreditation  Association  for  Health  Care 
to  develop  its  own  accreditation  program  for  freestan- 
ding emergency  centers. 

Stringer  accused  the  AMA  of  trying  to  bring  “undue 
economic  hardship  on  the  freestanding  centers  by  "rais- 
ing our  operating  costs  and  destroying  our  competitive 
edge.”  He  added  that  AMA's  fears  of  patient 
misunderstanding  of  the  use  of  the  term  “emergency”  by 
the  clinics  are  unfounded.  Only  2%  of  the  freestanding 
emergency  clinics'  patients  have  life-threatening  condi- 
tions, he  claimed. 

At  least  four  states  have  attempted  recently  to  regulate 
the  freestanding  centers  and  NAFEC  has  opposed  final 
regulations  in  all  the  states.  Stringer  said  NAFEC  fears 
the  "AMA  pronouncement"  on  freestanding  emergency 
care  will  be  a "green  light”  for  other  regulation. 

The  NAFEC  complaint  was  filed  with  FTC  Commis- 
sioner James  Miller  and  the  Bureau  of  Economics.  FTC 
is  under  no  obligation  to  act  on  the  complaint. 


Medicare  Physician  Fee  Freeze 

Despite  the  concerns  of  the  American  Medical 
Association  and  fears  that  Medicare  patients  may  be  hurt 
in  the  process.  Congress  is  seriously  considering  a 
Reagan  Administration  proposal  to  freeze  Medicare 
payments  to  physicians. 

The  powerful  Senate  Finance  Committee  has  already 
approved  a more  limited  version  of  the  proposal  and  a 
House  Commerce  health  Subcommittee  has  hinted  that  it 
might  move  in  the  same  direction  if  it  could  find  some 
way  to  assure  that  physicians  wouldn't  simply  bill  their 
patients  for  fee  increases  not  picked  up  by  Medicare. 

Under  the  original  proposal,  the  economic  index  that 
governs  increases  in  the  maximum  payments  Medicare 
will  make  for  a particular  service  would  have  been 
frozen  for  a year  at  the  1982/83  level.  However,  the  in- 
dex is  updated  on  July  1 each  year  and  rose  on  schedule 
this  year  by  5.85%.  Any  Congressional  action  now  will 
have  to  roll  the  index  back  to  its  82/83  level. 
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“No  Code”:  A Nurse’s  Viewpoint 

MARIE  T.  HILLIARD,  R.N.,  M.S. 


Introduction 

The  "No  Code"  situation  presents  the  nurse  with  a uni- 
que dilemma.  It  is  the  nurse  who  implements  the  physi- 
cian's order  or  initiates  a "Code."  In  the  absence  of 
specific  professional,  legal,  and  frequently  agency 
guidelines  the  nurse  encounters  ambiguity  in  attempting 
to  define  her  professional,  legal  and  ethical  obligations. 
Physicians,  too,  are  faced  with  similar  ambiguity. 
Recently  judicial  resolutions  to  such  dilemmas  have 
been  sought.  Perhaps  if  health  care  providers  increased 
their  collaboration  to  resolve  these  issues  judicial  resolu- 
tions would  be  unnecessary. 

A young  nurse,  newly  graduated,  was  assigned  to  care 
for  a terminally  ill  hospitalized  child  who  was  comatose. 
She  was  told  by  the  nurse  in  charge  of  the  unit  that  the 
attending  physician  had  verbalized,  but  not  written,  a 
"No  Code”  order.  Such  an  order  would  prevent  the  in- 
itiation of  resuscitative  efforts  in  the  presence  of  an  ac- 
tual or  impending  respiratory  or  cardiac  arrest.  The 
nurse,  in  the  absence  of  a written  order,  unsuccessfully 
attempted  to  have  the  verbal  order  verified.  The  child 
began  to  demonstrate  signs  of  immediately  impending 
respiratory  and  cardiac  arrests.  In  the  absence  of  a writ- 
ten order  and  cognizant  of  the  necessity  for  an  im- 
mediate decision,  the  nurse  initiated  a "Code.”  However, 
she  believed  that,  although  following  hospital  policy, 
her  acts  were  contrary  to  the  unwritten  wishes  of  the  at- 
tending physician.  The  first  person  to  respond  to  the 
"Code”  was  the  attending  physician  who,  to  the  nurse's 
amazement,  immediately  initiated  resuscitative 
measures.  The  child  remained  alive,  in  a coma,  for  five 
more  days. 

Such  a situation  is  not  unique  to  nurses.  Nurses  report 
that  many  physicians  appear  to  be  reluctant  to  write  “No 
Code”  orders.  In  the  absence  of  a written  “No  Code” 
order  nurses  must  initiate  a “Code.”  Therefore,  it  is  not 
unlikely  that  a nurse  may  act  in  a manner  which  is  con- 
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trary  to  the  physician's  best  judgment.  Why  are  some 
physicians  reluctant  to  write  “No  Code”  orders  which 
they  wish  to  have  implemented?  Some  hospitals  lack 
specific  policies  for  physicians  to  follow  in  writing  “No 
Code”  orders.  Also,  recent  litigation  has  left  the  physi- 
cian unsure  if  such  a decision  is  his  to  make. 

If  a patient  is  legally  and  mentally  competent,  he  has 
the  right  to  decline  any  therapy,  including  resuscitative 
measures,  even  if  advocated  by  his  physician  for  the 
treatment  of  a reversible  illness.  1 The  treatment  of  an 
incompetent  patient  is  more  problematic.  The 
Massachusetts  Supreme  Court  in  its  decision  regarding 
Joseph  Saikewicz, J a 67-year-old  profoundly  retarded 
leukemic,  indicated  that  the  determination  of  what  deci- 
sion an  incompetent  person  would  make  if  he  were  able 
to  act  in  his  own  best  interest  is  to  be  made  by  the  courts. 
Although  setting  a precedent  for  court  orders  in  cases  in- 
volving incompetent  persons,  the  Saikewicz  case  did  not 
represent  a situation  in  which  there  was  no  possibility  of 
at  least  a temporary  recovery  or  relief  from  illness.  ’ A 
subsequent  Massachusetts  case  concerning  Shirley  Din- 
nerstein,  an  incompetent  adult  in  an  advanced  stage  of 
Alzheimer's  disease,  sought  clarification  of  uncertainties 
raised  by  the  Saikewicz  ruling.  The  court  decided  that  if 
resuscitation  will  do  nothing  to  cure  or  relieve  an  illness 
which  has  brought  an  individual  to  the  threshold  of 
death,  and  for  which  there  is  no  known  current  or  an- 
ticipated treatment  to  slow  or  arrest  the  disease,  no  con- 
troversy exists.  In  the  absence  of  a controversy  the 
validity  of  a "No  Code”  order  does  not  depend  on  prior 
judicial  approval  but  on  medical  judgment. 4 

These  situations  represent  a concern  for  protecting  the 
rights  of  the  incompetent  to  autonomy  and  self  deter- 
mination. However,  if  rights  are  attributed  only  to  per- 
sons, and  if  personhood  is  defined,  as  it  has  been  by  some, 
\as  the  ability  to  be  rational  and  self  determining, 
it\vould  seem  that  such  concerns  are  unnecessary.  This 
logic  contradicts  the  legal  concept  of  personhood.  Legal- 
ly "a  person  is  such,  not  because  he  is  human,  but 
becausfe  rights  and  duties  are  ascribed  to  him.”  But  to 
whom  does  one  ascribe  rights?  From  a philosophical  and 
ethical  perspective  the  person  is  the  unique  knowing, 
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suffering,  loving,  and  rejoicing  being  providing  for  the 
continuity  of  the  human  individuality. b This  definition 
attempts  to  capture  the  non-physical  aspects  of  per- 
sonhood  and  recognizes  the  cognitive  nature  of  the 
human  person.  However,  cognition  is  not  absolute  and 
exists  on  a continuum,  making  it  difficult  to  document. 
The  medical  community,  through  the  establishment  of 
criteria  for  brain  death,  has  opted  for  a physiological 
documentation  of  brain  function  as  the  indicator  of  the 
existence  of  a living  person.  A similar  proposal,  the 
Uniform  Determination  of  Death  Act,  has  been 
generated  by  the  President’s  Commission  for  the  Study 
of  Ethical  Problems  in  Medicine  and  Biomedical  and 
Behavioral  Research. 7 Although  the  issue  of  brain 
death  is  distinct  from  the  “No  Code”  issue,  both  issues 
are  interrelated  by  the  pivotal  question.  What  is  life? 

At  the  state  level,  recent  attempts  have  been  made  to 
address  this  question  from  a legal  perspective.  The  first 
Connecticut  court  case  of  this  nature  occurred  in  March 
of  1981.  The  family  of  Melanie  Bacchiochi,  whose  con- 
dition was  considered  to  be  hopeless,  sought  authoriza- 
tion to  have  her  life  support  systems  disconnected.  The 
Superior  Court,  in  a “finding  of  fact,”  declared  that  Bac- 
chiochi was  dead  by  medical  standards  and  by  the  legal 
definition  that  the  Connecticut  General  Assembly  had 
established  for  organ  donors.  Although  there  was  no  rul- 
ing in  this  case,  the  decision  may  indicate  the  courts’ 
willingness  to  place  the  responsibility  for  the  final  deter- 
mination of  death  with  the  physician. 8 However,  with 
the  precedent  set  by  bringing  the  Bacchiochi  case  to 
court  and  the  absence  of  a legal  definition  of  death, 
physicians  may  be  even  more  wary  of  the  legal  ramifica- 
tions of  such  decisions. 

Minnesota  adopted  what  are  considered  to  be  the  na- 
tion’s first  statewide  guidelines  for  physicians  to  use  in 
writing  “Do  Not  Resuscitate"  orders.  9 In  the  absence  of 
guidelines,  and  perhaps  in  an  effort  to  avoid  the  necessi- 
ty for  legal  interference  in  the  physician-patient  relation- 
ship hospitals  report  an  increasing  awareness  of  the  need 
for  specific  “No  Code”  hospital  policies.  At  times  this 
awareness  has  been  generated  by  nurses  who  are  faced 
directly  with  the  responsibility  for  implementing  or  not 
implementing  a “Code,”  the  order  for  which  at  best  is 
legally  challengable  and  at  worst  is  nebulous.  In  fact, 
without  a specific  hospital  policy,  not  resuscitating  a pa- 
tient could  be  considered  malpractice. 10 

A plan  developed  out  of  the  Harvard  School  of  Public 
Health  advocates  the  use  of  an  advisory  committee  by 
physicians  involved  in  the  care  of  the  irreversibly  ill. 
This  ad  hoc  committee  would  be  composed  of  health 
care  workers  (including  nurses)  directly  involved  in  car- 
ing for  the  patient  concerned,  as  well  as  an  uninvolved 
senior  staff  physician.  The  responsibility  for  the  “No 
Code”  order  remains  with  the  patient’s  physician. 
Documentation  of  patient’s  competence  and  informed 
consent  or,  if  the  patient  is  incompetent,  the  informed 
consent  of  appropriate  family  members,  is  required.  If 
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the  patient  is  incompetent,  it  first  must  be  established 
that  the  patient  has  experienced  an  irreversible  disease 
and  is  in  an  irreparable  physiological  state  with  immi- 
nent death  probable.  Then  efforts  must  be  made  to  ascer- 
tain what  action  the  patient  would  have  desired.  A sum- 
mary of  dialogues  with  the  patient,  staff,  and  family  is 
to  be  recorded  in  the  patient's  record.  If  a “No  Code” 
order  is  written  the  physician  must  review  the  decision 
daily.  11 

Although  frequently  nurses  do  not  have  formal 
mechanisms  for  input  into  “No  Code"  decision  making, 
informal  mechanisms  for  nursing  input  do  exist.  Also, 
nursing  input  into  policy  questions  has  been  evidenced 
at  the  committee  level,  through  Joint  Practice  Commit- 
tees which  have  been  formed  in  some  hospitals. 
Although  these  committees  deal  with  a broad  scope  of 
issues,  it  is  at  this  level  that  concerns  involving  “No 
Code”  policies  formally  are  being  raised. 

In  general,  nurses  are  expected  to  obey  a written  “No 
Code”  order  which  follows  hospital  policy.  However, 
neither  the  physician’s  orders  nor  the  agency’s  policies 
protect  the  nurse  from  legal  and  ethical  accountability 
for  her  actions.  12  The  American  Nurses’  Association 
has  provided  the  nursing  profession  with  a code  of  con- 
duct for  ethical  practice.  Although  this  document  does 
not  provide  the  nurse  with  specific  “No  Code” 
guidelines,  it  does  address  the  nurse’s  accountability  to 
the  patient.  This  responsibility  includes  protecting  the 
patient  from  violations  of  his  rights  by  others.  The  Code 
For  Nurses  aspires  to  quality  in  nursing  care  and  its  re- 
quirements may  exceed  those  of  the  law.  Violations  of 
the  Code  for  Nurses  may  lead  to  censure  or  expulsion 
from  the  professional  organization.  13 

The  “No  Code"  situation  may  potentiate  the  develop- 
ment of  role  obligation  conflicts  for  the  nurse. 

As  a professional  health  provider,  the  nurse  has  a 
primary  ethical  obligation  to  the  patient.  However,  she 
has  legal  obligations  to  both  the  institution  and  to  the 
patient.  Often,  the  nurse’s  implementation  of  profes- 
sional legal  and  ethical  duties  may  be  hampered  by  the 
legal  privilege  and  conventional  ethical  rights  of  the 
physician  who  is  considered  to  have  ultimate  accoun- 
tability for  patient  care  or  by  institutional  limits  on  the 
nurse’s  authority  to  act. 14 

Until  the  last  quarter  century,  in  the  presence  of  such 
role  conflicts,  the  nurse  followed  the  rule-ethics  of  obe- 
dience to  authority.  15  Milgram  has  demonstrated  that  in 
morally  controversial  situations  individuals  obey,  plac- 
ing all  responsibility  on  the  legitimate  authority.  16  The 
“No  Code”  situation  poses  a moral  dilemma  for  the  nurse 
due  to  the  issue  of  individual  responsibility  as  it  relates 
to  the  nurse’s  position  in  the  decision  making  structure. 
A moral  dilemma  ensues  when  a nurse  disagrees  with  a 
health  professional  of  a higher  rank  yet  values  function- 
ing within  the  existing  system.  17 

Researchers  have  demonstrated  that  nurses,  in 
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general,  function  at  Kohlberg’s  18  Conventional  level  of 
moral  development,  seeking  to  maintain  the  status 
quo.  |l'-"  The  ‘‘conventional”  nurse  would  provide  little 
stimulation  and  few  new  insights  into  ethical  dilemmas. 
If  we  were  to  accept  this  limitation  of  some  nurses  as  in- 
dicative of  nursing’s  inability  to  have  an  impact  on 
ethical  decision  making,  we  would  lose  sight  of  the  fact 
that  nurses  do  impact  any  “Code”  or  “No  Code”  decision. 
Nurses  implement  these  decisions;  and  the  impact  of 
nursing  in  the  “No  Code”  situation  is  directly  propor- 
tional to  the  degree  of  ambiguity  of  the  physician’s 
orders  and  hospital  policy.  Therefore,  those  nurses  who 
function  best  in  situations  which  provide  the  greatest 
structure  may  have  the  heaviest  impact  in  situations 
which  provide  the  fewest  guidelines.  However,  not  all 
nurses  function  at  the  conventional  level  of  moral 
development.  Nurses  with  more  education  demonstrate 
a greater  ability  for  ethical  decision  making. :i”  This 
would  indicate  that  ethical  decision  making  can  be  learn- 
ed. Kohlberg  states  that  cognitive  stimulation  and  role 
taking  opportunities,  through  social  group  or  institution 
participation  are  prerequisites  for  moral  develop- 
ment. Perhaps  such  role  taking  opportunities  through 
collaboration  in  ethical  decision  making  have  not  been  pro- 
vided to  nurses  in  the  clinical  setting. 

Schools  of  nursing  are  attempting  to  prepare  students 
for  collaboration  in  ethical  decision  making.  Although  a 
distinct  course  in  ethics  usually  is  not  required,  ethical 
concepts,  patients’  rights,  and  professional  obligations 
are  presented  in  appropriate  courses.  Clinical  con- 
ferences and  seminars  are  used  to  provide  the  applica- 
tion of  these  concepts  to  real  or  simulated  clinical  situa- 
tions. Students  also  are  supported  in  their  efforts  to  be 
patient  advocates  in  the  face  of  ethical  dilemmas  in 
clinical  situations. 

Yet,  although  nursing  education  programs  are  able  to 
provide  students  with  a conceptual  background  for 
ethical  decision  making,  their  ability  to  provide  role  tak- 
ing opportunities  may  be  restricted  by  a system  which 
does  not  allow  nurses  formal  input  into  such  decisions. 
Role  taking  cannot  occur  without  role  modeling;  and  the 
role  that  is  modeled  should  be  dictated  by  legal,  profes- 
sional, and  institutional  standards.  However,  for  many 
nurses  confronted  with  the  “No  Code”  situation  few  such 
standards  exist.  It  is  not  surprising  that  in  the  face  of 
such  confusion  some  nurses  may  opt  for  a conventional 
level  of  ethical  behavior.  Yet  nurses  have  professional 
obligations  to  the  patient  and  therefore  are  making 
ethical  decisions  formally  or  informally,  all  of  the  time. 
The  quality  of  these  decisions  depends  on  the  quality  of 
the  role  taking  opportunities  afforded  the  nurse. 

Although  it  is  desirable  to  provide  nursing  input  on 
policy  issues  at  the  committee  level,  it  is  equally  impor- 


tant to  allow  for  nursing  input  in  decision  making  at  the 
policy  application  level.  Perhaps  if  such  mechanisms  are 
developed,  there  will  be  a greater  congruency  between 
the  ethical  reasonings  of  health  professionals  and  less 
need  for  judicial  resolutions  to  “No  Code”  dilemmas. 
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In  January  1983,  the  New  York  Times  Sunday  Book  Review  section 
featured  a critique  of  The  Social  Transformation  of  American  Medicine  by 
Dr.  Paul  Starr.  This  book  has  since  become  a source  of  reference  on  health 
care  delivery  in  our  country.  Dr.  Starr,  a professor  of  sociology  at  Har- 
vard University,  has  written  a carefully  documented,  comprehensive  and 
developmental  history  of  American  medicine.  I bring  it  to  your  attention 
as  recommended  reading  not  only  because  it  is  well  written  and  inform- 
ative but  also  because  it  brings  into  historical  perspective  the  problems  fac- 
ing medicine  today. 

The  book  is  divided  into  two  parts.  Part  I traces  the  rise  of  our 
“Sovereign  Profession.”  According  to  Starr,  this  era  of  professional 
autonomy,  which  began  in  the  latter  part  of  the  19th  century  and  extended 
into  the  early  part  of  the  20th  century,  rested  on  the  following:  1.  peer  review  and  validation  of 
knowledge  and  competence;  2.  peer  review  standards  based  on  rational  and  scientific  grounds  that  were 
not  arbitrary  and  capricious;  3.  the  service  provided  was  oriented  toward  a set  of  substantive  values, 
such  as  good  health.  These  three  criteria  or  attributes  are  defined  in  our  code  of  ethics.  Sociologists 
have  therefore  explained  medicine’s  position  in  society  in  the  first  part  of  its  history  as  “collegial, 
cognitive,  and  moral.” 

During  this  era  the  medical  profession  has  been  able  to  avoid  "hierarchical  control  and  monopolistic 
power  of  insurance  companies,  hospitals  and  large  medical  practice  organizations.”  While  this  has  had 
obvious  financial  implications,  it  has  also  enabled  us  to  maintain  our  freedom  of  choice  in  selecting  loca- 
tion of  practice  and  type  of  practice  as  well  as  choice  of  patients. 

Our  professional  authority  and  autonomy  in  determining  the  course  of  medical  care  in  terms  of  drugs, 
surgery,  hospitalization  and  diagnostic  testing  is  now  being  threatened  by  the  various  organizations  that 
we  heretofore  were  able  to  keep  out  of  the  decision-making  process  in  health  care  delivery. 

These  organization  are  of  two  kinds;  1 . competitive  in  the  form  of  federally  and  privately  funded  prac- 
tice and;  2.  regulatory  in  the  form  of  state  and  federal  regulations.  It  is  these  two  issues  that  Dr.  Starr 
addresses  in  Part  II  of  his  book,  and  it  is  to  these  same  two  issues  that  our  Federation  is  devoting  its 
time  and  effort. 

Dr.  Starr’s  prediction  is  that  "the  trend  of  medicine  is  toward  corporate  financing  for  private  plans 
controlled  by  conglomerates  whose  interests  will  be  primarily  determined  by  their  rate  of  return  on  their 
investments.”  He  further  states,  however,  that  this  trend  is  not  necessarily  inevitable.  "Images  of  the 
future  are  usually  only  caricatures  of  the  present.”  Perhaps  this  picture  of  the  future  of  medical  care 
will  also  prove  to  be  a caricature.  Whether  it  does  depends  on  choices  that  Americans  have  still  to  make. 

Organized  medicine  can  help  determine  what  these  choices  will  be,  but  it  is  naive  to  think  that  a physi- 
cian can  offer  the  same  services  against  the  combined  forces  of  state  and  federal  governments  as  well 
as  the  influence  of  private  corporations.  With  the  addition  of  the  predicted  physician  surplus,  the  divi- 
sion and  fragmentation  of  our  profession  will  undoubtedly  result. 

I therefore  return  to  a recurring  theme,  which  is  the  importance  of  joining  the  organizations  that  can 
and  do  speak  for  all  physicians,  i.e.,  our  local,  state  and  national  medical  society.  I have  pledged  myself 
to  increase  the  enrollment  of  Connecticut  physicians  into  our  organized  Federation.  The  modest 
membership  fee  will  not  only  return  to  you  in  the  form  of  material  benefits,  but  it  will  also  help  preserve 
the  autonomy  and  authority  that  we  have  cherished  for  so  long  and  that  is  now  being  seriously 
threatened. 

Daniel  W.  Doctor,  M.D. 

President 


VOLUME  47,  NO.  9 


571 


COMPUTER  CONSULTING 


CARE  FOR  YOUR 

COUNTRY. 


HOSPITAL  AND  COMMERCIAL 
LABORATORIES 

HEALTH  AGENCIES 

MEDICAL  OFFICES 


As  an  Army  Reserve  physician,  you  can  serve 
your  country  and  community  with  just  a small  invest- 
ment of  your  nme  You  will  broaden  your  professional 
experience  by  working  on  ( 
interesting  medical  projects'* 
in  your  community  Army 
Reserve  service  is  flexible,  so  it 
won  t interfere  with  your  practice. 

You'll  work  and  consult  with  top 
physicians  during  monthly  Reserve 
meenngs  Youll  also  attend  funded 
continuing  medical  educanon  pro- 
grams You  will  all  share  the  bond  of  1 
being  civic-minded  physicians  who  are  also  commis- 
sioned officers  One  important  benefit  of  being  an  officer 
is  the  non-contnbutory  retirement  annuity  you  will  get 
when  you  renre  from  the  Army  Reserve  To  find  out 
more,  simply  call  the  number  below 

ARMY  RESERVE. 

BE  Ail  YOU  CAN 

CALL  COLLECT 

(203)  525-26 S 6 

or  return  coupon  to: 


AMEDD  Personnel  Procurement 

FOB,  Suite  532 

450  Main  Street 

Hartford,  CT  06103 

Name:  


Specialty: 


Address: 


Business  Phone: 


Home  Phone: 


Best  Time  to  Call: 
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ARMY  RESERVE. 

CARE  FOR  YOUR  COUNTRY. 


• Determination  of  Needs 

• Vendor  Selection 

• Installation/Training 

Obtain  expert  advice  and  assistance  before 
you  make  a purchase  or  a commitment. 


Call  or  write: 

ROBERT  A.  LANDOWNE,  Ph.D, 
37  BONNIE  BROOK  ROAD 
WESTPORT,  CT  06880 

203-227-2231 


Self-Study  Pharmacological  CME 
Program  Announced 

A national  investigative  and  clinical 
education  program  carrying  14  to  20  hours 
of  Category  I CME  credit  has  been  an- 
nounced by  the  Temple  University  School 
of  Medicine  Department  of  Continuing 
Medical  Education.  The  self-assessment 
self-study  program  focuses  on  beta- 
blockers  in  the  management  of  essential 
hypertension,  and  is  being  offered  to  in- 
terested physicians  with  educational 
materials  and  samples,  and  without  cost. 

Additional  information  is  available  by 
calling  the  N.I.C.E.  Program  at 
1-800-221-1475. 
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Reflections  from  the  Dean’s  Office 

The  Product  of  a Hospital,  1984 

ROBERT  U.  MASSEY,  M.D. 


During  the  coming  year  most  of  us  will  become  more 
familiar  than  we  should  like  with  “Title  VI;”  we  could 
hardly  avoid  it  because  this  Act  of  Congress,  passed 
March  24,  1983,  requires  that  hospital  administrators 
and  physicians  learn  to  hang  together  unless  they  are 
prepared  to  hang  separately. 

The  Act  is  called  Prospective  Payments  for  Medicare 
Inpatient  Services;  by  the  time  that  it  is  fully  im- 
plemented, and  other  insurors  have  adopted  the  principle 
of  paying  on  the  basis  of  the  discharge  diagnosis,  all  of 
us  who  care  for  patients,  manage  hospitals,  and  educate 
medical  students  and  residents  will  have  changed  the 
ways  in  which  we  set  our  objectives,  do  our  work,  and 
anticipate  our  rewards. 

The  purpose  of  all  of  this,  of  course,  is  to  slow  the  rise 
of  medical  costs;  one  way  or  another  that  will  be  achiev- 
ed; one  way  or  another  the  market  will  work  its  will;  we 
can  expect  fewer  resources  than  we  should  like  and 
lower  returns:  the  system  will  shrink,  and  that  in  the  Act 
is  called  budget  neutrality. 

Advantages  come  with  being  lean;  performance 
generally  improves  and  the  swift  and  skillful  receive  the 
greater  reward.  More  to  the  point,  objectives  are  more 
precisely  defined  and  their  locations  more  accurately 
triangulated  when  reaching  them  becomes  difficult  and 
dangerous.  There  is  less  room  for  error,  and  sloppiness, 
both  intellectual  and  moral,  is  quickly  spotted  and  swift- 
ly punished. 

We  shall  be  forced  to  define  anew' the  product  of  the 
hospital.  Several  authors  who  have  written  about  DRGs 
and  prospective  reimbursement  have  made  the  point  that 
until  now  the  products  of  the  hospital  have  been  goods 
and  services,  ranging  from  CT  scans  to  enemas  to 
aspirin  tablets  to  operating  room  time.  Now  these  revert 
to  being  the  means;  the  product  becomes  the  discharged 
patient,  and  the  allowable  charge  will  depend  on  which 
of  the  467  DRG  labels  appears  on  the  patient’s  discharge 
sheet.  If  costs  are  higher  than  charges,  the  hospital  loses. 
It  is,  of  course,  more  complicated  than  that;  perhaps  not 
simple  enough  to  work  well.  Nevertheless,  we  shall  at 
least  be  driven  to  think  more  about  hospital  work,  and 
what  part  each  of  us  has  in  producing  its  product. 

Seventy  years  ago  this  spring,  E.A.  Codman,  M.D., 
the  superintendent  of  the  Massachusetts  General 
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Hospital,  delivered  an  address,  which  he  called  “The 
Product  of  a Hospital.”1  He  listed  14  products,  but  im- 
plied that  13  were  really  by-products:  the  chief  product 
was  the  result  of  treatment.  Codman  defined  the  product 
not  so  much  as  a diagnosis  but  rather  the  usefulness  of 
a treatment.  After  describing  an  example  in  which  the 
treatment  “does  not  really  improve  the  patient,”  he 
wrote,  “The  product  of  the  hospital  in  this  case,  even  as 
regards  student  instruction,  would  be  nil  — even  worse 
than  nil.” 

Prospective  reimbursement  will  force  us  to  agree  on 
how  much  it  costs  to  treat  acute  appendicitis  in  a 
23-year-old  male,  or  carcinoma  of  the  colon  in  a 
76-year-old  woman,  and  to  measure  our  costs  against 
national  averages.  Because  we  shall  be  more  precise 
about  the  product,  we  may  learn  more  about  outcomes. 

We  must  formulate  some  method  of  hospital  report 
showing  as  nearly  as  possible  what  are  the  results  of 
the  treatment  obtained  at  different  institutions.  This 
report  must  be  made  out  and  published  by  each 
hospital  in  a uniform  manner,  so  that  comparison  will 
be  possible.  With  such  a report  as  a starting-point, 
those  interested  can  begin  to  ask  questions  as  to 
management  and  efficiency.  2 

Competing  when  the  charges  are  fixed  in  advance 
compels  attention  to  quality  and  efficiency;  if  the  regula- 
tions are  simple  and  the  loopholes  are  few.  Title  VI 
might  mark  the  beginning  of  a new  era  in  the  financing 
and  in  the  quality  of  medical  care.  Predicting  all  the  con- 
sequences of  this  kind  of  change  in  the  way  one-tenth  of 
our  gross  national  product  is  financed  should  only  be 
done  privately.  We  might  guess,  for  instance,  that  it  will 
make  us  more  efficient;  it  should  restrain  the  mindless 
expansion  of  those  costly  technologies  which  are  often 
inhumane  and  inefficient,  and  encourage  basic 
biomedical  research  so  that  we  can  develop  technologies 
that  work.  When  in  order  to  survive  we  must  keep  costs 
below  charges,  while  still  doing  the  best  clinical  work 
we  know  how  to  do,  we  shall  be  attending  more  to 
limiting  what  were  once  the  products  of  the  hospital,  but 
which  we  now  know  were  really  only  the  means.  The 
flourishing  of  our  institutions  will  “depend  in  the  end  on 
the  demonstration  that  the  patient  can  be  helped.” ' 

REFERENCES 
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Letters  to  the  Editor 


Letters  to  the  Editor  are  considered  for  publication  (subject  to 
editing  and  abridgment),  provided  that  they  are  submitted  in 
duplicate,  signed  by  all  authors,  typewritten  in  double  spacing, 
and  do  not  exceed  lli  pages  of  text  (excluding  references).  They 
should  not  duplicate  similar  material  being  submitted  or  pub- 
lished elsewhere.  Letters  referring  to  a recent  Journal  article 
should  be  received  within  six  weeks  of  the  article’s  publication. 

PROSPECTIVE  PAYMENT  FOR  HOSPITALS 

To  the  Editor:  I found  Senator  David  Durenberger' s article  in  the  May 
issue  of  Connecticut  Medicine,  extremely  interesting  and  provocative. 
It  was  clear  and  it  was  well-written.  It  also  was  most  alarming. 

The  Senator  tells  us  that  hospitals  will  not  be  allowed  to  charge 
above  Medicare's  payment,  that  prospective  payment  cannot  be  based 
on  hospital's  past  inefficiencies,  that  a prospective  payment  plan  cannot 
apply  to  all  payers,  and  that  these  are  non-negotiable  items.  As  to  the 
first  two  items,  what  assurance  do  we  have  that  the  government  will 
pay  a fair  compensation  for  the  services  rendered.  On  the  basis  of 
Medicare  and  Medicaid,  we  have  no  reason  to  believe  that  payments 
will  be  determined  by  anything  but  the  federal  actuaries'  calculations 
of  what  the  plan  can  afford,  based  on  its  budget.  Senator  Durenberger 
talks  about  a hospital's  past  inefficiencies  but  he  does  not  state  the  con- 
verse. namely,  whether  prospective  payment  will  be  based  on  a 
hospital's  past  efficiencies,  and  whether  past  efficiencies  will  result  in 
present  and  future  punishment.  Some  of  us  worry  that  efficiency  will 
result  in  penalties  when  the  rates  are  set.  As  to  the  third  item,  I see 
no  reason  why  prospective  payment  cannot  extend  beyond  Medicare, 
but  1 do  feel  that  other  payers  are  going  to  be  most  resentful,  as  will 
their  policyholders,  if  they  end  up  paying  for  Medicare  through  cost 
shifting.  Medicare  would  like  to  be  considered  in  an  isolated  situation, 
but  in  reality,  it  drains  finances  from  the  rest  of  the  system  because  it 
is  underpaid. 

The  third  matter  is  one  which  kind  of  slips  by  as  one  reads  the  arti- 
cle. namely,  a statement  "the  full  advantages  that  result  from  con- 
solidation cannot  be  realized  until  all  health  care  services  are  covered 
under  one  payment  Part  A and  Part  B payments  must  be  ultimately 
lumped  together  as  one."  Senator  Durenberger  is  asking  apparently  for 
what  every  physician  has  feared  for  the  last  twenty  years,  namely,  that 
all  of  us  go  to  work  for  the  government  or  for  our  hospitals.  I see  no 
alternative  if  lump  sum  payments  for  hospital  and  physician  care  ever 
become  a reality  Any  other  solution  will  result  In  a constant  war  bet- 
ween the  government,  the  hospitals  and  the  physicians.  Things  are  bad 
enough  as  it  is  without  making  them  worse. 

In  conclusion.  I believe  that  Senator  Durenberger  is  approaching  us 
in  a non-"reasonable"  fashion  giving  us  the  bottom  line  at  the  beginn- 
ing. telling  us  w hat  cannot  be  negotiated  and  presenting  us  with  a fait 
accompli.  If  this  indeed  is  true,  as  I feel  it  is.  I see  no  choice  but  to 
resist  on  the  part  of  both  the  hospital  and  the  physician. 

Jerome  K.  Freedman.  M.D. 

New  Haven,  CT 

The  above  letter  was  referred  to  the  author  of  the  article  in  question, 
who  offers  the  following  replx: 

To  the  Editor  In  response  to  Dr.  Jerome  Freedman's  letter  of  June  4. 
1983.  1 should  clarify  several  points.  First,  the  article  was  drawn  from 
a speech  I gave  to  the  American  Hospital  Association  on  January  31, 
1983.  The  speech  came  just  before  Congress  passed  the  prospective 
payment  legislation.  The  conditions  I laid  out  to  the  hospitals  were 
meant  to  clarify  the  positions  1 thought  Congress  would  take. 

As  it  turns  out,  the  bill  that  passed  did  not  allow  hospitals  to  charge 
patients  above  and  beyond  what  Medicare  pays.  Furthermore,  the  pro- 
spective payment  system  was  not  based  on  each  individual  hospital's 
past  cost  performance.  Prospective  payment  amounts  will  be  based  on 
national  averages,  and  efficient  hospitals  will  consequently  be  reward- 
ed for  their  good  behavior 
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By  allowing  states  to  apply  for  waivers  under  the  system,  Congress 
left  the  door  open  on  all-payer  systems.  Some  of  the  waiver  conditions, 
however,  should  prevent  all-payer  systems  from  severely  crippling  the 
market. 

I should  reemphasize  that  I believe  the  consolidation  of  Parts  A and 
B will  occur.  But  simply  because  consolidation  occurs  does  not  mean 
physicians  will  become  employees  of  someone  else.  In  fact,  I would 
expect  physicians  in  many  cases  to  organize  themselves  and  directly 
receive  the  consolidated  payment.  Physicians  could  thereby  act  as 
brokers  for  care,  and  hospitals  would  effectively  become  employees  of 
physicians. 

No  change  in  our  medical  system  is  not  an  option.  We  must  all  work 
together  in  shaping  a future  that  keeps  American  medicine  the  best  in 
the  world. 

Dave  Durenberger 

United  States  Senator 


California  Court  Upholds  Hospital’s 
Malpractice  Coverage  Requirements 

A California  state  appeals  court  has  upheld  a lower 
court’s  ruling  that  a hospital  may  deny  staff  privileges  to 
a physician  who  did  not  maintain  a minimum  amount  of 
malpractice  insurance  coverage  with  a state-registered  car- 
rier. At  issue  in  the  case  was  a resolution  enacted  by  the 
board  of  trustees  of  Madera  Community  Hospital  that  re- 
quired all  members  of  its  medical  staff  to  maintain 
malpractice  insurance  with  a company  approved  by  the 
state  department  of  insurance.  The  resolution  also  required 
medical  staff  members  to  maintain  malpractice  insurance 
of  $500,000  per  occurrence.  The  physician  who  was 
refused  reappointment  to  the  hospital’s  medical  staff  had  i 
obtained  malpractice  coverage  from  a Central  American 
firm  that  had  not  been  admitted  in  California  to  conduct 
a malpractice  insurance  business. 

The  physician  argued  that  a state  law  giving  the  hospital 
authority  to  adopt  its  malpractice  insurance  policy  "gives 
hospitals  the  freedom  to  arbitrarily  determine  who  may 
or  may  not  practice  medicine  by  establishing  what  in- 
surance companies  are  acceptable  and  the  amount  of 
malpractice  insurance  that  must  be  carried.”  Disagreeing 
with  the  physician,  the  court  ruled  that  the  state  law  relates 
to  the  “legitimate  governmental  purpose  of  protecting 
hospitals  from  sole  liability  for  torts  committed  by 
members  of  their  medical  staff  and  tends  to  assure  that 
doctors  will  be  more  likely  to  obtain  malpractice  in- 
surance.” The  court  said  “it  is  highly  germane  to  consider 
a hospital’s  interest  in  having  its  staff  doctors  insured  in 
an  adequate  amount  and  by  a reliable  carrier  ....  Such 
coverage  protects  the  financial  integrity  of  a hospital.” 
(Wilkinson  v.  Madera  Community  Hospital  et  al. ; Court 
of  Appeal  of  the  State  of  California;  Fifth  Appellate 
District;  5 Civil  No.  6109;  June  28,  1983) 
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LAW,  MEDICINE  AND  PUBLIC  POLICY 


The  President’s  Commission  and  the  Practicing  Physician 

JOSEPH  M.  HEALEY,  J.D. 


In  addressing  the  major  legal  and  ethical  issues  in  the 
contemporary  health  care  process,  the  President’s  Com- 
mission for  the  Study  of  Ethical  Problems  in  Medicine 
and  Biomedical  and  Behavioral  Research  produced  15 
volumes  of  reports  and  appendices.  The  materials  con- 
tained in  these  volumes  are  expected  to  serve  as  the 
foundation  for  the  development  of  health  care  policy 
during  the  next  decade.  To  provide  an  introduction  to 
them  for  the  practicing  physician,  I will  devote  this  col- 
umn and  the  next  to  sampling  several  of  the  Commis- 
sion’s reports. 

The  best  starting  point  is  an  examination  of  Summing 
Up,  1 the  Commission’s  final  report.  It  contains  a con- 
cise description  of  the  issues,  studies  and  reports  for  12 
areas  of  concern  addressed  by  the  Commission.  Physi- 
cians interested  in  a concise  discussion  of  Commission 
activities  in  a specific  area  considered  by  the  Commis- 
sion will  find  it  in  these  pages.  Also  of  interest  is  the 
closing  chapter  which  describes  the  dominant  ethical 
principles  and  the  recurring  ethical  themes  and  perplex- 
ities the  Commission  encountered.  It  should  come  as  no 
surprise  that  the  dominant  ethical  principles  analyzed  by 
the  Commission  included  beneficence  (that  the  well- 
being of  people  be  promoted),  autonomy  (that  people's 
value  preferences  and  choices  be  respected),  and  justice 
(that  people  be  treated  equitably).  Among  the  recurring 
ethical  themes  and  perplexities  identified  were:  the  reali- 
ty of  limited  resources,  the  existence  of  uncertainty,  the 
need  for  expertise  and  the  tension  between  private  and 
public  decision  making.  The  final  paragraph  of  the 
report  describes  what  the  Commission  tried  to  do: 

“In  a pluralistic  society,  a commission  on  bioethical 
issues  can  serve  as  more  than  a forum  for  the  airing 
of  differences  on  matters  of  concern,  and  more  even 
than  as  a catalyst  to  force  a closer  look  at  the  unex- 
amined ways  that  health  care  decisions  have  tradi- 
tionally been  made.  It  can  also  articulate  the  broad 
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area  of  agreement  that  already  exists  in  this  country 
on  most  of  the  issues  at  stake  — and  it  can,  if  it  is  for- 
tunate, provide  the  means  for  enlarging  the  field  of 
common  agreement  and  for  reassuring  those  who  dai- 
ly face  the  challenges  of  making  bioethical  decisions 
as  patients,  professional,  or  public  servants.  Finally, 
a commission  on  bioethics  can  play  an  important  part 
in  engendering  and  encouraging  the  process  by  which 
a vibrant  and  ever-developing  society  reexamines, 
revises,  and  reaffirms  its  system  of  values  and 
belief— a system  in  which  the  issues  of  medicine  and 
research  are  significant  but  not  alone.” : 

By  reviewing  Summing  Up  and  other  reports,  physicians 
will  be  in  a better  position  to  participate  in  this  process 
of  reexamination,  revision  and  reaffirmation  of  our 
values  and  beliefs. 

A second  volume.  Making  Health  Care  Decisions, 3 
addresses  various  ethical  and  legal  implications  of  in- 
formed consent  within  the  patient-practitioner  relation- 
ship. In  this  volume,  the  Commission  examines  the 
history  and  development  of  consent  as  a means  to  assure 
that  the  patient’s  well-being  is  served  and  that  their  self- 
determination  is  respected.  The  Report  acknowledges 
the  practical  difficulties  associated  with  securing  an  in- 
formed, voluntary  consent,  yet  argues  persuasively  that 
the  attempts  to  implement  the  consent  process  as 
described  in  the  Report  is  required  in  all  relationships 
between  health  practitioners  and  their  patients. 

Discussion  of  the  reports  of  the  Commission  will  con- 
tinue in  my  next  column  with  an  examination  of  Deci- 
sions to  Forgo  Life-Sustaining  Treatment  and  Defining 
Death. 

REFERENCES 
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If  you  could  examine  professional  liability  insurance 
the  way  you  examine  your  patients . . . 

the  choice  would  be  clear. 


Professional  liability  insurance  programs  are  not  created  equal.  When  you  choose  a 
program  to  protect  your  practice,  you  want  to  be  sure  you're  getting  the  very  best  coverage 
available  - and  that’s  exactly  what  you  get  with  your  County  Association/CSMS-sponsored 
Physicians  Protection  Program  from  CNA  Insurance. 

For  example,  claims  handling  is  one  important  feature  which  makes  this  association- 
sponsored  program  the  clear  choice.  As  an  insured  member  of  the  program,  any 
professional  liability  claim  brought  against  you  is  fully  evaluated  by  a county-based  Claim 
Review  Committee.  Comprised  of  physicians  like  yourself,  and  including  any  needed 
specialists  in  the  particular  medical  field  concerning  the  claim,  this  committee  will  provide 
expert  appraisal  of  medical  facts.  In  no  case  will  CNA  ever  settle  a claim  without  your 
prior  consent. 

Find  out  more  reasons  why  the  Physicians  Protection  Program  from  CNA  is  the  clear 
choice  of  your  County  Association  and  the  CSMS.  You’ll  find  it’s  the  clear  choice  for  you, 
too!  Contact  your  local  CNA  agent  or  program  administrator  today. 

Program  Administrator: 

Joseph  Flynn 

AAW  Physician  Plans,  Inc. 

225  Spring  Street 
Wethersfield,  Connecticut  06109 
(230)563-8111 

Your  association/society-sponsored  CNA  Physicians  Protection  Program  is  underwritten  by 
Continental  Casualty  Company,  one  of  the  CNA  Insurance  Companies. 
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EDITORIALS 

The  Insanity  Defense 

The  statement  on  the  insanity  defense  by  the  American 
Psychiatric  Association  begins  with  emphasizing  that  the 
notion  of  insanity  as  an  alternative  to  legal  guilt  and 
punishment  for  social  misbehavior  did  not  originate  with 
psychiatrists,  but  arose  centuries  ago  from  moral  con- 
siderations and  a sense  of  judicial  fairness  deeply 
imbedded  in  Western  tradition. 

All  civilized  societies  view  crime  as  more  than  the  act 
itself.  Intention  is  the  other  critical  element.  As  a famous 
jurist  put  it,  “even  a dog  distinguishes  between  being 
stumbled  over  and  being  kicked.”1  Furthermore, 
children  and  the  “insane”  whose  mental  capacities  are 
severely  impaired  by  lack  of  development  or  disease  have 
not  been  held  morally  or  criminally  responsible.  The  in- 
sanity defense  subserves  that  distinction  and  forces  the 
courts  to  examine  the  question  of  responsibility. 

For  at  least  two-hundred  years  successful  insanity 
defenses  in  prominent  cases  also  have  evoked  public 
discussion  of  its  abolition,  restriction  or  modification.  The 
idea  that  someone  might  be  “getting  away  with  murder” 
and  escaping  punishment  offends  moral  sensibility.  More 
recently,  the  early  release  of  insanity  acquittees,  resulting 
from  closer  judicial  scrutiny  of  civil  rights  and  preven- 
tive detention,  has  enhanced  this  view.  Moreover,  neither 
mental  patients  as  such  nor  their  mentors  and  caretakers  — 
alienists  — are  candidates  for  winning  popularity  contests 
in  our  society.  The  recent  verdict  in  the  Hinckley  hear- 
ings provided  another  opportunity  for  disdain,  if  not 
vilification  of  the  psychiatric  profession  as  healers  and 
experts. 

In  Connecticut,  there  are  approximately  twenty-five 
successful  insanity  defenses  per  year  and  in  the  great  ma- 
jority both  the  prosecution  and  defense  are  in  agreement. 


Editorials  are  expressions  of  personal  opinion  and  do  not  necessarily 
reflect  the  policies  of  CSMS. 


The  public  reaction  when  someone  commits  another  crime 
following  release  from  the  hospital,  as  in  the  recent 
Mathew  Quintilliano  case,  where  an  insanity  acquittee 
reportedly  killed  his  second  wife,  is  viewed  differently 
from  the  released  inmate  from  prison  committing  another 
crime.  Even  though  the  latter  is  much  more  common, 
hospitals’  clinical  decisions  are  supposed  to  be  more 
reliable  or  safer  than  time  served  in  deciding  the  ap- 
propriate time  for  release. 

There  is  not,  however,  a good  monitoring  system  to 
insure  adequate  follow-up  treatment  as  these  individuals 
are  gradually  released  to  the  community . The  resources 
are  scarce  for  poor  mental  patients  in  general,  and  there 
is  even  a lower  priority  for  the  mentally  ill  in  prisons  and 
insanity  acquittees.  If  there  is  no  treatment  and  the 
hospitals  are  custodial  warehouses  the  moral  question  of 
punishment  becomes  moot.  While  treatment  per  se  is  not 
a guarantee  for  public  safety,  it  is  an  important 
component. 

Ultimately  what  kind  of  legal  provisions  should  be  made 
for  the  mentally  ill  who  commit  crimes,  the  nature  of  care, 
and  the  question  of  permanent  incarceration  are  issues  for 
society  to  decide.  Neither  our  profession  nor  the  legal  pro- 
fession determine  social  policies  promulgated  by  political 
and  legislative  representatives  who  enact,  anul  or  change 
our  laws. 

In  the  past,  the  American  Psychiatric  Association  has 
refused  to  comment  formally  upon  the  insanity  defense, 
regarding  it  as  a purely  legal  issue.  The  recent  position 
paper  is  a political  document  more  than  a scientific  one. 
There  are  no  new  clear  answers  to  definitional,  disposi- 
tional or  procedural  questions.  The  document  outlines 
what  psychiatrists  can  be  reasonably  expected  to  do,  but 
avoids  questions  which  are  within  the  legal  domain.  Not 
all  psychiatrists  will  agree  with  all  of  the  points  or  posi- 
tions. It  has  forced  the  general  membership  to  debate  the 
issues  and  allowed  more  formal  interaction  with  the 
American  Bar  Association  and  Congress.  This  process  is 
important,  as  psychiatrists  who  function  in  this  public 
arena  influence  the  image  of  psychiatry  as  a profession. 
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The  APA  statement  suggests  that  the  public  “appears 
confused”  about  issues  in  the  Hinckley  case  and  the  con- 
tradictory testimony  by  the  experts.  The  public  is  con- 
fused. That  means  all  of  us,  in  that  we,  by  and  large,  are 
against  killing  but  condone  the  death  penalty,  wish  to  treat 
criminals  as  well  as  the  mentally  ill  humanely,  but  show 
no  inclination  to  provide  the  resources  to  implement  these 
humane  intentions.  Society  has  to  decide  how  criminals 
should  be  punished  whether  insane  or  not,  or  given  the 
greatest  possible  benefit  of  rehabilitative  efforts.  These 
latter,  however,  will  eventuate  only  if  we  are  willing  to 
foot  the  bill. 

We  believe  that  the  American  Psychiatric  Association 
is  correct  in  not  endorsing  any  change  in  verbiage  alone 
which  will  not  or  cannot  alter  or  improve  the  situation. 
Instead,  it  supports  changes  in  certain  court  procedures 
with  regard  to  psychiatric  testimony  which  could 
safeguard  expert  witnesses  from  being  drawn  into  judicial 
or  even  illogical  arguments. 

From  an  overall  social  perspective,  prevention  of 
criminality  is  more  important  than  questions  of  judicial 
procedures.  Much  crime  may  be  preventable.  The  pauci- 
ty of  child-care  and  family  supports,  the  inadequacy  of 
ancillary  services  in  the  educational  systems  and  the  lack 
of  sufficient  diagnostic  and  treatment  facilities  for  dis- 
turbed children  and  juveniles  and  their  families,  especially 
if  poverty-stricken,  all  contribute  to  criminal  behaviors, 
as  well  as  failure  to  recognize  and  remedy  individual  and 
family  pathology,  including  biological  lesions. 2 Until  we 
are  willing  to  provide  every  child  and  family  with  the 
psychosocial  and  educational  supports  they  happen  to 
need,  we  can  expect  further  increments  in  criminality  and 
thus  the  question  of  insanity  versus  guilt  will  not  disap- 
pear. Hinckley  happened  to  come  from  an  affluent 
background,  yet  still  received  less  than  optimal  care  for 
his  personal  and  possibly  family-rooted  problems.  Lee 
Harvey  Oswald  came  from  an  impoverished  background, 
a single-parent  family  with  much  instability  and  many 
agency  contacts,  and  subsequent  emotional  instability  in 
himself,  which  led  to  the  tragic  events  of  1963.  It  is  quite 
possible  that  had  he  lived,  he  might  have  been  found  guilty 
and  not  insane.  That  he  was  mentally  disturbed  cannot 
be  questioned,  nor  can  the  fact  that  there  were  oppor- 
tunities for  prevention. 3 

Professor  Emeritus  of  Psychiatry  Stephen  Fleck,  M.D. 

and  Public  Health  , 

and 

Co-Director,  Law  and  Howard  V.  Zonana,  M.D. 

Psychiatry  Unit ; Associate 

Professor  Psychiatry;  both  of  the 

Department  of  Psychiatry,  Yale 

University  School  of  Medicine 
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Forced  Familiarity 

When  I was  a medical  student  on  the  wards  of  Charity 
Hospital  in  New  Orleans,  I called  all  patients  by  their 
first  names.  These  people  were  sick  and  frightened;  the 
technique  seemed  appropriate,  in  the  1960s,  to  reduce 
racial  and  economic  barriers.  Every  one  of  my  col- 
leagues did  it,  too.  We  were  dealing  with  a population 
exclusively  of  blacks  and  poor-whites  — and  we  were 
painfully  egalitarian.  “How  are  you  feeling  today,  Em- 
ma?” “Tve  got  to  take  another  blood  sample,  Willie.” 
Last  names  were  reserved  for  the  egregious  members  of 
our  own  sect:  doctors  and  other  professionals  in  — or 
above  — our  socio-economic  stratum. 

Since  entering  private  practice,  I’ve  come  to  realize 
how  truly  patronizing  first-names  are.  Receptionists, 
doctors,  nurses,  dietary  staff,  orderlies  — in  fact,  most 
hospital  personnel  - have  become  accustomed  to  calling 
patients  — any  patients  — by  their  first  names.  If  we  are  in 
the  midst  of  a revolution,  and  revolutions  are  com- 
monplace in  the  medical  world,  it  is  one  of  unrequested 
familiarity.  Forced  familiarity.  Although  we  are  reluc- 
tant to  acknowledge  that  patients  object  to  the  unsolicited 
use  of  first  names,  and  we  seem  hell-bent  to  continue 
this  aberrancy,  we  must  address  the  reasons  why  it 
exists. 

I have  no  argument  with  physicians  who,  with  mutual 
consent,  enjoy  a first-name  basis  with  their  patients. 
This  informality  reflects  a warm  doctor-patient  relation 
which ’is  entirely  appropriate.  It  follows  a period  of 
getting-to-know-each-other.  In  almost  all  cases,  the  doc- 
tor is  called  by  his  first  name. 

However,  I do  object  to  the  gratuitous  use  of  given 
names;  and,  judging  from  the  responses  to  my  recent 
column  in  the  lay  press,  so  do  patients. 

Most  adults  are  in  the  habit  of  addressing  children, 
menial  workers  and  the  disadvantaged  by  their  first 
names.  This  arrangement  ensures  the  dominant- 
submissive  roles  which  traditionally  exist  between 
master  and  servant,  superior  and  inferior,  privileged  and 
disaffected.  As  onerous  as  this  arrogation  may  appear, 
it  is  not  nearly  as  malignant  as  the  present  custom  of 
first-naming  women,  minorities  and  the  elderly,  par- 
ticularly if  they  happen  to  be  ill.  Healthy  people  can  ob- 
ject to  this  liberty;  the  sick  patient  is  helpless  to  respond 
effectively.  In  my  opinion,  health  professionals  have  no 
right  to  unilateral  forced  familiarity  because  that  act  em- 
phasizes an  artificial  inequality. 

Really,  we  ought  to  be  ashamed  of  ourselves.  Patients 
always  feel  vincible;  they  should  not  have  to  carry  the 
added  burden  of  inferiority.  A doctor’s  job,  it  seems  to 
me,  is  to  reduce  dependency  and  vulnerability.  Yet, 
many  physicians  and  nurses  — particularly  young  ones  — 
elect  forced  familiarity  as  a method  to  guarantee 
dominance.  This  uninvited  presumption  has  no  place  in 
the  care  of  the  sick  and  infirm. 
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Medical  professionals  have  an  obligation  to  address 
each  patient  by  his  correct  surname,  until  he  — or  she  — 
agrees  to  be  called  by  a first  name.  The  most  useful  test 
of  whether  unsought  informality  presents  problems  is 
this:  when  practitioners  feel  comfortable  being  first- 
named  by  their  patients.  If  you  expect  to  be  called  Doc- 


tor or  Nurse  so-and-so,  reciprocate  the  respect  by  last- 
naming your  patients.  Helping  patients  maintain  their 
dignity  is  a responsibility  each  of  us  shares. 

Peter  H.  Gott,  M.D. 

Private  Practice  of  Internal  Medicine 
Lakeville,  CT 


The  Resident’s  Page 

A Lot  to  Learn 


While  having  a conversation  with  two  recent  graduates  of  my  residency  program 
who  have  gone  on  to  private  practice  in  the  state,  they  both  pointed  out  to  me  how 
different  their  life  had  become,  and  how  hard  the  adjustment  was  proving  to  be.  The 
general  consensus  was  that  our  training  had  done  an  outstanding  job  of  teaching  us 
the  medical  aspects  of  practice,  but  little  or  nothing  about  the  business  or  mechanical 
aspects. 

As  the  “business”  of  medicine  becomes  more  complex,  it  is  more  and  more  in- 
timidating to  the  uninitiated.  Unless  one  is  fortunate  enough  to  join  a working  group 
or  corporate  practice,  there  are  a lot  of  tough  lessons  and  hard  work  in  store  for  the 
new  practitioner  getting  started. 

Filling  this  gap  in  most  residency  programs  is  a good  function  for  the  resident's  sec- 
tion of  our  State  Society.  We’re  currently  engaged  in  setting  up  some  brief  courses 
and  workshops  to  give  residents  some  basic  tips  on  starting  a practice,  furnishing  an 
office,  and  dealing  with  government  agencies  and  insurance  companies. 

In  addition  to  developing  new  programs,  we  are  especially  interested  in  developing 
resources  that  already  exist.  The  AM  A has  given  workshops  on  setting  up  in  practice; 
we  would  hope  to  acquaint  all  residents  with  them.  The  Physician  Placement  Service 
co-ordinated  by  the  Society  is  another  source  of  information  overlooked  by  many. 

Resources  right  here  in  Connecticut  and  in  New  England  as  a whole  also  exist,  but 
residents  need  to  be  made  aware  of  these  programs  and  their  opportunities. 

To  help  achieve  this  goal,  I need  all  your  support.  First  off,  I need  residents  in- 
terested in  running  an  informational  clearing  house.  Secondly,  I would  be  eager  to 
hear  from  any  individual  or  group  now  giving  or  who  would  like  to  participate  in 
workshops  to  help  residents  prepare  for  practice.  Finally,  I would  hope  that  those  in- 
terested in  recruiting  new  physicians  could  work  through  the  State  Society  and  the 
resident’s  section. 

Anyone  with  suggestions,  comments  and  especially  volunteers  should  write  me  care 
of  The  Hartford  Hospital,  80  Seymour  Street.  Hartford,  Connecticut  06115. 

Fee  R.  Morisy,  M.D.,  President 
CSMS  Post  Graduate  Physicians  Section 


Other  Elected  Officers  of  the  Section: 

John  Barrasso,  M.D.,  Wallingford,  Secretary' 

Mark  Kasper,  M.D.,  New  Haven,  CSMS  Delegate 
Philip  Kurzner,  M.D.,  Branford,  CSMS  Delegate 
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CLASSIFIED 


NEW  YORK  FERTILITY 
RESEARCH  FOUNDATION,  INC. 

For  the  Investigation  of  Problems  of 
Human  Infertility 

The  Foundation  provides  a complete  diag- 
nostic and  consultation  service  for  infertile 
couples.  Investigations  are  conducted  by  well- 
known  specialists  in  conjunction  with  consul- 
tants in  the  various  fields  of  medicine  related 
to  infertility. 

The  Foundation  is  supported  by  an  in-house 
modern  laboratory  equipped  to  do  most  tests 
required  for  diagnosis  and  treatment.  Litera- 
ture on  request. 

1430  Second  Avenue,  New  York,  N Y.  10021 
Phone:  744-5500 


SECOND 

MORTGAGE 

MONEY 


WE’VE  ARRANGED  OVER 
$250  MILLION  IN  LOANS. 

WE  CAN  HELP  YOU. 


College  costs  money.  Lots.  So  does  remodeling  the 
house  Maybe  you  want  to  consolidate  your  bills  or 
make  a business  investment. 

But  where  will  you  get  all  that  money?  Easy  By 
using  the  equity  in  your  home  to  secure  a loan  with  us. 
How  much  can  you  borrow?  Up  to  80%  of  your  equity. 
It's  a great  way  to  tackle  really  big  family  expenses 
And  the  nice  thing  about  dealing  with  us  is  that 
you  get  prompt,  personal  service,  a highly  competitive 
rate,  and  terms  to  fit  your  needs. 

Do  it  all  by  phone.  Find  out  how  much  you  can 
borrow  and  get  an  application  by  phoning  Ron 
v Matusovich  collect  at  (203)  255-5713 
Need  money?  Get  it  the  easy  way 
Just  ask  us. 

FIRST  NEW  ENGLAND 


EQUAL  HOUSING  lender 


FINANCIAL 


CORPORATION 


Southport,  CT  06490 
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1984  CME  CRUISE/CONFERENCES  ON  LEGAL-  MEDICAL 
ISSUES-Caribbean,  Mexican,  Hawaiian,  Alaskan,  Mediterranean. 
7-14  days  in  Winter,  Spring,  Summer.  Approved  for  18-24  CME  Cat. 
1 credits  (AMA/PRA).  Distinguished  professors.  FLY  ROUNDTRIP 
FREE  ON  CARIBBEAN,  MEXICAN,  & ALASKAN  CRUISES.  Ex- 
cellent group  fares  on  finest  ships.  Registration  limited.  Pre-scheduled 
in  compliance  with  present  IRS  requirements.  Information:  Interna- 
tional Conferences,  189  Lodge  Ave.,  Huntington  Station,  N.Y. 
11746.  (516)  549-0869. 


PHOENIX.  AZ,  PRACTICE  FOR  SALE.  Retiring  after  37  years  at 
location  near  all  major  hospitals.  Practice-S20.000;  $5000  down,  $400 
monthly.  $600  office  rent  includes  utilities,  taxes.  Property  (if 
desired)-$  100.000.  has  two  rentals  ($250  and  $185).  Phone  (602) 
253-3092. 


MEDICAL  DIRECTOR,  VERMONT  HOSPITAL.  Rutland  Regional 
Medical  Center,  a 300  bed,  JCAH  accredited  Hospital  located  in  Cen- 
tral Vermont  is  seeking  a Medical  Director.  Applicants  must  be  a physi- 
cian, preferably  with  some  medical/hospital  administrative  experience. 
The  Medical  Director  shall  be  responsible  to  the  President  of  the  Hospital 
for  medical  affairs  and  shall  assist  the  President  of  the  Medical  Staff 
and  Departmental  Chairmen  in  the  performance  of  these  duties.  The 
primary  focal  point  of  this  position  will  be  matters  affecting  the  quality 
of  patient  care  and  medical-administrative  aspects  of  care  provided  in 
the  Hospital.  Submit  resume  in  confidence  to  Chairman,  Medical  Director 
Search  Committee,  Rutland  Regional  Medical  Center,  160  Allen  Street, 
Rutland,  Vermont  05701.  An  equal  opportunity  employer  M/F/V/H. 


RENT  FREE.  Offer  you  can't  refuse.  3500  sq.  ft.  available  for  Medical 
Center.  Downtown  Torrington,  CT  at  main  intersection.  200,000  draw. 
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ANNUAL  REPORTS 


OF  THE  CONNECTICUT  STATE  MEDICAL  SOCIETY 

1982  - 1983 


REPORT  OF  THE  SECRETARY 

Norman  A.  Zlotsky,  M.D. 

The  statistical  membership  report  lor  the  year  1 982  indi- 
cates a decrease  in  membership  of  5,  despite  the  fact  that  250 
new  members  were  added  in  1982.  East  year,  probably  for 
the  first  time  in  the  history  of  the  Society,  there  was  a 
decrease  of  12  members,  and  1982  has  not  improved  the 
situation  very  much 

We  lost  72  members  because  of  deaths  or  transfers  in  1982, 
only  2 more  than  in  1981.  However,  we  lost  187  members 
because  of  resignations  or  non-payment  of  dues,  12  more 
than  in  1981.  Of  the  18.1  members  lost  because  of  resigna- 
tions or  non-payment  of  dues,  E55  of  the  members  lost  are 
attributable  to  Hart  lord  and  Haven  Counties.  Hartford  lost 
74  members  and  New  Haven  lost  7 1 members  due  to  resigna- 
tions and  non-payment  of  dues.  As  it  is  noted  in  the  report, 
Hartford  has  a total  net  loss  of  29  members  and  New  Haven 
has  a net  loss  of  39  members. 

On  the  brighter  side  of  this  report  we  now  have  a total  of 
300  Postgraduate  Members  and  Student  Members,  an 
increase  of  100  over  the  1982  statistics.  There  are  147  Post- 
graduate Members  and  153  Student  Members.  All  ol  these 
members  have  also  been  enrolled  in  the  American  Medical 
Association. 

As  all  physicians  must  realize,  medicine  is  being  faced 
daily  with  greater  and  greater  challenges  and  the  interven- 
tion of  third  parties  in  the  private  practice  of  medicine.  It  is 
only  through  the  Connecticut  State  Medical  Society  that 
your  voice  can  be  heard  and  not  from  splintered  groups.  H 
physicians  cannot  actively  participate,  at  least  they  should 
give  financial  support  to  the  work  being  done  by  others  to 
preserve  their  right  to  practice  medicine  with  as  little  inter- 
vention as  possible  from  outside  agencies. 

The  statistical  membership  report  for  Connecticut 
follows: 


MEMBERSHIP  REPORT  OF  THE  SECRETARY 


HARTFORD  COHN  I V 

Membership  - January  I,  1982  147b 

New  Members 63 

Less: 

Deaths |5 

Resignations 56 

Transfers t 

Non-payment  of  dues |x 

92 

nit  i.oss 29 

Membership  - December  31,  1982  1447 


Ll  ICtlFII  I D COHN  IY 

Membership  - January  I,  1982  203 

New  Members 9 

l.ess: 

Deaths  2 

Resignations I 

Transfers 2 

Non-payment  of  dues 2 

7 

Nil  GAIN  2 

Membership  - December  3 1 , 1982  205 


MIDDLESEX  COHN  TY 

Membership  ■ January  I,  1982  191 

New  Members 9 

Less: 

Deaths  I 

Resignations 0 

Transfers 0 

Non-payment  of  dues I 


NE  i gain  7 

Membership  December. 31.  1982  198 


I'A  IK  Ft  El  D COHN  IX 

Membership  - January  I,  1982  1400 

New  Members 83 

Less 

Deaths 14 

Resignations 14 

Transfers 3 

Non-payment  of  dues 7 

38 

NET  GAIN  , 45 

Membership  - December  31,  1982  1445 


NEW  HAVEN  COI  NTY 

Membership  - January  I,  1 982  1279 

New  Members 54 

Less: 

Deaths 15 

Resignations 23 

Transfers 7 

Non-payment  of  dues 48 

93 

NET  LOSS 39 

Membership  - December  31,  1982  1240 
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NEW  LONDON  COIIN  I V 

Membership  - January  i,  19X2 

New  Members 

Less: 

Deaths 

Resignations 

Transfers 

Non-payment  of  dues 


19 


5 

3 

1 

2 


NET  GAIN  8 

Membership  - Decembei  31,  19X2 2X6 

I OI  I AND  COHN  i y 

Membership  - January  I,  19X2 53 

New  Members 2 

! ess: 

Deaths 0 

Resignations ' 

Transfers 1 

Non-payment  of  dues 2 

4 

NET  GAIN  5 

Membership  - December  31,  19X2 56 


loi'Ai 

Fairfield 1445 

Hartford  1447 

Litchfield 205 

Middlesex  1 98 

New  Haven 1 240 

New  London 2X6 

Tolland  56 

Windham 119 

4996 

Associate  Members  5 

500 1 

Postgraduate  Members 147 

Student  Members 153 

5301 


WINDHAM  COHN  I Y 

Membership  - January  I,  19X2 

New  Members 0 

I .ess: 

Deaths  2 

Resignations 2 

! ransfers I 

Non-payment  of  dues 3 

X 


Ni  l I OSS 2 

Membership-  December  31,  19X2 119 

ASSOCIATE  MEMBERS  5 

New  Members 0 

Less  Deaths 0 

Associate  Members  - December  31,  1982  5 

Total  Society  Membership  - January  I,  1982  5001 

New  Members 250 

5251 

Less: 


Deaths 54 

Resignations 100 

Transfers 18 

Non-payment  of  dues 83 

255 

Total  Society  Membership  - December  31,  1982  . .4996 
Nn  I. oss  For  Year 5 


REPORT  OF  f UK  TREASURER 

John  .1.  Me.ndii  i o.  Ml) 

t he  annual  audited  financial  statements  issued  by  Scwarc 
and  Monde.  Certified  Public  Accountants,  are  largely  self- 
explanatory  and  are  published  herewith  as  the  report  of  the 
I reasurer. 

During  the  course  of  the  year,  several  changes  were  made 
in  our  investment  portfolio,  and  we  are  pleased  to  report  that 
we  were  able  to  maintain  a steady  investment  income  during 
the  economic  slump  and  now  have  also  increased  the  value 
of  our  holdings. 

The  Society’s  Budget  for  1982  was  $7  !0.520and  there  was 
anticipated  an  excess  of  $23,230  in  income  over  expenses. 
Actual  operations  for  the  year,  despite  inflationary  factors, 
resulted  in  a net  income  of  $56,950.  Once  again,  one  of  the 
major  reasons  for  this  increase  in  income  resulted  from  the 
management  of  the  Society’s  cash  flow  which  amounted  to 
$83,878.  Income  from  dues  was  down  in  1 982  due  primarily 
to  the  loss  ol  members  in  two  large  counties. 

The  financial  report,  we  feel  is  again,  quite  an  accom- 
plishment, in  light  of  the  fact  that  although  Connecticut  has 
perhaps  the  lowest  state  dues  in  the  country  we  were  still  able 
to  end  the  year  in  the  black  and  maintain  one  years  dues  in 
reserves,  which  is  standard  fiscal  philosophy.  Once  again,  we 
will  report  to  you  that  it  is  prudent  management  of  the 
Society’s  expenditures  that  has  made  this  possible. 
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Seward  and  Monde 

Certified  Public  Accountants 

he  Connecticut  State  Medical  Society 
ew  Haven,  Connecticut 

We  have  examined  the  balance  sheet  of  The  Connecticut 
tatc  Medical  Society  as  of  December  31,  1982  and  the 
dated  statement  of  income  and  fund  balance,  general  fund 
nd  the  statement  of  special  funds  balances  for  the  year  then 
ided.  Our  examination  was  made  in  accordance  with  gen- 
ally  accepted  auditingstandardsand,  accordingly,  included 


such  tests  of  the  accounting  records  and  such  other  auditing 
procedures  as  we  considered  necessary  in  the  circumstances 

In  our  opinion,  the  aforementioned  financial  statements 
present  fairly  the  financial  position  of  The  Connecticut  Stale 
Medical  Society  at  December  31,  1982  and  the  results  of  its 
operations  for  the  year  then  ended  in  conformity  with  gener- 
ally accepted  accounting  principles  applied  on  a basis  con- 
sistent with  that  of  the  preceding  year. 

Seward  and  Monde 

April  5,  1 983 


Balance  Sheet  December  31,  1982 


SIM  ( LAI  1! 

M)S 

I-  UN  Dl  l) 

KFSIKVI 

CiLNlRAI. 

Gt'RDON  W 

1 OR 

ANSI  IS 

TOTAL 

FUND 

RtlSSFI  I 

O.  C.  SMITH 

Hill  DING 

DFPREC'IA  1 ION 

Cash 

. . $606,526 

$469,105 

$1,1 08 

$4,107 

$132,206 

Investments  - at  cost 

(market  value  $23 1 . 18 1 ) 

190.961 

189.898 

1 ,063 

Dues  receivable 

1,472 

1,472 

Accounts  and  reimbursements 

receivable 

1 3,566 

13.566 

Due  (to)  from  other  funds 

1,188 

9 

( 1.197) 

Land 

12.270 

$ 12,270 

Building  and  building  equipment  . . . . 

140,172 

140.172 

Automobile  emblems  on  hand 

169 

169 

Prepaid  expense 

2,649 

2,649 

Totals 

. . $967,785 

$678,047 

$2,180 

$4,107 

$152,442 

$131,009 

1 IAHII  IIIKN  AND  FUND  HALANCI 

Accounts  payable 

. . $ 32,620 

$ 32.620 

Accrued  expenses  payable 

17,415 

17,415 

Unexpended  C'.N.A.  malpractice 

insurance  advance  

1,473 

1,473 

Fund  balances 

..  916,277 

626,539 

$2,180 

$4,107 

$152,442 

$131,009 

Totals 

. . $967,785 

$678,047 

$2,180 

$4,107 

$152,442 

$131,009 

See  notes  to  financial  statements 


Statement  of  Income  and  Fund  Balance 
General  Fund 


Years  ended  December  31 
1982  1981 


Income: 


Dues  earned: 


Regular  assessment 

$592,858 

$602,860 

Less,  Commissions  paid  .... 

2,065 

2,202 

Interest  and  dividends  received 

590,793 

83,878 

600,658 

108,761 

Rental  income 

7,000 

6,600 

Income  from  collection  of 
A M. A.  dues 

4,055 

3,563 

Loss  on  sale  of  securities 

Miscellaneous 

( 12,879) 
2,224 

1,340 

Gross  income 

$675,071 

$720,922 

Expenses: 

Executive  Director’s  office 

Treasurer’s  office 

General 

Building  operation 

Contingent  fund 

Committee  allotments 

Annual  and  semi-annual 

meetings,  net 

Totals  

Income  before  loss  from 
Journal  operations 

Deduct,  Journal  expenses  in 
excess  of  income 

Net  income  (loss) 

Fund  balance,  January  I 

Fund  balance.  December  31 


$295,678 

$271,903 

4.946 

3.902 

121.470 

185.127 

30,310 

30.809 

24,431 

181.620 

28,227 

25.542 

I 1,303 

10.274 

$516,365 

$709,177 

$158,706 

* 

$ 1 1 .745 

101,756 

90.082 

56,950 

( 78,337) 

569,589 

647.926 

$626,539 

$569,589 

See  notes  to  financial  statements. 
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Statement  of  Special  Funds  Balances 
Year  Ended  December  31,  1982 


G UR  DON  W.  RIJSSEI.L 

Balance.  January  I $ 2,185 

Add,  Income  received  on  investments 120 

2,305 

l ess.  Equipment  purchased  125 

Balance,  December  31 $ 2, 1 80 

().  C.  SM n H 

Balance,  January  I $ 3.885 

Add,  Interest  received  on  savings  accounts.  . . . 222 

Balance,  December  3 1 $ 4,107 

BUILDING 

Balance,  January  1 $152,442 

Balance.  December  31 SI  52,442 

FUNDED  RESERVE  lor  Dl  PRECIA  I ION 

Balance,  January  1 SI  13,948 

Add,  Interest  on  savings  accounts 14.861 

I ransler  from  General  Fund 2,200 

Balance  I >ccc  rn  be  r 31 $ 1 3 1 3 109 


Sec  notes  to  financial  statements. 

December  31,  1982 
Note*  to  Financial  Statements 

1 . At  < (MIN  I INC.  Pot  K'tFS  AND  Pk  At  I IC'hS: 

I he  Society's  headquarters  premises  consisting  ol  land, 
building  and  building  equipment  are  recorded  in  the  Build- 
ing Lund  at  their  original  cost 

Depreciation  on  the  building  and  building  equipment  is 
ptovided  lor  out  ol  current  General  Lund  income  by  an 
annual  iiansler  of  $2,200  to  the  I untied  Reserve  lor  Deprc 
cuit  ion  where  I units  are  accumulated  to  be  used  lot  renewals 
oi  icplaccmcnts  ol  the  property. 

Expenditures  lor  ol  lice  furniture  and  equipment,  which 
arc  not  significant,  arc  made,  in  most  instances,  Irom  lunds 
ol  the  Gurdon  W Russell  Fund  and  arc  treated  as  a current 
year  expense  ol  that  fund. 

2.  Investments: 

Investments  of  the  Society  at  December  31,  1982  consist 
ol  the  following: 

GENERAL  FUND 

Common  Stock: 

NUMBER 

( ) p MARK  4 I 

SHARI'S  COS!  VALUE 

712  American  Electric  Power  Com- 
pany, Inc $ 18,710$  12,638 

100  American  Telephone  & lelegraph 

584 


Co 

5.139 

5.938 

200  Eastman  Kodak  Co 

13,323 

17.200 

1,000  Exxon  Corporation 

. 23.421 

29.750 

500  Foxboro  Co 

700  International  Business  Machine 

16,313 

17,750 

Corp 

. 44.716 

67,375 

500  Kellogg  Co 

500  Public  Service  Co.  ol 

. 1 3,848 

13.313 

New  Mexico 

10,587 

13.000 

200  Schcring  Plough 

7,531 

7.875 

500  Tenneco,  Inc 

. 13,738 

1 6, 1 88 

300  United  Technologies  Corp 

. 12,394 

16,988 

300  Westinghouse 

. 10,178 

1 1,662 

Total  common  stock 

. $189,898  $229,677 

I.UKUON  W.  Iti  .SSKI  FI  ND 

NI  MBI  It 
Ol 

SHARES 

127  Amerit'an  Financial  Enter- 
prises   $ 

5 New  York,  New  Haven  and 
Hartford  Railroad  Co.,  5% 

eonv.  pld  stk. -Series  A 

7 Penn  Central  Corp  common 
stock 

Totals $ 1,063  $ 1,504 

Grand  totals $190,961  $231,181 

3.  Pension  Plan: 

The  Society  has  a non-contributory  pension  plan  for  its 
employees  and  makes  actuarially  computed  annual  pay- 
ments. The  ydan  provides  for  split-funding  whereby  part  of 
the  payment  to  the  plan  is  used  to  purchase  individual  con- 
tracts containing  life  insurance  and  part  is  used  to  purchase 
investments. 

Payments  into  the  fund  were  $38,005  in  1982.  A compari- 
son ol  accumulated  plan  benefits  and  plan  net  assets  as  ol 
February  I,  1982  is  presented  below: 

Actuarial  present  value  of 
accumulated  plan  benefits: 


Vested  $233,803 

Non  vested 9,529 

$243,332 

Net  assets  available  for 

benefits  (at  market  value)  ....  $201,032 


The  weighted  average  assumed  rate  of  return  used  in 
determiningthe  actuarial  present  value  of  accumulated  plan 
benefits  was  six  percent. 

4.  Unexpended  C.N.A.  Malpractice  Insurance 
Advance: 

The  Society  acts  as  administrator  of  a malpractice  insu- 
rance program,  underwritten  by  C.N.A.  Insurance  Com- 
pany, for  Society  members  in  the  four  smallest  Connecticut 
counties.  Pursuant  to  the  provisions  of  the  program,  the 
Society  receives  a maximum  of  one  percent  of  the  estimated 
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706  $ 1.318 

128  I 

229  185 


annual  premiums  in  advance  to  offset  program  expenses 
incurred  by  the  Society  as  administrator.  At  December  31, 
1982,  $1,473  of  the  advance  premiums  was  unexpended  and 
is  available  to  offset  future  program  expenses  for  the  pro- 
gram year  ending  September  30,  1983. 

5.  GENERAL: 

The  Society  anticipated  an  excess  of  $23,230  in  income 
over  expenses  in  its  budget  for  the  year  1982.  Actual  opera- 
tions for  the  year  1982  resulted  in  a net  income  of  $56,950  or 
$33,720  more  than  the  amount  projected  by  the  budget  as 
shown  in  the  following  summary: 


BUDGI  1 

ACTUAI 

ACTUAI 
un  mat 

OR  OVER* 

1 SI  IMA  1 I D 

Income  from  dues, 
net 

. $615,000 

$590,793 

$ 24,207 

Income  from  Journal  . 

. 62,500 

62,107 

393 

Interest  and  dividends 

45,000 

83,878 

38,878* 

Rental  income 

7.000 

7,000 

Income  from  collection 
of  AM  A dues 

3,500 

4,055 

555* 

Loss  on  sale  of 

securities 

( 12,879) 

12,879 

Miscellaneous 

750 

2,224 

1,474* 

Totals  

. $733,750 

$737,178 

$ 3,428* 

BUDGET 

ACTUAI. 

ACTUAI. 
UNDER 
OR  OVER1 
BUDGET 

Executive  Director’s 
office 

$298,990 

$295,678 

$ 3,312 

Treasurer’s  office 

7,250 

4,946 

2,304 

General 

147,250 

121,470 

25,780 

Building  operation 

32,225 

30,310 

1,915 

Contingent  lund 

25,000 

24,431 

569 

Committee  allotments 

15,500 

28,227 

1 2,727’ 

Annual  and  semi-annual 
meeting 

12,000 

1 1.303 

697 

Journal 

172,305 

163,863 

8.442 

Totals  

$710,520 

$680,228 

$ 30,292 

Excess  of  actual  net  income  over 

budgeted  net  income . 

$ 33,720 

The  Executive  Director’s  office  has  collected  yearly  dues 
for  The  American  Medical  Association,  of  certain  county 
associations  and  other  miscellaneous  organizations  for  the 
year  1982.  As  of  December  3 1 , 1982,  all  collections  had  been 
remitted  to  the  appropriate  organizations. 

6.  O.  C.  Smith  Fund: 

I he  fund  was  established  under  the  will  of  Dr.  O.  C. 
Smith.  The  will  provides  that  the  original  bequest  of  $ 1 .000 
be  held  and  invested  as  a separate  fund  and  the  income 
thereof  be  used  to  pay  the  dues  of  any  members  of  the 
Society  who  may  be  unable  to  pay  such  dues  themselves. 


ACCOUNTANTS'  REPORT  ON  OTHER 
FINANCIAL  INFORMATION 

The  audited  financial  statements  of  The  Connecticut  State- 
Medical  Society  as  of  December  31,  1982  and  our  report 
thereon  are  presented  in  the  preceding  section  of  this  report. 
The  financial  information  presented  hereafter  was  derived 
from  the  accounting  records  tested  by  us  as  part  of  the 
auditing  procedures  followed  in  our  examination  of  the 
aforementioned  financial  statements,  and  in  our  opinion  it  is 
fairly  presented  in  all  material  respects  in  relation  to  the 
financial  statements  taken  as  a whole.  However,  it  is  not 
necessary  for  a fair  presentation  of  the  financial  position  and 
the  results  ot  operations  of  The  Connecticut  State  Medical 
Society. 

Seward  and  Monde 

April  5,  1983 

Details  of  Expenses 

Years  ended  December  31 


1982 

1981 

Executive  Director's  Office: 

Personal  serv  ices 

$238,384 

$218,697 

Payments  to  widow  of  former 

executive  secretary 

3,000 

3,000 

Staff  travel  and  expense 

1 1,550 

1 1,041 

Office  supplies 

856 

221 

Maintenance  of  office 

equipment 

503 

359 

Printing  and  postage 

6,843 

6,863 

Telephone  and  telegraph 

1.713 

1 .095 

Sportsmed  publication 

4,797 

3.61  1 

C.S.M.S.  Newsletters  

7,282 

6.932 

Subscriptions 

201 

517 

News  clipping  service  

483 

471 

Addressograph  service  

520 

348 

Automobile  lease 

4,200 

4,200 

Xerox  rental 

2,785 

2,142 

Soeial  security  taxes 

14,21  I 

1 2,807 

Unemployment  taxes 

1.961 

1,716 

M iscellaneous 

81 

82 

Subtotals 

299,370 

274.102 

Less,  Allocation  to  C.N.A. 

malpractice  insurance 

program  

( 3,692) 

( 2,199) 

Totals  

$295,678 

$271,903 

Treasurer 's  Office: 

Printing  and  postage: 

Collection  of  Society  dues . . . 

$ 761 

$ 699 

Collection  of  A.M.A.  dues 

529 

606 

Auditors 

1.805 

875 

Computer  service 

550 

450 

Investment  counsel  

1,254 

1.212 

Telephone  and  telegraph 

47 

60 

Totals  

$ 4,946 

$ 3.902 
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( ieneral: 

1982 

1981 

President  of  Society 

$ 1.750 

$ 

1,750 

Chairman  of  Council 

1,250 

1,250 

Council  expense 

Delegation  to  A.M.A. 

4,837 

3,739 

Conventions 

19,235 

15,941 

Legal  counseling  

4,453 

10,571 

Legislative  counseling 

15,206 

16,044 

Public  information  program  . . 
Defense  of  Federal  Trade 

8.389 

76,385 

Commission  complaint 

4,938 

6.509 

Employees’  pension  fund  

I rustee  and  administrative  fees 

38,005 

3 1 ,4 1 6 

pension  fund 

Employees’  health  insurance 

2,246 

1,947 

premiums 

David  A.  Grcndon  Memorial 
financial  aid  fund  for 

1 1,855 

10,088 

medical  students 

8,000 

8,000 

General  insurance  

1,306 

1,487 

Totals  

$121,470 

$185,127 

Building  Opera  lion: 

Municipal  taxes 

$ 10,488 

.$ 

8,944 

Comprehensive  insurance 

1,316 

1,567 

Custodial  services  

2,275 

2,826 

Supplies 

713 

706 

Electricity,  gas  and  water 

3,989 

4,057 

Fuel 

2,815 

2,307 

Maintenance  of  grounds 

1,172 

978 

Depreciation-funded 

2,200 

2,200 

I clephone 

4,281 

4,002 

Repairs  and  replacements 

Burglar  alarm  system 

534 

2,671 

maintenance 

527 

551 

Totals  

$ 30,310 

$ 

30,809 

Year  ended 
December  31, 

m2 

( ontinf’cnt  land: 

C.S.M.N,  Medical  Insurance  Company 


formation $ I 1 ,507 

Ad  Hoc  Committee  membership 2.157 

Conference  on  Impaired 

Physician  - Oregon 1.525 

Professional  liability  meeting  - 

Virginia  1,060 

A.M.S.A.  meeting  - San  Diego  1.000 

Legislative  meeting  - Phoenix 882 

Health  planning  law  conference  - 

Chicago 821 

C.M.E.  conference  - Chicago 761 

A.  M.  A.  leadership  conference  629 

Connecticut  emblems  for  A.M.A. 

meeting  621 

Delegate  to  New  Jersey  State 

Society  meeting 529 

Survey  - “Connecticut 

Medicine” 480 

P.  I A.  A.  insurance  conference  - 

Richmond  479 


Delegates  to  Council  of  New  England 

Slate  Medical  Societies 434 

American  Public  Health  Association 

meeting  355 

American  Medical  Student  meeting  - 

Chicago 250 

Publication  of  By-laws 208 

Unincorporated  business  tax  legal  action 200 

New  Haven  Chamber  of  Commerce  - 

dues  195 

Formation  of  student  and  postgraduate 

sections  183 

M iscellaneous 155 

Total $ 24,431 


Years  ended  December  31 
1982  1981 


Committee  A I torments : 


Public  Health 

$ 187 

$ 127 

1 egislation  

Liaison  Committee  - Pharmacy 

8.188 

14.749 

Association 

Cancer  Coordinating 

355 

442 

Committee  

Connecticut  Advisory  Com- 

600 

500 

mittee  - food  and  drugs 

125 

163 

Mental  Health 

130 

168 

Hospital  Committee 

147 

69 

Third  Party  Payments 

320 

326 

AM  A - ERF  Campaign  

Perinatal  Mortality  and 

222 

202 

Morbidity 

1 22 

165 

Emergency  Medical  Services 

88 

128 

Continuing  Medical  Education 
Committee  on  Cooperation 
with  Medical  Schools  of 

990 

385 

Connecticut  

127 

96 

Public  Relations 

Council  of  New  England 

609 

558 

Medical  Societies 

Committee  on  Program  of 

175 

175 

Scientific  Assembly 

182 

8 

Judicial  Committee 

Liaison  Committee  - Dept,  of 

9,366 

169 

Income  Maintenance 

180 

106 

Forum  for  Medical  Affairs  .... 

150 

150 

Professional  I lability  

1,193 

3.883 

Peer  Review  Systems 

1 1 

7 

Statewide  Medical  Planning. . . 
Drug  Abuse  Educational 

1.540 

336 

Program 

Maternal  Morbidity  and 

249 

70 

Mortality 

48 

70 

Allied  Medical  Services 

Committee  on  Medical  Aspects 

716 

269 

of  Sports 

Auxiliary  to  Connecticut  State 

193 

174 

Medical  Society 

2.000 

2,000 

Miscellaneous  Committees  .... 

14 

47 

Totals  

$ 28,227 

$ 25,542 
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Years  ended  December  31 

1982 

1981 

Annual  and  Semi-Annual  Meetings: 

Income: 

Exhibits 

. $ 6,050 

$ 4,550 

Exp*  -uses: 

Hotel  rental  

. $ 2,000 

$ 1,275 

Printing  and  postage 

3,3X4 

$ 2.741 

Badges 

115 

Exhibit  decorator,  rentals  and 

equipment 

575 

754 

A M.  House  of  delegates  . . . . 

3,5X5 

4,177 

Luncheon  and  dinner  expenses 

(guests  and  entertainment) 

3,135 

2,730 

Speakers  and  visiting  delegates  2,136 

1 073 

Staff  and  miscellaneous 

expense  

695 

XI 

Photographs 

40 

28 

emi-annual  meeting 

1,803 

1,850 

Totals  

. $ 17,353 

$ 14,824 

Excess  of  expenses  over  income 

$ 11,303 

$ 10,274 

Details  of  Journal 

Operations 

Years  ended  December  31 

I9K2 

1981 

Jour  lal  Income: 

Advertising  (net  of 

commissions) 

. $ 51,637 

$ 55.855 

Subscriptions  (non-members) 

3,863 

4.377 

Reprints  

5.499 

9,738 

Authors’  alterations 

522 

577 

Authors’ subsidies 

170 

50 

Single  copy 

33 

20 

Roster  hook 

383 

274 

Total  income  

. $ 62.107 

$ 70,891 

Journal  Expenses: 

Pv.  rsonal  services 

. $ 42,74! 

$ 40.889 

Manufacturing  cost: 

!>rinting-Journal  

91,939 

89,025 

Printing-Roster  . . . . , 

7,681 

7.031 

Postage  and  handling 

9,071 

7,797 

Reprints  

3,510 

6,400 

Ollier: 

Printing  and  postage 

2,126 

2,377 

Office  supplies 

747 

727 

Telephone 

405 

730 

Sales  tax 

82 

176 

Editorial  Board  meetings  . . 

177 

107 

Local  travel  expense 

368 

720 

Maintenance  of  office 

equipment 

302 

370 

ubscriptions 

188 

129 

Registration  of  copyrights 

250 

250 

ibel  and  slander  insurance 

426 

424 

vdvertising  agent 

142 

331 

focial  security  taxes 

2,855 

2,719 

! Inemplovment  taxes 

667 

632 

Miscellaneous 

186 

139 

Total  expenses 

. $163,863 

$160,973 

Ex.  s of  expenses  over  income 

$101,756 

$ 90,082 

IIEPOR1  OF  THE  COUNCIL 

Guy  W.  Van  Syukle,  M.D.,  Chairman 

The  Council  has  met  three  times  since  the  semi-annual 
meeting  of  the  House  of  Delegates  on  November  IX,  19X2. 
An  additional  meeting  is  scheduled  Tor  April  27th,  the 
minutes  of  which  will  be  distributed  with  the  Handbook.  In 
addition,  all  members  of  the  House  have  received  detailed 
copies  of  the  minutes  of  each  meeting  and  this  report, 
therefore,  is  limited  to  those  matters  which  are  felt  to  merit 
special  emphasis.  At  the  conclusion  of  the  reports  as 
appendixes,  there  are  published  items  of  business  which  are 
transmitted  by  the  Council  to  the  House  accompanied  by 
recommendations  of  the  Council.  The  number  given  to  each 
of  the  appendixes  is  identical  with  the  number  of  the  related 
section  of  this  report. 

1.  Professional  Liability  Program 

CSMS  is  now  more  than  halfway  through  the  second  year 
of  sponsorship  of  the  CN  A Professional  Liability  Program. 
Despite  an  average  25%  increase  in  premiums,  the  program 
has  remained  competitive  with  the  Aetna  program.  This  is 
primarily  due  to  maintenance  of  level  state-wide  rates,  as 
opposed  to  the  territorial  rates  of  the  Aetna.  CNA  has 
promised  to  maintain  state-wide  rates  for  one  more  calendar 
year  but  not  to  guarantee  any  limit  on  next  year’s  premium 
increases.  Trends  locally  and  nationally  suggest  continued 
instability  in  premium  rates. 

During  this  first  one  and  one-half  years  of  experience,  a 
total  of  316  incidents  have  been  reported  40  have  been 
closed  without  payment  and  2 closed  with  payments  total- 
ling $2,068.00.  The  remaining  open  claims  are  reserved  at  a 
total  value  of  $2,333,929.00.  We  expect  CNA  to  report  on 
next  year’s  premium  rate  in  June  and  Aetna  early  in  August. 

2.  Reports  From  Physicians  and  Staffs  regarding 

Activities  of  Si  ate  and  Federal  Agencies 

The  Council  has  continued  to  receive  on-going  reports 
concerning  the  delineation  of  House  and  Senate  initiatives  in 
health  care  cost  containment  and.  in  particular,  prospective 
payment  systems.  It  is  the  obvious  Congressional  intent  to 
have  a prospective  payment  Medicare  plan  based  on  Diag- 
nostic Related  Groups  enacted  in  the  very  near  future.  The 
DRG  system  was  developed  at  Yale.  A prototype  has  been 
tested  in  New  Jersey.  In  the  H H S proposal,  prospective  rates 
for  hospital  services  to  Medicare  beneficiaries  will  be  set  in 
advance  and  fixed  for  all  inpatient  services  annually.  The 
payment  will  be  based  on  a per  discharge  basis.  If  hospitals 
received  the  payment  that  is  greater  than  the  allowed  cost  of 
treating  Medicare  beneficiaries,  they  will  keep  the  differ- 
ence. In  return,  they  will  be  at  risk  when  the  treatment  costs 
are  greater  than  the  payment  rates. 

The  DRG  proposal  could  well  work  l reduce  growth  in 
overall  hospital  costs  and  increase  effective  cost  contain- 
ment. Its  proponents  state  that  the  system  has  the  potential 
of  improving  internal  management,  1 'wrring  costs  without 
reducing  quality  care  and  =u,  /icing  k m bicms  of  other 
prospective  payment  sys'.rns  which  tend  to  . .vor  the  less 
efficient  hospitals.  Despite  these  advantages,  the  plan  would 
radically  alter  the  system  of  hospital  reimoursements  based 
on  a program  which  has  not  been  adequately  tested  as  to  the 
sensitivity  to  the  actual  differences  in  the  cost  of  different 
kinds  of  patients  and  access  to  quality  care. 
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3.  I I CilSI  ATION 

CSMS  has  continued  tosupport  legislation  permitting  the 
implementation  of  “living  wills”  and  has  introduced  legisla- 
tion recognizing  “brain  death”  as  a means  of  defining  death 
in  addition  to  cessation  of  respiratory  and  circulatory  func- 
tions. The  Society  has  testified  in  favor  of  bills  curtailing 
drunk  drivingand  more  severe  penalties.  It  has  opposed  bills 
extending  the  statute  of  limitations  in  medical  liability,  the 
sales  tax  on  medical  services  and  a bill  to  eliminate  the 
requirements  that  the  Commissioner  of  Health  be  a medical 
doctor.  The  CSMS  introduced  a bill  to  extend  the  Society’s 
charter  for  a physician  owned  captive  insurance  company 
for  two  years  By  having  the  CSMS  program  in  reserve,  the 
Society  can  assure  our  membership  of  a non-profit  doctor 
controlled  source  cf  insurance  in  the  event  of  a crisis  in  cost 
or  insurance  availability  in  the  immediate  future. 

4.  Pi  i k Ki  vu  w Organization 

in  the  interim  since  the  last  meeting  of  the  house,  the 
Council  has  authorized  the  formation  of  a Task  Force  to 
develop  a Society  sponsored  physician  member  peer  review 
organization.  The  I ask  Force  included,  together  with  physi- 
cians and  representatives  of  the  Hospital  Association,  indi- 
viduals representing  business  and  industry  including  the 
carriers  Connecticut  General  and  Blue  Cross/ Blue  Shield. 

I he  Chairman  is  Andrew  Canzonetti.  M.D 

Exploratory  meetings  of  both  the  whole  Task  Force  as 
well  as  subcommittees  have  been  held.  A proposal  has  been 
prepared,  by-laws  constructed,  a budget  developed  and  job 
descriptions  established.  The  proposal  has  been  so  con- 
ceived and  constructed  as  to  qualify  as  the  designated  PRO 
Organization  in  Connecticut  as  required  by  the  Durenberger 
l egislation.  A copy  of  the  proposed  Peer  Review  Organiza- 
tion is  referred  to  the  House  for  information  and  action. 
(Appendix  Item  No.  4) 

5.  AMA 

CSMS  has  been  informed  by  the  AMA  that  because  o! 
recent  increases  in  membership,  we  are  now  entitled  to  a 
lourth  delegate  and  alternate  delegate  to  the  AMA  Frank 
Abbot,  M l),  was  appointed  to  the  AMA  Health  Policy 
Agenda  work  group;  Stewart  Petrie,  M l),  will  serve  as 
CSMS  representative  to  the  AMA  Health  Policy  Agenda 
Advisory  Committee. 

At  the  last  meeting  ol  the  AMA  a special  section  ol  the 
House  of  Delegates  was  established  lor  Hospital JMcdical 
Staffs  This  has  been  done  previously  for  students,  post- 
graduate physicians  and  medical  schools.  In  view  of  this 
action,  the  Council  has  voted  to  recommend  to  the  House  ol 
Delegates  that  it  consider  forming  a hospital  medical  stall 
section  of  CSMS.  (Appendix  Item  No.  5) 

The  AMA  has  postponed  final  action  on  the  Proposed 
Revisions  of  Standards  for  the  JCA  H Accreditation  Manual 
for  Hospitals  until  its  annual  meeting  in  June.  19X3.  Follow- 
ing discussion  of  the  proposed  revisions,  the  Council  voted 
to  restate  its  opposition  to  the  AMA  Board  of  I rustecs 
action  in  accepting  the  concept  of  an  “organized  staff”,  as 
proposed  in  the  JCAH  Revision,  instead  of  retaining  the 
traditional  “hospital-medical  staff”  structure. 

The  position  taken  by  the  Council  is  as  follows. 

“Many  non-physician  groups  are  eager  to  practice  medi- 
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cine  without  a medical  degree.  Psychologists,  pharmacists, 
social  workers,  mid-wives  and  nurses  are  important  ami  do 
important  work.  However,  the  primary  responsibility  for 
care  for  patients  in  hospitals  is  a medical  responsibility  that 
should  be  fulfilled  only  by  medical  doctors.  Therefore,  only 
medical  doctors  should  be  members  of  hospital  medical 
staffs.” 

6.  Nominations 

With  several  amendments  it  was  voted  to  approve  the 
report  of  the  subcommittee  on  nominations  and  to  transmit 
the  complete  slate  of  nominees  to  the  House  of  Delegates  for 
action  with  the  Council’s  recommendation  for  approval. 
The  slate,  as  proposed,  if  adopted  by  the  House  will  v acate 
the  alternate  AM  A delegate  position  presently  held  by  Ste- 
wart Petrie,  M.D.;  Jerome  Freedman,  M.D.  of  New  Haven 
was  nominated  lor  this  post.  (Appendix  Item  No.  6) 

7.  Ftdkrai.  Tradt  Commission 

For  the  past  eight  years  the  Society  has  been  involved  in  a 
complaint  issued  by  the  FTC  and  it  is  believed  that  members 
of  the  House  of  Delegates  will  be  interested  in  the  following 
letter  issued  by  William  Y.  Rial,  M.D.,  President  of  the 
AMA,  which  capsulizes  the  entire  history  of  events; 

“As  you  know,  the  Federal  Trade  Commission  issued  a 
complaint  against  the  AMA  on  December  19,  1975,  chal- 
lenging the  AM A’s  ethical  restrictions  on  the  advertising, 
solicitation,  and  contractual  practices  of  its  members.  The 
complaint  also  named  the  Connecticut  State  Medical 
Society  and  the  New  Haven  County  Medical  Association, 
Inc.  as  respondents. 

In  an  opinion  issued  on  October  1 2,  1979.  the  FTC  held 
that  the  AMA,  the  two  Connecticut  medical  societies,  and 
other  state  and  local  medical  associations  have  unlawfully 
restricted  the  advertising,  solicitation,  and  contractual  prac- 
i ices  of  their  members  in  violation  of  Section  5 of  the  Federal 
Trade  Commission  Act. 

In  conjunction  with  that  opinion,  the  Commission  issued 
an  order  which  has  now  become  final.  This  order  is  printed 
in  the  August  27,  1982  issue  of  the  Journal  of  the  American 
Medical  Association  and  the  August  13,  !982issueof  Amer- 
ican Medical  News  and  may  be  obtained  from  the  AMA 
headquarters  or  Irom  your  state  or  local  medical  society. 

Among  other  things,  the  order  forbids  any  action  by 
AMA  that  would: 


- Restrict  its  members’  solicitation  of  patients  by  adver- 
tising. submission  of  bids,  or  other  means. 

- Interfere  with  either  the  amount  or  the  form  of  com- 
pensation provided  a member  in  exchange  for  his  or  her 
professional  services,  in  contracts  with  entities  offering 
physicians  services  to  the  public. 

- Characterize  as  unethical  the  use  of  closed  panels  or 
other  health  care  delivery  plans  that  limit  the  patient’s 
choice  of  a physician. 

- Characterize  as  unethical  the  participation  of  non- 
physicians in  the  ownership  or  management  of  health 
care  organizations  that  provide  physician  services  to  the 
public. 
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However,  the  order  does  not  prohibit  the  AMA  from 
formulating  and  enforcing  reasonable  ethical  guidelines 
governing  unsubstantiated  representations  and  representa- 
tions that  the  Association  reasonably  believes  to  be  false  or 
deceptive.  The  AMA  may  also  issue  guidelines  concerning 
uninvited,  in-person  solicitation  of  patients,  who.  because  of 
their  particular  circumstances,  arc  vulnerable  to  undue 
influence. 

Finally,  the  order  requires  the  A M A to  amend  the  Princi- 
ples of  Medical  Ethics,  and  the  Judicial  Council’s  Opinions 
ami  Reports  in  effect  in  1 979  and  to  sever  all  ties  for  one  year 
with  any  state  or  local  medical  society  that  engages  in  con- 
duct of  the  type  prohibited  under  the  order.” 

CONCLUSION 

As  indicated  in  the  opening  paragraph,  only  matters  that 
are  thought  to  be  ol  major  importance  have  been  included  in 
this  report.  Flic  members  of  the  House  are  urged  to  review 
the  minutes  of  the  meeting  held  since  the  semi-annual  meet- 
ing of  the  House  of  Delegates.  The  Chairman  of  the  Council 
will  be  very  happy  to  answer  tiny  questions  about  any  items 
in  this  report  or  about  any  other  items  recorded  in  the 
minutes  of  the  Council.  At  this  time,  the  Chairman  would 
like  to  express  his  appreciation  and  thanks  to  all  members  of 
the  Council  and  staff  whose  cooperation  and  assistance  have 
been  invaluable. 

APPENDIXES  TO  THE  REPORT 
OF  THE  COUNCIL 

APPENDIX  ITEM  NO.  4 

Si  hji-c  t:  Peer  Review  Organization 

The  Council  refers  this  document  to  the  House  of  Dele- 
gates lor  information  and  action.  (Distributed  with 
Handbook ) 

APPENDIX  ITEM  NO.  5 

Smellier:  Formation  or  a ('SMS  Hosritai -Mi  mi  ai 
S i Ai  r Si  < rioN 

I he  Council  recommends  to  the  House  of  Delegates  that 
it  consider  forming  a hospital  medical  staff  section  of 
CSMS. 

APPENDIX  ITEM  NO.  6 

Subject:  Report  or  the  Nominating  Committee 

The  Council  recommends  that  the  Report  of  the  Nominat- 
ing Committee,  as  published  in  this  Handbook,  be  approved 
by  the  House  of  Delegates.  The  slate,  as  proposed,  if  adopted 
by  the  House  will  vacate  the  alternate  AMA  delegate  posi- 
tion presently  held  by  Stewart  Petrie,  M.D.  and  Jerome 
Freedman,  M.D.  was  nominated  for  this  post. 

It  is  also  to  be  noted  in  the  schedule  of  nominations,  that  it 
is  recommended  that  two  committees  be  deleted:  The  Com- 
mittee on  Peer  Review  Systems  and  The  Committee  on 
Continuing  Medical  Care  and  Rehabilitation. 


REPORT  OF  INTERIM  MEETING  OF  THE  AMA 
HOUSE  OF  DELEGATES 

Miami  Beach.  December  5-8.  19K2 

The  AMA  House  of  Delegates  met  at  Miami  Beach, 
Florida,  December  5-8,  1982.  305  delegates,  including  61 
delegates  representing  specialty  societies  were  in  attendance. 
Thirty  states  will  have  additional  delegates  and  alternates 
seated  in  1983  The  American  Hospital  Association  and 
American  Dental  Association  will  be  invited  to  send 
observers  to  AM  A meetings.  A resolution  to  seat  Presidents 
of  State  Societies  in  the  House  of  Delegates  was  rejected  on 
the  basis  that  Presidents  now  attend  meetings  of  the  House 
with  the  privilege  of  speaking  from  the  floor  and  at  Refer- 
ence Committees. 

A recommendation  of  the  Special  Advisory  Committee  to 
study  the  Annual  and  Interim  Meetings  that  the  meetings  be 
shortened  by  one  day  was  defeated. 

On  the  basis  of  the  report  of  the  Study  Committee  on  the 
feasibility  of  an  A M A Medical  Staff  Special  Section,  it  was 
voted  to  establish  an  AMA  Section  on  Hospital  Medical 
Staffs: 

a)  T he  Governing  Council  of  the  Section  will  include  one 
Delegate  and  one  Alternate  Delegate  to  the  AMA 
House  of  Delegates. 

b)  The  Section  will  be  organized  as  an  open  assembly 
with  each  hospital  medical  staff  eligible  to  send  one 
representative.  Each  representative  “must  have  clinical 
privileges  at  the  institution  he  represents.  He  must  be 
a member  of  the  A M A and  encouraged  to  be  a member 
of  the  State  and  County  societies." 

c)  The  House  urged  “State  and  County  Societies  to  work 
with  Medical  Staffs  to  facilitate  participation  in  the 
Section.  A possible  model  would  be  to  establish  a 
Hospital  Medical  Staff  Section  at  each  State  House  of 
Delegates  Annual  Meeting  and  liaison  committees 
with  each  County  Medical  Society.” 

A steering  committee  has  been  selected  by  the  AMA 
Board  of  Trustees  to  implement  the  Hospital  Medical  Staff 
Section.  The  first  full  meeting  ot  the  Section  is  planned  for 
the  AMA  Annual  Meeting  (June  17-20, ’83). 

The  House  of  Delegates  Proposed  Revisions  of  Standards 
for  the  JC'AH  Accreditation  Manual  lor  Hospitals.  Changes 
suggested  by  the  JCAH  would  substitute  a new  title  and 
substantially  alter  the  composition  of  the  present  Medical 
Staff  and  its  relationship  to  the  hospital  governing  body. 
After  lengthy  discussion,  the  House  voted  to  ( I)  “commend 
the  AMA  Commissioners  to  the  JCAH  for  their  efforts  to 
preserve  appropriate  physician  involvement  in  the  mainte- 
nance of  quality  care  ” and  (2)  “to  disseminate  the 
proposed  revisions  (of  the  Manual)  widely  for  comment  and 
to  inform  physicians  of  revisions  through  appropriate 
publications.” 

Following  a discussion  of  the  JCAH  draft  proposals  of 
these  revisions  at  the  February  meetingofthe  CSMS  Coun- 
cil, the  position  adopted  by  the  Council  (Sept.  1982)  was 
reaffirmed 

In  a recent  development,  the  AMA  Board  of  Trustees  has 
requested  postponement  of  final  action  by  the  JCAH  “to 
permit  full  and  open  discussion  by  the  AMA  House  of 
Delegates  at  its  Annual  Meeting  in  June  ’83.” 

The  House  of  Delegates  received  reports  on  the  influence 
of  such  initiatives  as:  Competition  in  Medicine.  Prospectiv  e 
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Reimbursement,  and  introduction  of  the  DRG  system  into 
the  practice  of  Medicine. 

Report  F of  the  Board  of  Trustees  reviewed  extensively 
the  potential  effects  of  changes  in  medicare  payment  for 
in-hospital  operating  costs  from  “retrospective  payment  to  a 
prospective  reimbursement  system”  which  pays  an  average- 
cost  per  discharge  (DRG)  based  on  factors  such  as  hospital 
si/e,  location,  added  teaching  costs,  and  case-mix. 

I he  House  of  Delegates  adopted  a Resolution  asking  the 
AMA  to  (I)  continue  to  oppose  changes  in  the  Medicare- 
Medicaid  reimbursement  system  that  result  in  cost-shifting 
to  private  patients  and  (2)  petition  Congress  and  the  Secre- 
tary of  Health  and  Human  Services  to  “take  an  extremely 
cautious  approach  to  the  use  of  DRG  for  prospective  hospi- 
tal reimbursement.” 

An  in-depth  Report  ol  the  Council  on  Medical  Services 
describing  the  major  provisions  of  the  Peer  Review 
Improvement  Act  of  1 9X2,  and  the  new  Peer  Review  Pro- 
gram (UQ-CPRP)  was  adopted  with  recommendations  that 

(1)  “the  AMA  support  and  work  to  strengthen  those 
elements  of  the  UQ-CPRP  program  which  are  consistent 
with  the  present  Association  Policy  on  Peer  Review”  and 

(2)  “seek  modifications  through  regulation  or  amendment  of 
those  mandatory  elements  which  are  not  consistent  with 
AMA  Policy." 

In  addition,  it  was  VOTED  to  ( I)  “expand  assistance  to 
physicians  and  medical  societies  in  assuming  a leadership 
role  in  medical  peer  review”  and  (2)  “expand  assistance  in 
negotiating  contracts  under  UQ-CPRP  which  would  retain 
professional  direction  and  control  with  appropriate  empha- 
sis on  quality  rather  than  cost." 

The  House  considered  a progress  report  on  the  AMA 
initiative  called  “Health  Policy  Agenda  for  the  American 
People.”  The  House  requested  that  (I)  the  AMA  forward 
timely  reports  to  all  State  Medical  Societies  and  AMA  Dele- 
gates and  Alternates  for  review  and  input.  (2)  that  each  work 
group  be  increased  by  two  members  who  arc  in  private 
practice  of  medicine  to  be  selected  by  the  AM  A President  on 
a regional  basis  and  (3)  that  one  individual  be  appointed  to 
each  work  group  by  the  Board  of  Trustees 

Other  actions  taken  by  the  House  were  (I)  to  encourage 
State  Medical  Societies  to  seek  and  support  legislation  to 
raise  the  legai  drinking  age  to  2 1 , (2)  to  urge  liability  protec- 
tion for  vaccine-makers  and  physicians  but  to  discourage 
formation  of  a Patient-Compensation  Fund.  The  Council 
on  Scientific  Affairs  was  commended  for  the  high  quality  of 
its  investigations  with  the  plea  for  a wider  dissemination  of 
its  reports.  A complete  summary  of  its  reports  is  in  prepara- 
tion anil  will  be  sent  to  AMA  members  in  the  near  future. 

Despite  calculated  loss  of  8,000  members  during  the  year 
followinga  change  in  dues,  the  AMA  membership  increased 
by  nearly  12,000  new  members  during  the  year  ending 
October  29,  1982.  Approximately  one-fourth  of  the  new 
members  are  additional  regular  members.  The  remainders 
are  medical  students  or  house  staff.  This  represents  $5.6 
million  in  new  funds  and  places  the  association  in  a good 
financial  position  for  the  present. 

Respectfully  submitted  by  the  Connecticut  AMA 
Delegation: 

Orvan  W.  Hess,  M.D.,  Chairman 
Guy  W.  Van  Syckle,  M.D 
Frank  K Abbott,  M.D. 

Isadore  H.  Friedberg,  M.D. 

Stewart  J.  Petrie,  M.D. 

William  A.  Whalen,  M.D. 
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CONNECTICUT  MEDICAL  POLITICAL 
ACTION  COMMITTEE  (COMPAC) 

Chairman:  Patrick  R.  Concannon,  M.D. 

Once  again  a request  for  contributions  was  enclosed  with 
the  annual  dues  mailing  from  the  Connecticut  State  Medical 
Society  in  January.  At  the  close  of  1982,  we  had  435 
members,  almost  100  percent  increase  over  the  previous 
year.  Although  we  were  encouraged  by  the  increase  in 
members,  it  still  falls  far  short  of  the  potential  and  represents 
approximately  only  8%  of  the  CSMS  membership. 

Following  isa  statistical  breakdown  forthe contributions 
received  tor  the  period  January  1983  - April  30.  1983: 


Fairlield  County 

89  regular  members 
6%  of  total  membership 

Hartford  County 

1 regular  member 
0 % of  total  membership 

Litchfield  County 

7 regular  members 
3%  of  total  membership 

Middlesex  County 

1 7 regular  members 
1 sustaining  member 
9%  of  total  membership 

New  Haven  County 

171  regular  members 
1 sustaining  member 
14%  of  total  membership 

New  London  County 

16  regular  members 
6%  of  total  membership 

1 olland  County 

7 regular  members 
13%  of  total  membership 

Windham  County 

1 2 regular  members 
10%.  of  total  membership 

Totals  to  date: 

320  regular  members  2 sustaining  members 

We  had  hoped  that  by  this  date,  we  would  have  surpassed 
last  years  total.  It  is  not  too  late  to  lend  your  support  to  this 
very  important  organization.  If  you  have  not  sent  in  your 
check  with  your  dues,  please  do  so  now.  The  amount  is  a 
mere  $35.00  and  should  be  written  on  a personal  check  and 
sent  to  COM  P AC  c o 1 60  St.  Ronan  Street,  New  Haven.  C't. 
06511. 

If  COM  PAC  is  to  be  a meaningful  organization,  we  must 
have  the  support  of  all  Connecticut  physicians. 
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COMMITTEE  ON  PROFESSION Al,  LIABILITY 

Chairman:  Lawrence  B.  Ahrens,  M.D. 

Number  of  Members:  22 
Number  of  Meetings:  0 

Summar  r of  A ctivities: 

The  official  relationship  which  existed  between  the  Aetna 
I ife  & Casualty  Company  and  the  CSMS  during  the 
Society’s  ten-year  sponsorship  of  the  CSMS- Aetna  Profes- 
sional Liability  Program  was  terminated  in  the  Spring  ol 
1981,  and  there  is  now  no  formal  relationship  with  the 
Aetna.  The  new  CNA-CSMS  Physicians  Protection  Plan  is 
administered  through  the  sponsoring  County  Associations, 
and  by  CSMS  Staff  for  the  four  smallest  counties.  Its  state- 
wide CSMS  sponsorship  is  mediated  by  the  President, 
Chairman  of  the  Council,  and  CSMS  Executive  Staff 
through  their  membership  on  the  CN  A Advisory  Panel.  This 
panel  has  met  on  a quarterly  basis  to  reach  consensus  on 
underwriting  standards,  claims  review  procedures,  and 
other  administrative  and  policy  matters.  Nearly  2400 
members  are  nowenrolled  with  CNA  through  the  program’s 
managing  general  agent,  AAW  Physician  Plans,  Inc.  of 
Wethersfield 

For  the  first  18  months  experience  of  the  CN  A program, 
there  are  a total  of  3 1 6 incidents  reported  statewide,  of  which 
274  arc  open  with  reserves  of  $2,333,929.  Additional  details 
concerning  the  CNA  program  and  its  continuing  develop- 
ment are  contained  in  the  report  of  the  Chairman  of  the 
Council,  on  a preceding  page  of  this  handbook. 

The  lour  CSMS  District  Review  Panels  continue  to  meet 
on  a monthly  basis  at  the  request  of  CSMS  defendants  to 
review  claims  and  to  advise  concerning  the  standard  of  care 
and  possible  negligence.  Participation  continues  at  very  high 
levels,  with  the  New  Haven  and  New  L ondon  Panels  rotated 
in  the  past  year,  to  afford  a wider  opportunity  lor  participa- 
tion. Other  review  panels  have  been  established  by  the  four 
sponsoring  county  associations  and  by  CSMS  lor  the  review 
of  the  claims  of  CN  A-insured  members 

CSMS  also  continues  its  Patient  Injury  Prevention  Pro- 
gram, distributing  “sterilized"  episodes  supplied  from  the 
Aetna  claim  files  to  CSMS  Liaison  Officers,  Chiefs  of  Staff. 
Directors  of  Medical  Education,  and  Quality  Assurance 
Chairmen  in  the  hospitals  and  specialty  sections.  Most  have 
indicated  that  they  wish  to  continue  receiving  the  episodes, 
which  are  sent  out  by  CSMS  in  groups  of  three  on  a quar- 
terly basis. 

In  lieu  ol  an  Annual  Report.  CSMS  requested,  and  Aetna 
supplied  us  with  a cumulative  dividend  calculation  for  the 
preceding  years  ol  the  CSMS-Aetna  Program,  in  accor- 
dance with  its  previous  commitments  to  the  Society.  No 
dividend  was  payable  in  1982.  since  the  cumulative  loss 
deficit  for  the  197 1-80  account  years  had  grown  from  nearly 
$26  million  in  1981  to  some  $32  million  in  1982.  Even  with 
cumulative  net  expense  savings  counted  in.  the  net  under- 
writing deficit  as  of  4 I 82  was  still  over  $30  million  (It 
should  be  understood,  of  course,  that  an  insurance  company 
has  additional  revenues  from  investment  income  on  the 
substantial  reserves  not  yet  paid  out  in  settlements,  awards, 
and  expenses.  Much  of  the  funds  characterized  as  “losses” 
for  underwriting  purposes,  are  actually  anticipated  losses, 
and  kept  in  reserve.) 


In  the  area  of  malpractice  legislation,  at  the  time  of  the 
writing  of  this  report,  the  Connecticut  General  Assembly  is 
still  in  session.  However,  it  appears  that  an  attempt  to  extend 
the  statute  of  limitations  indefinitely  has  been  successfully 
warded  off  by  an  alliance  ol  CSMS,  county  associations, 
hospitals,  and  insurance  companies.  This  bill  would  have 
had  cataclysmic  effects  on  the  cost  and  availability  of  profes- 
sional liability  insurance  in  our  state. 

I he  CSMS  sponsored  a bill  to  extend  by  two  more  vears 
the  charter  o(  the  CSMS  physician-owned  “captive"  profes- 
sional liability  insurance  company.  CMIC  (Connecticut 
Medical  Insurance  Company).  The  charter  was  scheduled  to 
expire  at  the  end  of  1983.  The  extension  bill  would  assure 
that  physicians  retain  the  option  to  implement  their  own 
i ompany  in  the  event  of  a crisis  of  cost  or  availability  in  the 
market.  Having  received  no  opposition  in  the  Committee 
hearings,  the  bill  has  passed  successfully,  and  now  awaits  the 
Governor’s  signature. 

Next  year's  CNA  premium  levels  are  expected  to  be  pro- 
posed by  the  end  of  May,  and  finalized  by  the  end  of  June 
Aetna  rates  arc  usually  announced  in  August.  All  CSMS 
members  will  be  notified  of  these  developments  promptly  as 
in  past  years.  Although  CNA  has  declined  to  abide  by  a 
percentage  “cap"  on  increases  like  last  year,  it  has  assured  us 
that  its  rates  will  remain  level  throughout  the  state,  unlike 
Aetna  rates,  which  now  vary  by  territories. 


JUDICIAL  COMMITTEE 

Chairman  l aura  G.  Morgan,  M.D. 

Number  of  Members:  I 2 
Number  of  Meetings  Held:  4 
Average  Attendance:  8 

Summary  of  Activities: 

I he  Judicial  Committee  meetings  were  held  primarily  to 
deal  with  the  appeal  to  the  CSMS  by  a physician-member 
under  suspension  action  by  his  own  county  medical  associa- 
tion. Multiple  meetings  were  required  with  the  parties  to  the 
appeal,  their  legal  counsel,  and  the  legal  counsel  of  the 
CSMS.  Additional  time  and  effort  was  devoted  to  the 
requests  for  necessary  documents,  correspondence,  minutes 
and  tapes  of  hearings,  before  the  committee  arrived  at  a 
decision. 

In  the  area  of  physician  discipline,  there  has  been  consid- 
erable development  in  recent  years  in  standards  for  provid- 
ing due  process  to  our  members.  Therefore,  the  committee 
has  requested  updated  copies  of  the  Bylaws  of  the  compo- 
nent county  associations  for  review  of  their  provisions  con- 
cerning due  process,  as  compared  to  standards  in  the  CSMS 
Bylaws,  and  in  the  Opinions  of  the  AM  A Judicial  Council, 
which  is  the  final  court  of  appeal  in  such  cases. 

If  conflict  is  found  regarding  adequate  standards  of  due 
process,  the  Judicial  Committee  and  its  Counsel  could  then 
advise  county  associations  of  modifications  possible  to  meet 
current  standards  of  the  state  and  national  appeals  bodies. 
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Hopefully,  a more  uniform  standard  applied  at  every  level 
would  assure  fairness  to  all  coneerned,  and  alleviate  a poten- 
tial source  of  aggravation  and  expense. 


COMMITTEE  TO  STUDY  PERINATAL 
MORBIDITY  AND  MORTALITY 

Chairman:  William  E:.  Hart.  M.D. 

Number  of  Members:  1 6 
Number  of  Meetings:  2 
A verage  A t tendance : 1 0 

Summary  of  Activities: 

The  majority  of  activity  was  given  over  to  discussions  on 
the  ethical  issues  in  newborn  care.  This  matter  came  to 
public  notice  following  the  newspaper  articles  ol  June,  I9KI, 
and  subsequent  activity  occurred  at  several  levels  concerning 
the  development  ol  policies  for  the  care  ol  the  severely 
handicapped  or  critically  ill  newborn  infant  At  its  most 
recent  meeting,  the  committee  elected  to  adopt  the  recom- 
mendations ol  the  Baldwin  Report  ( March,  1 9X2)  as  repres- 
enting a good  basis  on  which  policies  can  be  developed.  It 
was  also  concluded  that  this  committee  should  be  active  in 
communicating  with  at  least  two  other  agencies  in  the  state 
which  tire  considering  the  same  matter,  i.e.  the  Government 
I latson  Committee  of  the  State  Chapter,  American 
Academy  of  Pediatrics  and  a recently  constituted  ad  hoc 
group  i)l  sttite  neonatologists  whose  present  coordinator  is 
Doctor  Ian  Gross  of  New  Haven.  It  should  be  noted  that 
Doctors  Vijaya  Bapat  and  Joseph  Baldwin,  both  of  the 
Department  of  Health  Services,  while  not  members  of  this 
committee,  attend  its  meetings  by  invitation. 

I he  committee  is  awaiting  the  report  of  the  special  study 
to  Improve  Pregnancy  Outcome  (IPO)  which  according  to 
Doctor  Fstclle  Siker  should  be  available  in  April  or  May  ol 
this  year. 

The  committee  has  received  a copy  of  guidelines  tor 
Regionalized  Perinatal  Care  as  published  by  the  Michigan 
State  Medical  Society.  The  Chief  of  the  Maternal  and  Child 
Health  Section  of  the  State  Department  of  Health  Services  is 
apparently  giving  consideration  to  implementation  of  a sim- 
ilar program  in  this  stale,  and  if  this  turns  out  to  be  the  case, 
our  committee  will  likely  be  involved  in  some  way. 

A final  issue  which  came  before  the  committee  at  the 
February  meeting  was  the  issue  ol  the  discharge  ol  the  ini  ant 
of  the  drug-addicted  mother.  I n some  instances  child  batter- 
ingseems  to  be  the  result  of  such  action  and  the  suggestion  is 
that  this  committee  should  give  consideration  to  means  by 
which  such  an  infant  enjoys  protection. 

I he  committee  is  delinitely  contributory  to  the  appro- 
priate function  ol  the  Connecticut  State  Medical  Society. 

The  committee  remains  in  an  excellent  position  to  coordi- 
nate activity  within  the  state  on  several  aspects  of  perinatal 
care. 

STATEWIDE  MEDICAL 
PLANNING  COMMITTEE 

Chairman:  Jerome  K.  Freedman,  M.D. 

Number  of  Members:  16 


Summary  of  A ctivities: 

The  year  1 9X2-83  has  been  an  interesting  and  busy  one  tor 
the  committee.  It  has  met  approximately  every  six  weeks  on 
the  average.  1 he  members  have  been  most  diligent  in  their 
attendance  and  should  be  commended.  The  chairman  feels  it 
is  one  of  the  better  committees  of  this  Society.  We  have  dealt 
with  till  sorts  of  interesting  things  this  year.  They  include 
analyzing  the  state  health  plan,  a telephone  thick,  (Manhat- 
tan, New  York)  type  of  document.  Our  analysis  provided  the 
position  base  for  the  Connecticut  State  Medical  Society  in 
public  hearings. 

The  committee  contemplated  the  future  after  the  expected 
demise  of  the  PSROs.  This  resulted  in  an  effort  to  work  with 
the  Connecticut  Hospital  Association  to  develop  a state 
utilization  review  plan.  The  effort  has  had  its  ups  and  its 
downs,  but  as  of  January  26,  when  this  report  is  dictated,  it 
seems  as  though  there  will  be  a state  utilization  review  pro- 
gram that  will  be  primarily  controlled  by  physicians,  will 
have  the  cooperation  of  the  Connecticut  Hospital  Associa- 
tion, and  the  business  community,  and  will  assure  utilization 
review  continues  its  important  functions. 

Early  in  the  year,  the  committee  urged  the  Council  to 
stimulate  the  acceptance  of  students  and  residents  into  the 
Connecticut  State  Medical  Society  as  full-fledged  members. 
This  came  to  pass  with  the  cooperation  of  many  persons  in 
the  Council  and  among  the  students  and  residents.  Though 
the  committee  does  not  take  credit  for  the  implementation  of 
the  program,  for  this  belongs  to  Dr.  Friedberg  and  his  ad  hoc 
committee,  it  does  look  with  pleasure  upon  its  role  in  initiat- 
ing the  idea  in  Connecticut. 

The  last  area  of  activity  is  one  that  is  still  ongoing,  coali- 
tion activities  with  business  community  and  other  interested 
parties.  Not  much  more  than  some  exploration  has  been 
done  at  this  point,  and  many  groups  are  proceeding  with 
coalition  activities.  It  is  not  easy  to  know  exactly  where  the 
State  Medical  Society  should  fit  into  the  multiplicity  of  these 
programs.  A very  full  and  frank  meeting  was  held  with 
representatives  ol  the  business  community.  Ideas  and  views 
were  exchanged.  All  agreed  that  the  meeting  was  usef  ul  and 
friendly  and  the  least  that  occurred  was  that  a good  base  was 
set  for  reasonable  and  relatively  friendly  discussions  of  mat- 
ters of  mutual  concern  in  the  future. 

I will  finish  my  term  as  chairman  of  this  committee  this 
year.  It  has  been  a very  interesting  three  years  and  a very 
challenging  time.  1 could  not  have  had  a committee  that  was 
wiser  nor  better.  The  members  spent  thousands  of  hours  of 
their  time,  willingly  and  most  of  the  time,  enthusiastically. 
Working  on  such  committees  and  seeing  the  devotion  of 
people  who  have  plenty  else  to  keep  themselves  busy  enough 
certainly  gives  me  a great  deal  of  pride  in  this  Medical 
Society.  If  1 am  asked  to  do  so,  I would  be  proud  to  continue 
on  this  committee  as  a member  as  I did  before  1 was  chair- 
man. I wish  to  thank  the  Council  for  its  cooperation  and 
understanding  during  these  past  three  years.  Mr.  Richard 
Fiorentino  has  served  us  well  as  staff  and  has  become  a very 
competent  resource  in  the  areas  ol  health  planning  and 
coalitions,  things  which  I happen  to  know  he  knows  and  a 
multiplicity  of  other  things  which  I think  he  knows,  but 
which  our  committee  does  not  deal  with.  I also  wish  to  thank 
the  House  of  Delegates  for  its  forebearance  with  my  some- 
times overlong  reports. 
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Anxious  patients 
improve  in  just 
a few  days 


And  what  is  more  reassuring 
to  an  excessively  anxious 
patient  than  medication  that 
promptly  starts  to  relieve  his 
discomforting  symptoms? 

Valium®  (diazepam/Roche) 
begins  working  within  30  to 
90  minutes.  Patients  continue 
to  improve  in  just  a few  days, 
and  relief  continues  through- 
out the  course  of  treatment. 

There  are  other  impor- 
tant benefits  with  Valium  as  well — along  with  its 
broad  clinical  range,  Valium  has  an  efficacy/safety 
profile  that  few,  if  any,  drugs  can  match.  This 
record  has  been  achieved  with  extensive  clinical 
experience,  undoubtedly  including  yours.  And, 
as  you  must  have  observed,  side  effects  more 
serious  than  drowsiness,  fatigue  or  ataxia  rarely 
occur  Nevertheless,  as  with  any  CNS-acting 
agent,  patients  should  be  cautioned  about  driv- 
ing, operating  hazardous  machinery  or  ingesting 
alcohol  or  other  CNS-depressant  drugs  while 
taking  Valium. 

Yet  another  benefit  Valium  affords  is  flexibility 


Available  in  2-mg,  5-mg  and 
10-mg  scored  tablets,  Valium 
enables  you  to  titrate  dosage 
to  individual  patient  needs. 
For  the  geriatric  patient, 
a starting  dosage  of  2 to 
2Vi  mg  once  or  twice  a day 
is  recommended.  And,  for 
patients  who  forget  or  skip 
medication,  you  can  prescribe 
Valrelease™  (diazepam/Roche) 
jl.  15-mg  slow-release  capsules, 
knowing  that  Valrelease  will  assure  all  the  benefits 
of  Valium  5 mg  t.i.d.  with  the  convenience  of 
once-a-day  dosage. 

Discontinuation  of  Valium  (or  Valrelease) 
is  typically  as  smooth  as  its  start  in  short-term 
therapy  However,  Valium  and  Valrelease  should 
be  discontinued  gradually  after  more  extended 
treatment.  As  you  diminish  dosage,  the  built-in 
tapering  action  of  Valium  and  Valrelease  will 
help  avoid  rapidly  recurring  anxiety  symptoms 
and  symptoms  of  withdrawal,  and  will  help  ease 
the  patient’s  transition  to  independent  coping 
when  therapeutic  goals  have  been  achieved. 


...that’s  one  of 
the  unique  benefits  of 

Yhlium  * 

diazepam/Roche 


Copyright  © 1983  by  Roche  Products  Inc.  All  rights  reserved. 


For  a summary  of  product  information,  please  turn  the  page.  / ROCHE 


Valium®  ( diazepam/Roche  ) (W  Tablets 

Valrelease™  ( diazepam/Roche  )(W  slow-release  Capsules 

Injectable  Valium®  ( diazepam/Roche  ) (jv 

Before  prescribing,  please  consult  complete  product  information,  a summary 
of  which  follows: 

Indications:  Management  of  anxiety  disorders,  or  short-term  relief  of  symptoms 
of  anxiety  Anxiety  or  tension  associated  with  the  stress  of  everyday  life  usually 
does  not  require  treatment  with  an  anxiolytic.  Symptomatic  relief  of  acute  agita- 
tion, tremor,  impending  or  acute  delirium  tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal;  adjunctively  in:  relief  of  skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology;  spasticity  caused  by  upper  motor  neuron  disorders; 
athetosis;  stiff-man  syndrome.  Oral  forms  may  be  used  adjunctively  in  convulsive 
disorders,  but  not  as  sole  therapy.  Injectable  form  may  also  be  used  adjunctively 
in:  status  epilepticus;  severe  recurrent  seizures;  tetanus;  anxiety,  tension  or  acute 
stress  reactions  prior  to  endoscopic/surgical  procedures;  cardioversion 
The  effectiveness  of  diazepam  in  long-term  use,  that  is,  more  than  4 months,  has 
not  been  assessed  by  systematic  clinical  studies.  The  physician  should  periodi- 
cally reassess  the  usefulness  of  the  drug  for  the  individual  patient. 
Contraindications:  Tablets  or  capsules  in  children  under  6 months  of  age; 
known  hypersensitivity;  acute  narrow  angle  glaucoma;  may  be  used  in  patients 
with  open  angle  glaucoma  who  are  receiving  appropriate  therapy 
Warnings:  As  with  most  CNS-acting  drugs,  caution  against  hazardous  occupations 
requiring  complete  mental  alertness  (eg.,  operating  machinery,  driving).  With- 
drawal symptoms  similar  to  those  with  barbiturates  and  alcohol  have  been 
observed  with  abrupt  discontinuation,  usually  limited  to  extended  use  and 
excessive  doses.  Infrequently,  milder  withdrawal  symptoms  have  been  reported 
following  abrupt  discontinuation  of  benzodiazepines  after  continuous  use,  gen- 
erally at  higher  therapeutic  levels,  for  at  least  several  months.  After  extended 
therapy,  gradually  taper  dosage.  Keep  addiction-prone  individuals  (drug  addicts 
or  alcoholics)  under  careful  surveillance  because  of  predisposition  to  habitua- 
tion/dependence. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  their  use  is  rarely  a matter  of 
urgency  and  because  of  increased  risk  of  congenital  malformations,  as 
suggested  in  several  studies.  Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to  discuss  therapy  if  they  intend  to 
or  do  become  pregnant, 

oral  Advise  patients  against  simultaneous  ingestion  of  alcohol  and  other  CNS 
depressants. 

Not  of  value  in  treatment  of  psychotic  patients;  should  not  be  employed  in  lieu 
of  appropriate  treatment.  When  using  oral  forms  adjunctively  in  convulsive  dis- 
orders, possibility  of  increase  in  frequency  and/or  severity  of  grand  mal  seizures 
may  require  increase  in  dosage  of  standard  anticonvulsant  medication;  abrupt 
withdrawal  in  such  cases  may  be  associated  with  temporary  increase  in  fre- 
quency and/or  severity  of  seizures. 

injectable  To  reduce  the  possibility  of  venous  thrombosis,  phlebitis,  local  irritation, 
swelling  and,  rarely,  vascular  impairment  when  used  IV.  inject  slowly,  taking  at 
least  one  minute  for  each  5 mg  (1  ml)  given,  do  not  use  small  veins,  i.e.,  dorsum 
of  hand  or  wrist . use  extreme  care  to  avoid  intra-arterial  administration  or 
extravasation.  Do  not  mix  or  dilute  with  other  solutions  or  drugs  in  syringe  or 
infusion  flask.  If  it  is  not  feasible  to  administer  Injectable  Valium  directly  IV,  it 
may  he  injected  slowly  through  the  infusion  tubing  as  close  as  possible  to  the 
vein  insertion 

Administer  with  extreme  care  to  elderly,  very  ill,  those  with  limited  pulmonary 
reserve  because  of  possibility  of  apnea  and/or  cardiac  arrest;  concomitant  use 
of  barbiturates,  alcohol  or  other  CNS  depressants  increases  depression  with 
increased  risk  of  apnea;  have  resuscitative  facilities  available.  When  used  with 
narcotic  analgesic  eliminate  or  reduce  narcotic  dosage  at  least  1/3,  administer  in 
small  increments.  Should  not  be  administered  to  patients  in  shock,  coma,  acute 
alcoholic  intoxication  with  depression  of  vital  signs. 

Has  precipitated  tonic  status  epilepticus  in  patients  treated  for  petit  mal  status  or 
petit  mal  variant  status.  Not  recommended  for  OB  use. 

Efficacy/safety  not  established  in  neonates  (age  30  days  or  less);  prolonged  CNS 
depression  observed.  In  children,  give  slowly  (up  to  0.25  mg/kg  over  3 minutes) 
to  avoid  apnea  or  prolonged  somnolence;  can  be  repeated  after  15  to  30  min- 
utes. If  no  relief  after  third  administration,  appropriate  adjunctive  therapy  is 
recommended. 

Precautions:  If  combined  with  other  psychotropics  or  anticonvulsants,  carefully 
consider  individual  pharmacologic  effects  — particularly  with  known  compounds 
which  may  potentiate  action  of  diazepam,  i.e.,  phenothiazines,  narcotics,  barbitu- 
rates, MAO  inhibitors  and  antidepressants.  Protective  measures  indicated  in 
highly  anxious  patients  with  accompanying  depression  who  may  have  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  hepatic  function;  avoid  accu- 
mulation in  patients  with  compromised  kidney  function.  Limit  oral  dosage  to 
smallest  effective  amount  in  elderly  and  debilitated  to  preclude  ataxia  or  overse- 
dation (initially  2 to  2 Vi  mg  once  or  twice  daily,  increasing  gradually  as  needed 
and  tolerated). 

The  clearance  of  diazepam  and  certain  other  benzodiazepines  can  be  delayed  in 
association  with  Tagamet  (cimetidine)  administration  The  clinical  significance  of 
this  is  unclear. 

injectable  Although  promptly  controlled,  seizures  may  return;  readminister  if 
necessary;  not  recommended  for  long-term  maintenance  therapy.  Laryngospasm/ 
increased  cough  reflex  are  possible  during  peroral  endoscopic  procedures;  use 
topical  anesthetic,  have  necessary  countermeasures  available.  Hypotension  or 
muscular  weakness  possible,  particularly  when  used  with  narcotics,  barbiturates 
or  alcohol.  Use  lower  doses  (2  to  5 mg)  for  elderly/debilitated. 

Adverse  Reactions:  Side  effects  most  commonly  reported  were  drowsiness, 
fatigue,  ataxia.  Infrequently  encountered  were  confusion,  constipation,  depres- 
sion, diplopia,  dysarthria,  headache,  hypotension,  incontinence,  jaundice, 
changes  in  libido,  nausea,  changes  in  salivation,  skin  rash,  slurred  speech, 
tremor,  urinary  retention,  vertigo,  blurred  vision.  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucinations,  increased  muscle  spasticity, 


insomnia,  rage,  sleep  disturbances  and  stimulation  have  been  reported;  should 
these  occur,  discontinue  drug. 

Because  of  isolated  reports  of  neutropenia  and  jaundice,  periodic  blood  counts, 
liver  function  tests  advisable  during  long-term  therapy  Minor  changes  in  EEG 
patterns,  usually  low-voltage  fast  activity,  observed  in  patients  during  and  after 
diazepam  therapy  are  of  no  known  significance. 

injectable:  Venous  thrombosis/phlebitis  at  injection  site,  hypoactivity,  syncope, 
bradycardia,  cardiovascular  collapse,  nystagmus,  urticaria,  hiccups,  neutropenia. 
In  peroral  endoscopic  procedures,  coughing,  depressed  respiration,  dyspnea, 
hyperventilation,  laryngospasm/pain  in  throat  or  chest  have  been  reported. 
Dosage:  Individualize  for  maximum  beneficial  effect. 

oral  Adults.  Anxiety  disorders,  relief  of  symptoms  of  anxiety — \hlium  (diaze- 
pam/Roche) tablets.  2 to  10  mg  b i d.  to  q.i.d.;  or  1 or  2 \hlrelease  capsules  (15  to 
30  mg)  daily  Acute  alcohol  withdrawal — tablets.  10  mg  t.i.d.  or  q.i.d.  in  first 
24  hours,  then  5 mg  t.i.d.  or  q i d.  as  needed;  or  2 capsules  (30  mg)  the  first 
24  hours,  then  1 capsule  (15  mg)  daily  as  needed.  Adjunctively  in  skeletal  muscle 
spasm — tablets.  2 to  10  mg  t.i.d.  or  q.i.d.;  or  1 or  2 capsules  (15  to  30  mg)  once 
daily.  Adjunctively  in  convulsive  disorders — tablets,  2 to  10  mg  b i d.  to  q.i.d.;  or 
1 or  2 capsules  (15  to  30  mg)  once  daily. 

Geriatric  or  debilitated  patients . Tablets — 2 to  2Vi  mg  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated  (see  Precautions)  Capsules — 1 capsule 
(15  mg)  daily  when  5 mg  oral  \hlium  has  been  determined  as  the  optimal  daily 
dose 

Children  Tablets — 1 to  2Yi  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  in  children  under  6 months)  Capsules — 1 capsule  (15  mg) 
daily  when  5 mg  oral  Valium  has  been  determined  as  the  optimal  daily  dose  (not 
for  use  in  children  under  6 months ) 

injectable:  Usual  initial  dose  in  older  children  and  adults  is  2 to  20  mg  I.M.  or  I.V, 
depending  on  indication  and  severity.  Larger  doses  may  be  required  in  some 
conditions  (tetanus).  In  acute  conditions  injection  may  be  repeated  within 
1 hour,  although  interval  of  3 to  4 hours  is  usually  satisfactory.  Lower  doses 
(usually  2 to  5 mg)  with  slow  dosage  increase  for  elderly  or  debilitated  patients 
and  when  sedative  drugs  are  added.  (See  Vtftrnings  and  Adverse  Reactions.) 

For  dosages  in  infants  and  children  see  below;  have  resuscitative  facilities 
available. 

I.M.  use:  by  deep  injection  into  the  muscle 

IV  use:  inject  slowly,  take  at  least  one  minute  for  each  5 mg  (1  ml)  given.  Do 
not  use  small  veins,  i.e  , dorsum  of  hand  or  wrist.  Use  extreme  care  to  atbid 
intra-arterial  administration  or  extravasation  Do  not  mix  or  dilute  Valium 
with  other  solutions  or  drugs  in  syringe  or  infusion  flask.  If  it  is  not  feasible 
to  administer  Valium  directly  IV,  it  may  be  injected  slowly  through  the 
infusion  tubing  as  close  as  possible  to  the  vein  insertion. 

Moderate  anxiety  disorders  and  symptoms  of  anxiety,  2 to  5 mg  I.M.  or  I.V,  and 
severe  anxiety  disorders  and  symptoms  of  anxiety,  5 to  10  mg  I.M.  or  I.V,  repeat 
in  3 to  4 hours  if  necessary;  acute  alcohol  withdrawal,  10  mg  I.M.  or  I.V  initially, 
then  5 to  10  mg  in  3 to  4 hours  if  necessary.  Muscle  spasm,  in  adults.  5 to  10  mg 
I.M.  or  I V initially,  then  5 to  10  mg  in  3 to  4 hours  if  necessary  (tetanus  may 
require  larger  doses);  in  children  administer  IV  slowly,  for  tetanus  in  infants 
over  30  days  of  age,  1 to  2 mg  I.M.  or  I.V,  repeat  every  3 to  4 hours  if  necessary; 
in  children  5 years  or  older.  5 to  10  mg  repeated  every  3 to  4 hours  as  needed. 
Respiratory  assistance  should  be  available 

Status  epilepticus,  severe  recurrent  convulsive  seizures  (I.V  route  preferred), 

5 to  10  mg  adult  dose  administered  slowly,  repeat  at  10-  to  15-minute  intervals  up 
to  30  mg  maximum.  Repeat  in  2 to  4 hours  if  necessary,  keeping  in  mind  possi- 
bility of  residual  active  metabolites.  Use  caution  in  presence  of  chronic  lung 
disease  or  unstable  cardiovascular  status.  Infants  (over  30  days)  and  children 
( under  5 years ).  0.2  to  0.5  mg  slowly  every  2 to  5 min.,  up  to  5 mg  (I.V  pre- 
ferred). Children  5 years  plus.  1 mg  every  2 to  5 min.,  up  to  10  mg  (slow  I.V 
preferred);  repeat  in  2 to  4 hours  if  needed.  EEG  monitoring  may  be  helpful. 

In  endoscopic  procedures,  titrate  I.V  dosage  to  desired  sedative  response,  gener- 
ally 10  mg  or  less  but  up  to  20  mg  (if  narcotics  are  omitted)  immediately  prior  to 
procedure;  if  IV  cannot  be  used,  5 to  10  mg  I.M.  approximately  30  minutes  prior 
to  procedure.  As  preoperative  medication,  10  mg  I.M.;  in  cardioversion,  5 to 
15  mg  I.V  within  5 to  10  minutes  prior  to  procedure  Once  acute  symptomatology 
has  been  properly  controlled  with  injectable  form,  patient  may  be  placed  on 
oral  form  if  further  treatment  is  required. 

Management  of  Overdosage:  Manifestations  include  somnolence,  confusion, 
coma,  diminished  reflexes.  Monitor  respiration,  pulse,  blood  pressure;  employ 
general  supportive  measures,  IV  fluids,  adequate  airway.  Use  levarterenol  or 
metaraminol  for  hypotension.  Dialysis  is  of  limited  value. 

How  Supplied: 

oral.  Valium  scored  tablets — 2 mg,  white,  5 mg,  yellow,  10  mg,  blue — bottles  of 
100  and  500;  Prescription  Paks  of  50,  available  in  trays  of  10;  Tel-E-Dose®  pack- 
ages of  100,  available  in  trays  of  4 reverse-numbered  boxes  of  25  and  in  boxes 
containing  10  strips  of  10. 

Xhlrelease  (diazepam/Roche)  slow-release  capsules — 15  mg  (yellow  and  blue), 
bottles  of  100;  Prescription  Paks  of  30. 

injectable:  Ampuls,  2 ml,  boxes  of  10;  Vials,  10  ml,  boxes  of  1;  Tel-E-Ject®  (dis- 
posable syringes),  2 ml,  boxes  of  10.  Each  ml  contains  5 mg  diazepam,  com- 
pounded with  40%  propylene  glycol,  10%  ethyl  alcohol,  5%  sodium  benzoate 
and  benzoic  acid  as  buffers,  and  1.5%  benzyl  alcohol  as  preservative. 


PHYSICIAN  PLACEMENT  SERVICE 

The  Society  maintains  the  Physician  Placement  Service  as  a service  to  the  medical  profession  in  Connecticut. 
Opportunities  for  physicians  to  locate  in  Connecticut  will  be  published  as  space  permits  and  will  be  distributed 
to  physicians  making  inquiries  of  such  opportunities.  Information  should  be  sent  to  160  St.  Ronan  St.,  New 
Haven,  CT  06511  (203-865-0587). 

Physicians  wishing  to  establish  practice  in  Connecticut  are  invited  to  submit  a resume  to  be  kept  on  file  with 
the  Society.  An  announcement  of  a physician’s  availability  will  be  published  in  two  issues  of  Connecticut 
Medicine  as  space  permits. 


OPPORTUNITIES  FOR  PRACTICE 

(If  no  name  is  listed,  contact  the  Physician  Placement  Service  for  more 
details.) 

FAMILY  PRACTICE 

B/E,  B/C  practitioner  need  to  associate  with  residency-trained  board 
certified  Family  Practitioner  in  Connecticut  community  on  Long 
Island  Sound.  No  O.B.  Excellent  opportunity  in  established  expanding 
practice.  Please  respond  to:  E.  Reaney,  203  Montauk  Ave.,  New  Lon- 
don, CT  06320. 

Excellent  Family  Practice  opening  in  multi-specialty  group  in  beautiful 
rural  Connecticut.  Minimum  salary  guarantee  with  incentive.  Send  CV 
to  CSMS.  FP/SC. 


EMERGENCY  MEDICINE 

EMERGENCY  PHYSICIAN  — Full  time  position  available  at  modem 
226-bed  community  hospital  in  eastern  Connecticut;  40,000  visits 
yearly;  42-hour  work  week;  salary  negotiable.  Prefer  emergency  medi- 
cine, family  practice  training  or  experience  with  ACLS,  ATLS  certifica- 
tion. Send  resume  to  Director  of  Personnel,  The  William  W.  Backus 
Hospital,  326  Washington  St.,  Norwich,  CT  06360. 

Central  Connecticut  Hospital  with  access  to  good  recreational  areas  is 
seeking  a Director  for  its  Emergency  Department,  which  has  an  Active 
EMS  system,  30,000  annual  visits,  and  is  currently  designing  a new 
facility.  The  position  combines  administration  functions  with  oppor- 
tunity to  practice  medicine.  Requirements  include  Board  Certification 
in  Emergency  Medicine  or  in  a primary  care  specialty,  or  a physician 
who  is  actively  seeking  such  Board  Certification.  Preference  given  to 
candidates  who  have  both  medical  and  administrative  experience.  Ex- 
cellent salary  and  benefits.  Please  send  resume  and  salary  re- 
quirements to:  Search  Committee,  Meriden-Wallingford  Hospital,  181 
Cook  Ave.,  Meriden,  CT.  06450. 

Southington,  Connecticut:  Full-time  Emergency  Department  Physi- 
cian sought  for  Hartford  Area  Hospital.  Desire  primary  care  physician 
with  Emergency  Medicine  experience.  Contact  H.  Karl  Dimlich, 
M.D.,  Director,  Emergency  Department,  Bradley  Memorial  Hospital, 
Southington,  CT  06489.  Telephone  203-621-3661 


INTERNAL  MEDICINE 

Internist  required  for  three-physician  Internal  Medicine  Group  practic- 
ing in  rural  Connecticut  30  miles  from  Hartford.  Own  laboratory  and 
x-rays.  One  hundred-seventy  bed  community  hospital  with  full 
ICU/CCU  facilities.  Congenial  staff  and  excellent  working  conditions. 
Salary  first  year  followed  by  partnership  if  mutually  agreeable.  Win- 
dham Medical  Group,  P.C.,  37  Ivanhill  Street,  Willimantic,  CT 
06226. 

OBSTETRICS/GYNECOLOGY 

WANTED:Board  eligible  or  Board  Certified  Obstetrician/ 
Gynecologist  as  part-time  Medical  Director  for  Connecticut  statewide 
family  planning  agency  serving  40,000  women/year.  Challenging  and 
interesting  work  in  a growing  and  developing  Agency.  If  interested, 
contact  Executive  Director,  Planned  Parenthood  League  of  Connec- 
ticut, Inc.,  129  Whitney  Ave.,  New  Haven,  CT  06510. 


PEDIATRICS 

Pediatrician  to  take  over  practice  immediately.  Established  for  ten 
years.  Nice  town  with  good  schools,  churches,  and  convenient  shopp- 
ing area.  Eastern  Connecticut  State  University  and  the  University  of 
Connecticut  are  nearby.  Office  space  is  available  by  lease  and  is 
located  within  walking  distance  of  the  Hospital.  Returning  to  full-time 
academics.  Call  (203)  423-9707  or  (203)  456-4347. 

PART-TIME  pediatricians  needed  for  the  School  Health  Program. 
Flexible  hours.  Rate  of  pay:  $25.00  per  hour.  Various  school  sites  and 
clinic  located  at  One  State  St.,  Department  of  Health.  Please  write  or 
call.  Director  of  Health,  Edward  R.  DeLouise,  City  of  New  Haven, 
Department  of  Health.  One  State  St.,  New  Haven,  CT.  Tel:  787-6999. 

PUBLIC  HEALTH 

PART-TIME  VENEREAL  DISEASE  CLINIC  PHYSICIANS:  Hourly 
rate:  $25.00.  Flexible  hours.  Clinic  site  — One  State  St.,  Department 
of  Health.  Please  write  or  call.  Director  of  Health,  Edward  R. 
DeLouise,  City  of  New  Haven,  Department  of  Health,  One  State 
Street,  New  Haven,  CT.  Tel:  787-6999. 

PART-TIME  DIRECTOR  OF  PREVENTIVE  MEDICINE:  Flexible 
hours.  Salary  negotiable.  Please  write  or  call,  Director  of  Health,  Ed- 
ward R.  DeLouise,  City  of  New  Haven,  Department  of  Health,  One 
State  St.,  New  Haven,  CT.  Tel:  787-6999. 

SURGERY 

General  Surgeon,  board  cert/elig.,  to  join  5-physician  surgical  group 
in  Connecticut.  Position  now  available.  Send  CV  to  CSMS,  SUR/SA. 


PHYSICIANS  WISHING  TO  LOCATE  IN 
CONNECTICUT 

ANESTHESIOLOGY 

1 month  notice.  Presently  in  practice.  Age,  51.  AB  cert.  MD,  T.  N. 
Medical  College,  Bombay,  India;  Int.,  Mercy  Hospital,  Toledo,  OH; 
Res.,  St.  Charles  Hospital  and  Sinai  Hospital,  Toledo,  OH;  Fellowship, 
Sinai  Hospital.  Eager  to  move  east.  Will  work  in  association  or  Head 
a small  department.  Write  CSMS,  KMB/ANES. 

DERMATOLOGY 

Available  1 to  2 months.  Licensed  in  Connecticut.  Presently  in  prac- 
tice. Age,  40.  Nafl  bds.  AB  elig.  MD,  State  University  of  NY  at  Buf- 
falo; Int.,  Mount  Sinai  Hospital;  Res.,  NY  Hospital  — Cornell  Medical 
Center.  Is  interested  in  joining  a medical  group  where  she  can  see  pa- 
tients once  or  twice  a week.  Contact  CSMS,  CLS/DERM. 

July  '84.  Age  29.  Nafl  bds.  AB  elig.  MD.  NY  University;  Int  . 
Brookdale  Hospital-Downstate;  Res.,  Mt.  Sinai  Medical  Center. 
Prefers  group,  associate,  solo  or  partnership  type  practice  in  medium 
to  large-sized  community.  Write,  CSMS.  JNB/DERM. 

EMERGENCY  MEDICINE 

Immediately  available.  Presently  in  practice.  Licensed  in  Connecticut. 
Age  46.  LMCC.  MD,  University  of  Western  Ontario  Medical  School; 
Int..  St.  Joseph's  Hospital.  Prefers  solo,  group,  associate  or  Primary 
Care  type  practice.  Write,  Bernard  S.  Glass.  M.D..  981  Main  Street. 
W.,  Apt.  419,  Hamilton,  Ontario,  Canada  L851A8. 
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FAMILY  PRACTICE 


INTERNAL  MEDICINE-Continued 


July  '84.  Age  26.  Nat'l  bds.  AB  elig.  MD.  Columbia  University  Col- 
lege of  Physicians  and  Surgeons;  Int.  and  Res..  Duke  University  Fami- 
ly Practice  Program.  Seeking  group  or  associate  practice.  Write,  Gary 
A.  Sobelson.  M.D  . 12  Willow  Bridge  Dr..  Durhamm.  NC  27707. 

July/August  ’84.  Age  28.  Nat'l  bds.  AB  elig.  MD.  University  of  Il- 
linois; Int.  and  Res.,  MacNeal  Memorial  Hospital.  Prefers  solo,  group 
or  associate  type  practice  in  a medium  to  large-sized  community. 
Subspecialization  in  substance  abuse.  Prefers  no  O.B  Write,  James  C. 
Leonard.  M.D  . 1505  Coventry  Lane,  Darien,  IL  60559. 

Immediately  available.  Licensed  in  Connecticut.  Age  50.  Nat’l  bds. 
AB  elig.  MD,  New  York  University;  Int.,  Nassau  County  General; 
Res..  Brooklyn  VA  Hospital.  Prefers  group,  associate  or  institutional 
type  practice  in  a medium-sized  community.  Write,  Marvin  Leven- 
stein.  M.D  , 14B  Summit  Dr.,  New  Milford.  CT  06776. 

GENERAL  PRACTICE 

April  ’83.  Presently  in  practice.  Licensed  in  Connecticut.  Age,  62.  MD, 
Dalhousie  University;  Int.,  Victoria  General  Hospital;  Res.,  Duke 
University,  NC.  Prefers  group  or  institutional  medicine.  Willing  to  prac- 
tice Emergency  Medicine  and  Anesthesiology.  Write  Ben  D.  Karrel, 
M.D.,  199  Willow  St.,  Truro,  Nova  Scotia,  Canada. 

July  '83  or  Oct.  ’83.  Age  28.  Nat’l  bds.  AB  elig.  MD,  The  University 
of  Texas  Southwestern  Medical  School  at  Dallas;  Int.  and  Res.,  Evanston 
Hospital  (Affiliate  of  Northwestern  University  McGraw  Medical  Center, 
Evanston,  IL.  Desires  Primary  Care  General  Internal  Medicine  as  part 
of  a group  near  a teaching  hospital.  Write  to  Maryann  Guill,  M.D., 
1510  Central  St.,  Apt.  2C,  Evanston,  IL  60201. 


INTERNAL  MEDICINE 

CARDIOLOGY.  July  '84.  Age  34.  Nat’l  bds.  AB  cert.  MD,  Tufts 
Medical  School,  Boston,  MA;  Int.  and  Res.,  Baystate  Medical  Center, 
Springfield,  MA;  Fellowship,  University  of  Massachusetts  Medical 
Center,  Worcester,  MA.  Was  a private  practitioner  of  Internal 
Medicine  for  5 years.  Now  desires  group  or  associate  medium  to  large 
sized  type  practice.  Write,  Robert  P.  Rosenthal,  M.D.,  34  Cedar  Rd., 
Holden,  MA  01520. 

GERIATRICS.  Sept.  ’83.  Licensed  in  Connecticut.  Presently,  Medical 
Director,  Pima  County  Geriatrics  Services,  Tucson,  AR.  Age  61.  AB 
elig.  MD,  NY  University  College  of  Medicine;  Int.  and  Res., 
Westchester  County  Hospital,  Valhalla,  NY.  Wishes  Institution  type 
practice  in  small  to  medium-sized  community.  Write  William  J.  Lic- 
cione,  M.D.,  9131  E.  8th  St.,  Tucson,  AR  85710. 

Available  summer  83.  Age  33.  Licensed  in  Connecticut.  Presently  in 
practice.  Nat’l  bds.  AB  cert.  MD,  Albert  Einstein;  Int.  and  Res., 
Montefiore  Hosp.,  Pittsburgh.  Interested  in  solo,  group,  or  associate 
type  practice  in  lower  Fairfield  County.  Write  CSMS,  RWS/IM. 

HEMATOLOGY /ONCOLOGY.  Sept.  ’83.  Presently  in  practice.  Age, 
36.  Nat’l  bds.  AB  cert.  MD,  Tufts  University;  Int.,  Montefiore  Hospital 
and  Medical  Center,  NY;  Res.,  Maimonides  Medical  Center,  NY; 
Fellowship,  Anderson  Hospital  and  Tumor  Institute,  Houston,  TX  (On- 
cology); University  of  Washington  School  of  Medicine,  Seattle,  WA 
(Hematology).  Prefers  group  practice  or  HMO.  Write  CSMS,  RJS/IM. 

Flexible  availability.  Licensed  in  Connecticut.  Presently  Assistant 
Professor  of  Medicine,  University  of  Connecticut,  Farmington,  CT. 
Age  31.  Nat’l  bds.  AB  cert.  MD,  and  Int.,  Medical  College  of  Ohio, 
Toledo,  OH;  Res.  and  Fellowship,  University  of  Connecticut.  Prefers 
solo,  group  or  associate  type  of  practice.  Write  Ralph  Rosenberg, 
M.D.,  53  Wellington  Heights,  Avon,  CT  06001. 

RHEUMATOLOGY.  July  ’84.  Presently  in  practice.  Age  32.  Nat’l 
bds.  AB  cert.  MD,  Baylor  College  of  Medicine;  Int.  and  Res.,  Jewish 
Hospital,  St.  Louis,  MO;  Fellowship,  University  of  Michigan 
(Rheumatology).  Would  like  to  establish  a new  practice  or  associate 
with  an  individual  or  small  group  needing  a rheumatologist.  Write  Bar- 
bara Segal,  M.D.,  1062  Island  Drive,  Ann  Arbor,  MI  48105. 
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June  ’84.  Presently  in  practice.  Age  31.  Nat’l  bds.  AB  cert.  MD, 
University  of  Alabama  School  of  Medicine,  MD:  Int.  and  Res., 
William  Beaumont  Army  Medical  Center,  El  Paso.  TX.  Would  like  to 
practice  general  Internal  Medicine  with  solo,  group  or  association  type 
practice  in  a medium  to  large-sized  community.  Write,  J.  Walter 
Sledge,  M.D.,  2115  Bedford  Way,  Columbia,  SC  29209. 

GASTROENTEROLOGY.  July  '84.  Age  31 . Nat’l  bds.  AB  cert.  MD, 
Chicago  Medical  School;  Int.  and  Res.,  Nassau  County  Medical 
Center,  East  Meadow,  NY;  Fellowship.  Lahey  Clinic  Medical  Center, 
Burlington,  MA.  Prefers  group,  associate,  or  institutional  type  prac- 
tice. Formerly,  Director.  Medical  Emergency  Room,  Nassau  County 
Medical  Center  and  Clinical  Instructor  in  Medicine,  State  University 
of  New  York  at  Stony  Brook.  Write,  Richard  C Dai,  M.D.,  16  Ken- 
mar  Dr.,  Apt  127,  Billerica.  MA  01821 

NEUROLOGY 

July  ’84.  Age  33.  Nat’l  bds.  AB  cert.  MD,  Ohio  State  University;  Int., 
Cleveland  Clinic  (IM);  Res.  and  Fellowship,  Duke  Medical  Center. 
Prefers  group  or  associate  type  practice  in  a large-sized  community. 
Primary  specialty  is  Neurology  and  secondary  specialty  is 
Neuropathology.  Write,  Elizabeth  Kamenar,  M.D.,  12701  Shaker 
Blvd.,  Apt.  #410,  Cleveland,  OH  44120. 

OBSTETRICS/GYNECOLOGY 

July  ’83.  Age  38.  FLEX.  AB  elig.  MD,  Bangalore  Medical  College, 
India;  Int.,  Unity  Hospital,  Brooklyn,  NY;  Res.,  Cornell  Medical 
Center,  NY;  Fellowship,  Downstate  Medical  Center.  Desires  institu- 
tional. multi-specialty  or  HMO  type  of  practice  in  a medium  to  large- 
sized community.  Write,  CSMS,  VLKR/OB. 


OPHTHALMOLOGY 

August  ’83.  Age,  29.  Nat’l  bds.  AB  elig.  MD,  Boston  University;  Int., 
Rhode  Island  Hospital;  Res.,  Vanderbilt  University;  Fellowship,  Manhat- 
tan Eye,  Ear  and  Throat  Hospital.  Desires  solo,  group,  associate  or  in- 
stitutional type  practice.  Write  CSMS,  HJMC/OPH. 

ORTHOPEDIC  SURGERY 

July  ’84.  Age  29.  Nat’l  bds.  MD,  University  of  Massachusetts,  Int.  and 
Res.,  University  of  Virginia.  Desires  group  practice.  Write  Kevin  N. 
Mabie,  M.D.,  2822  Longview  Ave.,  S.W.,  Roanoke,  Virginia  24014. 


PATHOLOGY 

Immediately  available.  Age,  42.  AB  elig.  MD,  University  of  Brussels, 
Belgium;  Res.,  Bridgeport  Hospital.  Is  willing  to  work  in  private  sec- 
tor or  in  a hospital  setting.  Will  accept  other  positions  in  medical  field. 
Write  CSMS,  ELG/PATH. 


PEDIATRICS 

July  ’83.  Age  32.  Licensed  in  Connecticut.  Nat’l  bds.  AB  cert.  MD, 
John  Hopkins;  Int.  and  Res.,  Mt.  Sinai  Hospital,  NY;  Fellowship 
Medical  College  of  Pennsylvania.  Prefers  group,  associate,  institu- 
tional, industrial  type  practice  — full  or  part  time.  Write,  CSMS, 
SL/PED. 

SURGERY 

GENERAL  AND  VASCULAR.  July  ’83.  Age  33.  AB  elig.  MD,  Haile 
Sellasie  I University,  Addisababa,  Ethiopia;  Int.,  Res.  and  Fellowship, 
Miamonides  Medical  Center,  Brooklyn,  NY.  Prefers  solo,  group, 
associate  or  institutional  type  practice  in  a medium  to  large  sized  com- 
munity. Write  Mayur  Kothari,  M.D.,  950  49th  St.,  Apt.  8-F,  Brooklyn, 
NY  11219. 
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Exercise  Testing  Soon  after  Myocardial  Infarction: 
Prognostic  Implications 

DAVID  D.  SWETT,  JR.,  M.D. 


ABSTRACT  — Exercise  testing  soon  after  un- 
complicated myocardial  infarction  has  been  shown  to 
be  safe  and  to  provide  the  physician  with  information 
helpful  in  guiding  the  patient’s  activity  level  and 
medical  management  during  convalescence.  The  ex- 
ercise test  is  also  an  effective  means  of  demonstrating 
to  the  patient  his  ability  to  return  to  physical  activity 
safely.  Most  importantly  it  has  been  demonstrated 
that  following  myocardial  infarction  exercise  test  ab- 
normalities such  as  ST  segment  depression,  angina 
pectoris,  and  low  exercise  capacity  have  diagnostic 
significance  regarding  the  presence  or  absence  of 
multivessel  CAD  and  prognostic  implications  regard- 

Since  Feil  and  Siegel 1 first  described  the  utility  of 
monitoring  the  ECG  during  episodes  of  angina  in  1928, 
the  use  of  exercise  to  provoke  myocardial  ischemia  has 
undergone  many  changes.  Not  only  have  the  exercise 
protocols  changed  but  so  have  the  indications  for  exer- 
cise testing.  Today  exercise  stress  testing  is  performed 
to  evaluate  patients  with  chest  pain,  to  determine  the 
severity  of  known  ischemic  heart  disease,  to  evaluate  the 
results  of  medical  or  surgical  therapy,  to  formulate  the 
exercise  prescription  of  patients  enrolled  in  cardiac 
rehabilitation  programs,  to  evaluate  cardiac  ar- 
rhythmias, to  provide  medical  clearance  prior  to  starting 
an  exercise  program,  to  screen  high-risk  professions, 
and  to  assess  risk  factors  of  asymptomatic  patients. 

Although  the  exercise  test  was  originally  conceived  of 
as  a tool  for  the  diagnosis  of  ischemic  heart  disease,  its 
greatest  strength  lies  in  its  ability  to  assess  the 
significance  and  prognostic  implications  of  ischemia  in 
patients  with  known  ischemic  heart  disease,  particularly 


DAVID  D.  SWETT,  JR  , M.D.,  Director,  Cardiac  Rehabilitation 
Unit  and  Exercise  Laboratory,  Saint  Francis  Hospital  and  Medical 
Center,  Hartford,  Connecticut;  Assistant  Professor  of  Medicine, 
University  of  Connecticut  School  of  Medicine,  Farmington,  CT 


ing  future  cardiac  events  such  as  angina  pectoris, 
unstable  angina,  recurrent  infarction,  sudden  death, 
and  cardiac  mortality.  Although  the  significance  of 
ventricular  ectopy  and  hypotensive  response  to  exer- 
cise are  controversial,  their  presence  on  the  post  — MI 
exercise  test  warrants  careful  observation  and  follow- 
up. 

Exercise  testing  in  the  post-MI  setting  thus  allows 
the  physician  to  identify  a subgroup  of  high-risk  pa- 
tients who  may  require  alterations  in  their  medical 
regimens  and/or  more  invasive  diagnostic  studies  with 
consideration  for  bypass  surgery. 


in  those  patients  who  have  had  recent  myocardial  infarc- 
tion (MI).  Exercise  testing  soon  after  MI  is  being  per- 
formed with  greater  frequency  today  as  physicians  learn 
of  its  safety  and  value  in  managing  this  very 
heterogeneous  patient  population. 2 4 Various  testing 
protocols  and  schedules  have  been  advocated;  however, 
most  laboratories  recommend  a submaximal  exercise 
test  prior  to  discharge  from  the  hospital  and  a maximal 
test  several  weeks  later.  The  submaximal  test  may  be 
either  heart  rate  or  work  rate  limited  in  which  case  the 
test  is  terminated  at  a heart  rate  of  130  beats/minute  or 
a workload  of  5 METS,  which  ever  comes  first.  3 5 It  is 
felt  that  patients  who  can  achieve  these  endpoints 
without  evidence  of  ischemia  can  safely  perform  the  low 
level  activities  normally  encountered  during  recupera- 
tion at  home.  Some  authors  have  advocated  using 
symptom-limited  exercise  tests  prior  to  discharge. 5 
During  these  protocols,  the  patient  is  allowed  to  con- 
tinue to  exercise  until  he  develops  symptoms  of  ex- 
cessive fatigue,  angina,  or  dizziness.  During  either  type 
of  testing  protocol,  the  tests  are  terminated  for  increas- 
ing ST  depression,  a fall  in  systolic  blood  pressure  of  10 
mmHg  or  more  from  the  peak  value  obtained  at  the 
previous  stage,  or  malignant  ventricular  arrhythmias 
(couplets,  ventricular  tachycardia).  DeBusk  and 
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Haskell 5 compared  symptom-limited  to  heart  rate- 
limited  exercise  testing  protocols  in  200  uncomplicated 
MI  patients.  Although  the  peak  heart  rate  and  workload 
achieved  were  higher  in  the  symptom-limited  protocol, 
the  incidence  of  ischemic  ST  changes  and  ventricular  ar- 
rhythmias were  the  same.  No  complications  occurred  in 
either  group.  Therefore,  the  choice  between  symptom- 
limited  or  heart  rate-limited  protocols  may  be  deter- 
mined by  physician  preference. 

Many  authors  recommend  a maximal  exercise  test 
following  several  weeks  of  gradually  increasing  activity 
at  home  or  in  a cardiac  rehabilitation  program.  Recom- 
mendations regarding  the  timing  of  this  test  vary  from 
six  weeks  to  eleven  weeks  following  the  infarction  but 
all  agree  that  it  should  precede  the  patient's  resumption 
of  full  recreational  and  occupational  activity  since  the 
results  of  this  test  may  alter  the  patient's  management 
and  activity  guidelines. 

The  information  obtained  from  the  exercise  test  per- 
formed in  the  first  few  weeks  following  an  MI  has  been 
shown  to  be  useful  in  1)  guiding  the  home  activity  level 
and  rehabilitation  process; 8-10  2)  reassuring  both  the  pa- 
tient and  his  or  her  family  of  the  patient's  ability  to 
resume  activity  safely;8  3)  assessing  the  adequacy  of 
the  medical  management,2  and  most  importantly;  4) 
identifying  high-risk  patients  who  may  require  more  ag- 
gressive diagnostic  and  therapeutic  measures. 2 346 11 12 
Smith  et  al., 2 in  a study  of  62  patients  who  had  sustain- 
ed either  a transmural  or  subendocardial  infarction  a 
mean  of  18  days  prior  to  exercise  testing  and  who  were 
thought  to  be  clinically  stable  and  medically  well  con- 
trolled demonstrated  that  as  many  as  one-fifth  of  these 
stable  patients  will  have  abnormalities  uncovered  by  the 
predischarge  exercise  test  which  will  require  alterations 
in  their  medical  management  prior  to  discharge. 

Various  parameters  derived  from  the  exercise  test 
have  been  identified  as  being  useful  in  identifying  the 
high-risk,  post-MI  patient.  These  parameters  include  1) 
ST  segment  changes,  2)  angina  occurring  during  the  ex- 
ercise test,  3)  exercise  capacity,  4)  ventricular  ar- 
rhythmias, and  5)  a hypotensive  response  to  exercise. 
The^purpose  of  this  paper  will  be  to  examine  each  of 
these  parameters  and  to  illustrate  how  each  influences 
the  process  of  assessing  the  severity  of  the  patient's  cor- 
onary artery  disease  (CAD)  and  the  patient's  prognosis. 

ST  Segment  Depression 

ST  segment  changes  on  the  exercise  test  performed 
following  an  MI  have  been  shown  to  be  predictive  of 
future  cardiac  events  including  angina,  recurrent  MI, 
and  sudden  death.  Such  changes  have  also  been  shown 
to  accurately  predict  the  presence  of  multivessel  CAD. 

ST  depression  on  the  post-MI  exercise  test  is  seen  in 
13%  to  49%  of  patients, 13  and  is  more  commonly  seen 
in  patients  with  multivessel  CAD  than  patients  with 
single  vessel  disease  (87%  vs  28%;  p<0.001).  " 


Both  Fuller"  and  Tubau 14  have  studied  un- 
complicated infarction  patients  with  exercise  test  and 
coronary  angiography  within  three  weeks  of  their  infarc- 
tion. These  studies  found  that  the  exercise  test  in  this  set- 
ting has  a sensitivity  of  71  % to  77%  and  a specificity  of 
79%  to  81  % for  the  presence  of  multivessel  CAD.  The 
predictive  value  of  a positive  test  for  correctly  identify- 
ing multivessel  CAD  varies  from  73%  to  97%  and  was 
dependent  upon  the  angina  class  of  the  patient  being 
studied  and  the  location  of  the  infarction.  In  patients 
with  inferior  infarctions,  the  predictive  value  of  a 
positive  test  for  multivessel  disease  was  89%  to  97% 
compared  to  73%  in  patients  with  anterior 
infarctions. 11  14  The  predictive  value  of  a positive  test 
for  multivessel  CAD  is  also  higher  in  patients  with  class 
2-3  angina  (93%)  compared  to  patients  with  class  0-1 
angina  (80%).  14 

The  predictive  value  of  a negative  exercise  test  for  ex- 
cluding the  presence  of  multivessel  CAD  was  found  to 
be  dependent  upon  the  site  of  infarction  and  the  angina 
class.  In  patients  with  anterior  infarcts  and  negative 
tests,  multivessel  CAD  can  be  excluded  with  only  a 57% 
to  67%  certainty  and  this  value  is  not  dependent  upon  the 
angina  class  of  the  patient.  In  patients  with  inferior  in- 
farcts and  a negative  test,  multivessel  CAD  can  be  ex- 
cluded with  an  80%  certainty  in  patients  with  class  0-1 
angina  and  with  44%  certainty  in  patients  with  class  2-3 
angina.  14 

The  exercise  test,  therefore,  when  positive  in  the  post- 
infarction patient  is  strong  evidence  for  the  presence  of 
multivessel  CAD  but  a negative  test  is  only  moderately 
reliable  for  excluding  its  presence.  The  exception  is  the 
patient  with  an  inferior  infarction  and  class  0-1  angina 
where  a negative  test  can  reasonably  exclude  multivessel 
disease.  Overall,  the  post-infarction  exercise  test  ac- 
curacy in  distinguishing  between  single  vessel  and 
multivessel  CAD  is  about  78%.  " 

Given  the  fact  that  ST  depression  on  the  exercise  test 
performed  soon  after  MI  can  predict  the  presence  of 
multivessel  CAD,  it  is  not  surprising  that  the  test  has 
also  been  shown  to  predict  future  cardiac  events  such  as 
post-infarction  angina,  recurrent  infarction,  death  due  to 
cardiac  disease,  and  sudden  death. 146 11  13  According  to 
the  studies  of  Fuller"  and  Koppes,  13  patients  with  ST 
depression  on  their  exercise  test  are  eight  times  more 
likely  to  develop  angina  during  the  first  month  following 
discharge  than  patients  who  had  no  ST  depression  (33% 
vs  4%;  p<0.05).  11  Patients  with  ST  depression  on 
their  test  are  also  more  likely  to  require  hospitalization 
for  angina  during  the  first  seven  months  to  two  years 
following  their  infarction  compared  to  patients  without 
ST  depression  (73%  vs  16%;  p<0.001)." 

Both  Fuller  and  Koppes  found  that  patients  with  post- 
infarction exercise  test  positive  for  ischemia  are  two  to 
four  times  more  likely  to  require  coronary  bypass 
surgery  during  a two-year  follow-up  period  than  patients 
without  ST  depression  (33%  vs  8%;  p<0.05).  11,13 
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Studies  by  Theroux, 3 Sami,4  and  Davidson6  have 
shown  that  the  post-infarction  exercise  test  can  identify 
those  patients  at  high  risk  for  recurrent  infarction  and 
sudden  death.  In  the  study  by  Theroux, 3 patients  who 
developed  1 mm  of  ST  depression  had  a ten-fold  in- 
crease in  the  likelihood  of  recurrent  infarction  (7.8%  vs 
0.7%;  p< 0.005)  and  a twenty-three-fold  increase  in  the 
likelihood  of  sudden  death  (16%  vs  0.7%;  p<0.001) 
when  compared  to  patients  who  did  not  develop  ST 
depression.  In  this  study,  85%  of  the  patients  with  recur- 
rent infarction  and  91%  with  sudden  death  had  ST 
depression  on  their  exercise  test.  In  the  studies  by 
Sami4  and  Davidson6  ST  depression  of  2 mm  or 
greater  was  found  to  increase  the  risk  of  recurrent  in- 
farction and/or  sudden  death  to  40%  to  55%  over  a two- 
year  follow-up  period  — an  increase  of  four  to  eight  fold 
(40%  vs  5%;  p<0.001)4  (55%  vs  12%;  p<0.0001).6 
In  the  Davidson  study,  all  patients  experiencing  sudden 
death  had  2 mm  or  more  of  ST  depression.  Of  major  im- 
portance is  the  fact  that  all  of  these  high-risk  patients  had 
been  considered  uncomplicated  and  stable  post- 
infarction cases  prior  to  exercise  testing  and  none  of 
them  could  be  identified  as  high  risk  by  other  non- 
invasive  parameters  such  as  age,  magnitude  of  CPK  rise, 
prior  history  of  angina  or  infarction,  Killip  class,  or 
Norris  coronary  prognostic  index.  16  Eliminating  pa- 
tients on  digitalis  or  beta-blockers  did  not  alter  this  pro- 
gnostic ability  of  the  exercise  test.  1 

It  is  evident,  therefore,  that  ST  depression  on  an  exer- 
cise test  performed  in  the  first  one  to  three  weeks  follow- 
ing an  uncomplicated  MI  is  predictive  of  both 
multivessel  CAD  and  future  cardiac  events  including 
angina,  reinfarction,  and  death. 

ST  Elevation 

ST  elevation  occurs  during  post-infarction  exercise 
testing  in  14%  to  50%  of  patients.  1315  It  is  more  com- 
monly seen  in  patients  with  severe  disease  of  the  left 
anterior  descending  artery  (93%), 16  anterior  infarctions 
(86%),  16  akinetic  segments  comprising  more  than  15% 
of  the  left  ventricular  end-diastolic  circumference, 15 
and  ejection  fractions  less  than  40%.  15  Schwartz  15  sug- 
gested that  ST  elevation  may  identify  patients  likely  to 
have  late  complications  because  it  identifies  patients 
with  larger  infarcts  and  greater  left  ventricular  dysfunc- 
tion. Theroux’s  14  study  suggests  that  anterior  ST  eleva- 
tion occurring  in  a patient  with  a prior  inferior  infarction 
predicts  multivessel  disease  with  an  80%  certainty  but 
that  its  presence  in  a patient  with  anterior  infarction  is 
a weak  predictor  of  multivessel  disease  (25%)  and 
generally  a reflection  of  anterior  wall  akinesis  or 
aneurysm. 

Angina  During  Exercise  Testing 

In  patients  with  recent  uncomplicated  infarctions, 
angina  occurs  during  exercise  testing  in  10%  to 
37% 3 7 1112  and  has  been  shown  to  have  prognostic 
significance  similar  to  that  of  ST  depression.  1 12 15  Pa- 


tients who  develop  angina  are  two  to  four  times  more 
likely  to  develop  unstable  angina  during  the  first  six 
weeks  to  one  year  following  their  infarction  than  patients 
who  do  not  develop  angina  (65%  vs  35%;  p<  0.001) ' 
(38%  vs  8%;  p<0.005).  12  Angina  during  an  exercise 
test  is  also  predictive  of  recurrent  infarction.  In  Starl- 
ing’s series, 12  26%  of  patients  who  develop  angina  dur- 
ing exercise  testing  had  a recurrent  infarction  during  a 
mean  follow-up  of  1 1 months  compared  to  6%  of  those 
with  a normal  exercise  test  (p < 0.0 1 ).  Both  Starling  12 
and  Schwartz  15  demonstrated  that  angina  during  the  ex- 
ercise test  is  predictive  of  increased  mortality. 
Schwartz 15  found  that  although  ST  depression  was 
predictive  for  multivessel  CAD  (90%),  only  the 
presence  of  angina  on  the  exercise  test  was  predictive  of 
the  two  year  survival.  Patients  with  angina  had  a 54% 
± 21  % two  year  survival  rate  compared  to  97%  ± 3% 
two  year  survival  rate  in  patients  without  exercise  in- 
duced angina  (p < 0.03).  Therefore,  although  exercise 
induced  angina  has  not  been  shown  to  be  a predictor  of 
multivessel  CAD,  its  occurrence  during  an  exercise  test 
performed  following  a recent  MI  identifies  a subgroup 
of  patients  at  high  risk  for  future  cardiac  events  in- 
cluding unstable  angina,  recurrent  infarction,  and  death. 

Exercise  Capacity 

Although  a patient’s  exercise  capacity  is  easily  obtain- 
ed from  an  exercise  test,  it  is  frequently  overlooked  as 
a prognostic  index  in  spite  of  the  fact  that  it  has  been 
shown  by  many  authors  to  have  important 
implications. 6 12 14 15 16  Schwartz  13  using  a heart  rate- 
limited  modified  Bruce  protocol  demonstrated  that 
although  the  exercise  capacity  did  not  distinguish  be- 
tween single  vessel  and  multivessel  coronary  disease,  a 
low  exercise  capacity  did  identify  patients  likely  to  have 
a complicated  convalescence  following  MI.  Patients 
who  had  late  complications  exercised  for  a significantly 
shorter  time  period  when  compared  to  patients  without 
complications  (388  ± 53  seconds  vs  559  ± 37  seconds; 
p < 0.0 1 ) and  achieved  significantly  lower  workloads 
(4.5  ± 0.5  METS  vs.  6.2  ± 0.4  METS;  p<0.02).  The 
likelihood  of  late  complications  following  infarction  was 
better  predicted  by  the  patient’s  exercise  capacity  than  by 
the  extent  of  the  CAD  seen  on  coronary  angiography. 
This  observation  is  not  surprising  considering  the  fact 
that  exercise  capacity  is  directly  related  to  the  left  ven- 
tricular ejection  fraction  (r  = 0.65)  and  inversely  related 
to  the  extent  of  wall  motion  abnormalities  (r=  -0.62) 
and  both  these  parameters  are  known  to  have  important 
prognostic  implications.  1516 

The  findings  of  Davidson  and  DeBusk6  are  in  agree- 
ment with  those  of  Schwartz.  They  found  that  following 
MI  patients  with  an  exercise  capacity  less  than  4 METS 
were  twice  as  likely  to  have  a recurrent  infarction,  ven- 
tricular fibrillation,  or  sudden  death  during  a two-year 
follow-up  period  as  patients  with  an  exercise  capacity 
greater  than  4 METS  (p< 0.001). 
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Tubau  14  demonstrated  that  exercise  capacity  is  an  im- 
portant adjunct  when  attempting  to  predict  the  presence 
or  absence  of  multivessel  CAD  following  infarction.  ST 
depression  associated  with  an  exercise  capacity  less  than 
5 METS  increased  the  likelihood  of  multivessel  disease 
from  83%  to  92%.  More  importantly,  an  exercise 
capacity  greater  than  6 METS  associated  with  a normal 
ST  segment  response  excluded  the  likelihood  of  three- 
vessel  CAD  with  an  85%  certainty.  If  in  addition  the  pa- 
tient’s angina  was  mild  (class  0-1)  multivessel  CAD 
could  be  excluded  with  90%  certainty. 

The  patient’s  exercise  capacity  following  MI  gives  the 
physician  not  only  information  for  determining  ap- 
propriate activity  levels  but  also  serves  as  an  index  of 
left  ventricular  function  and  thereby  imparts  prognostic 
information.  In  addition,  the  exercise  capacity  gives  im- 
portant information  useful  in  discriminating  between 
single  and  multivessel  coronary  disease. 

Ventricular  Ectopy 

Ventricular  ectopy  on  the  post-infarction  exercise  test 
occurs  in  from  16%  to  60%  of  patients  and  may  be  more 
common  in  patients  with  ischemic  ST  segment 
changes.  17  9 11  The  significance  of  ventricular  ectopy  is 
uncertain.  A number  of  studies  have  found  that  ven 
tricular  ectopy  has  no  independent  predictive  value  foi 
future  cardiac  events. 6 9 12 13  In  studies  by  Theroux  7 and 
by  Weld  and  Bigger, 17  ventricular  ectopy  was  seen 
with  greater  frequency  in  patients  with  sudden  death  and 
recurrent  infarction  (45%  vs  18%;  p<0.005).  ' Sami4 
found  that  ventricular  ectopy  on  a single  exercise  test 
performed  three  weeks  following  infarction  was  not 
predictive  of  future  cardiac  events,  but  that  if  they  were 
noted  on  successive  tests  performed  from  5 to  52  weeks 
following  infarction,  they  were  predictive  of  recurrent 
MI. 

In  conclusion,  ventricular  ectopy  occurs  commonly 
during  exercise  testing  following  MI  but  its  significance 
is  uncertain.  Therefore,  the  management  of  ventricular 
ectopy  should  be  individualized  with  consideration  being 
given  to  the  patient’s  symptomatology,  left  ventricular 
function,  the  frequency  and  severity  of  the  ectopy,  and 
other  information  derived  from  the  exercise  test  (ST  seg- 
ment changes,  symptoms,  and  exercise  capacity).  Am- 
bulatory monitoring  and  repeat  exercise  testing  may  be 
helpful  in  the  decision  making  process. 

Hypotensive  Exercise  Response 

Although  a fall  in  the  blood  pressure  of  10  mmHg  or 
greater  from  one  exercise  stage  to  the  next  has  been 
recognized  as  a sign  of  left  ventricular  dysfunction  due 
to  severe  ischemia  18 19  or  other  causes,  its  significance 
in  the  immediate-post  infarction  setting  has  not  been 
well  studied. 

A review  of  six  studies  with  a combined  patient 
population  of  812  patients  failed  to  reveal  a single 
episode  of  exertional  hypotension. 3 413 16  All  of  these 
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studies,  however,  eliminated  patients  with  complicated 
infarction  from  their  protocols.  In  the  studies  of 
Davidson9  and  Starling712  the  incidence  of  exertional 
hypotension  ranged  from  7%  to  13%.  In  two  of  these 
studies, 6 7 the  significance  of  the  hypotensive  response 
in  terms  of  predicting  future  complications  is  either  not 
reported  or  inconclusive  due  to  the  small  number  of  pa- 
tients involved.  In  addition.  Starling7  demonstrated  that 
the  reproducibility  of  the  hypotensive  response  between 
tests  performed  at  three  weeks  and  six  weeks  was  only 
moderate  (K  = 0.50),  suggesting  that  in  some  cases  it 
may  result  from  severe  deconditioning  and  not  left  ven- 
tricular dysfunction.  In  another  study  by  Starling  12  pa- 
tients with  a hypotensive  exercise  response  were  found 
to  be  at  four  times  the  risk  for  future  cardiac  events  in- 
cluding unstable  angina,  recurrent  infarction,  and  car- 
diac death  compared  to  patients  with  a normal  inotropic 
response  (65%  vs  15%;  p< 0.001).  However,  because 
many  of  these  patients  had  concomittant  ST  depression, 
it  is  uncertain  how  strong  a risk  factor  for  future  cardiac 
events  a hypotensive  response  represents  independent  of 
associated  ST  depression. 

Therefore,  in  managing  patients  with  this  finding,  the 
physician  should  consider  the  patient’s  clinical  status, 
other  exercise  test  parameters,  as  well  as  the  possibility 
that  the  response  may  represent  a transient  phenomenon 
due  to  deconditioning  or  medications  prior  to  assigning 
the  patient  to  a high-risk  group  in  need  of  more  ag- 
gressive management. 

Conclusion 

Exercise  testing  soon  after  uncomplicated  MI  has  been 
shown  to  be  safe  and  to  provide  the  physician  with  infor- 
mation helpful  in  guiding  the  patient’s  activity  level  and 
medical  management  during  convalescence.  The  exer- 
cise test  is  also  an  effective  means  of  demonstrating  to 
the  patient  his  ability  to  return  to  physical  activity  safely. 
Most  importantly  it  has  been  demonstrated  that  follow- 
ing MI  exercise  test  abnormalities  such  as  ST  segment 
depression,  angina  pectoris,  and  low  exercise  capacity 
have  diagnostic  significance  regarding  the  presence  or 
absence  of  multivessel  CAD  and  prognostic  implications 
regarding  future  cardiac  events  such  as  angina  pectoris, 
unstable  angina,  recurrent  infarction,  sudden  death,  and 
cardiac  mortality.  Although  the  significance  of  ven- 
tricular ectopy  and  hypotensive  response  to  exercise  are 
controversial,  their  presence  on  the  post-MI  exercise  test 
warrants  careful  observation  and  follow-up. 

Exercise  testing  in  the  post-MI  setting  thus  allows  the 
physician  to  identify  a subgroup  of  high-risk  patients 
who  may  require  alterations  in  their  medical  regimens 
and/or  more  invasive  diagnostic  studies  with  considera- 
tion for  bypass  surgery. 
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Appropriate  treatment  of  the  patient  with  angina  in- 
volves a thorough  evaluation  to  clearly  establish  the 
diagnosis,  determine  functional  limitations,  estimate 
severity  of  anatomical  disease  and  prognosis,  and  iden- 
tify correctable  factors  that  contribute  to  symp- 
tomatology. Much  of  the  evaluation  can  be  achieved  by 
clinical  assessment  and  non-invasive  laboratory  studies. 
In  certain  instances,  definite  data,  obtained  by  cardiac 
catheterization  and  angiography,  may  be  necessary. 
Therapy  generally  comprises  several  complementary  ap- 
proaches rather  than  reliance  on  a single  mode  of 
treatment. 

The  purpose  of  this  presentation  is  to  review  recent 
concepts  in  the  pathogenesis  of  angina  pectoris  and  to 
describe  the  effects  of  nitrates,  beta  blockers  and 
calcium-entry  blockers  in  the  treatment  of  angina 
pectoris. 
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Pathogenesis  of  Angina  Pectoris 

The  basis  for  myocardial  ischemia  is  the  loss  of  the 
balance  between  oxygen  requirements  and  oxygen  supp- 
ly to  the  heart  (Figure  1).  Oxygen  requirements  are 
determined  by  multiple  factors  including  heart  rate,  con- 
tractility and  myocardial  wall  tension.  Wall  tension  is  a 
function  of  both  the  systolic  pressure  generated  by  the 
left  ventricle  and  the  volume  of  the  chamber. 

The  determinants  of  myocardial  oxygen  supply  are 
more  complex.  They  fall  into  two  categories:  factors  that 
affect  the  amount  of  oxygen  in  the  blood  available  for 
release  to  the  myocardial  tissue  and  those  that  affect 
myocardial  blood  flow.  The  first  group  includes  the 
hemoglobin  content  of  the  blood,  the  oxygen  saturation, 
and  the  shape  of  and  the  position  on  the  oxygen- 
hemoglobin  dissociation  curve  which  in  turn  is  affected 
by  the  presence  of  abnormal  hemoglobin  levels,  carbon 
monoxide  and  acidema.  The  major  determinants  of 
myocardial  blood  flow  are  as  follows:  (1)  proximal  cor- 
onary perfusion  pressure;  (2)  arteriolar  tone;  (3)  in- 
tramyocardial  pressure;  (4)  heart  rate;  (5)  coronary 
artery  narrowings;  (6)  collateral  development;  and  (7) 
blood  viscosity. 


1~  Relation  betueen  myocardial  Lh  requirements  and  supply 
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The  traditional  view  teaches  that  myocardial  ischemia 
results  when  myocardial  oxygen  demand  exceeds 
myocardial  oxygen  supply.  In  recent  years,  numerous 
studies  have  shown  that  myocardial  ischemia  is  not 
always  preceded  by  increased  myocardial  oxygen 
demand.  1 It  is  believed  that  coronary  artery  vasomo- 
tion  plays  an  important  role  in  the  pathogenesis  of  the 
various  clinical  conditions  of  myocardial  ischemia.  At 
the  one  extreme  are  patients  with  severe  fixed  coronary 
stenosis  as  a result  of  coronary  artery  disease;  the  major 
mechanism  for  ischemia  in  these  patients  is  the  inability 
of  a fixed  coronary  reserve  to  meet  the  increased 
myocardial  oxygen  demands  during  exercise,  emotional 
stress,  and  the  like.  At  the  other  extreme  are  patients 
with  normal  or  nearly  normal  coronary  arteries;  the 
mechanism  for  ischemia  in  these  patients  is  decreased 
coronary  blood  flow  secondary  to  coronary  vasospasm. 
A large  majority  of  patients,  however,  fall  in  the  middle 
of  this  spectrum  with  moderately  severe  fixed  coronary 
obstruction  due  to  coronary  atherosclerosis  and  addi- 


tional evidence  of  excess  coronary  vasomotion.  The 
mechanism  for  ischemia  in  these  patients  is  a combina- 
tion of  increased  myocardial  oxygen  demand  (e.g., 
caused  by  exercise)  and  decreased  coronary  blood  flow 
secondary  to  transient  dynamic  reduction  in  coronary 
lumen  diameter. 

Among  patients  with  typical  symptoms  of  angina  who 
are  submitted  to  coronary  angiography  about  40%  will 
have  triple-vessel  disease,  40%  double-vessel  disease 
and  approximately  10-15%  single  vessel.  Only  5-10% 
have  no  significant  atherosclerosis,  some  of  whom  have 
spasm,  and  the  others  presumably  have  non-ischemic 
chest  pain.  Left  main  coronary  disease  occurs  in  10-15% 
of  patients  with  angina  and  usually  is  seen  in  association 
with  multiple-vessel  disease. : 

The  frequency  of  coronary  spasm  has  recently  been 
reported  in  a large  series  of  patients  undergoing  cor- 
onary arteriography. 3 Virtually  all  patients  with  Prinz- 
metal’s angina  have  coronary  vasospasm.  Greater  than 
half  of  the  patients  with  documented  vasospasm  have 
fixed  coronary  stenosis.  Among  patients  with  predomi- 
nant rest  angina,  as  many  as  40%  may  have  coronary 
spasm;  among  those  with  rest  and  exertional  angina, 
15%  will  experience  coronary  spasm;  and  among  those 
with  exertional  angina  alone,  the  occurrence  of  spasm  is 
unusual  (2%). 

There  is  recent  interest  in  the  role  of  platelets  and  pro- 
staglandins in  the  pathogenesis  of  angina.  In  the  current 
working  hypothesis,  prostacyclin  (PGI,)  formed  within 
the  vascular  walls  is  a potent  vasodilator  as  well  as  an 
inhibitor  of  platelet  aggregation.  Thus,  PGI^  acts  to  in- 
crease regional  myocardial  blood  flow,  in  contrast, 
thromboxane,  synthesized  by  platelets,  is  a potent 
vasoconstrictor  and  stimulates  platelet  aggregation.  It 
has  been  suggested  that,  within  a vascular  bed,  platelet 
aggregation,  vasoconstriction,  and  vasodilation  are  all 
controlled  by  the  relative  balance  between  PGI,  and 
thromboxane  production.  With  either  reduced  PGI^  or 
increased  thromboxane  production,  the  balance  is 
shifted  toward  vasoconstriction  and  platelet  aggregation 
thereby  triggering  an  ischemic  event. 

Finally,  recent  observation  in  the  cardiac  catherization 
laboratory  in  patients  with  unstable  angina  or  myocar- 
dial infarction,  have  demonstrated  coronary  thrombosis 
in  the  region  of  severe  atherosclerotic  disease.4 
Hemorrhage  into  plaques  does  occur  and  may  be  respon- 
sible for  decreased  coronary  blood  flow.  We  have  also 
observed  intracoronary  filling  defects  consistent  with  a 
thrombus  in  some  patients  with  the  syndrome  of  unstable 
angina.  Further  investigation  is  needed  to  assess  the  im- 
portance of  thrombogenesis  in  unstable  angina  and  the 
potential  role  of  thrombolytic  agents  in  this  setting. 

General  Therapeutic  Measures 

The  majority  of  patients  with  angina  require  specific 
pharmacological  therapy;  however,  it  is  important  to 
identify  and,  whenever  possible,  to  favorably  modify 
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factors  that  contribute  to  increased  myocardial  oxygen 
demand  (e.g.,  obesity,  hypertension,  hyperthyroidism) 
or  decrease  of  myocardial  oxygen  supply  (e.g.,  anemia, 
severe  aortic  insufficiency).  In  the  presence  of  cardiac 
failure,  diuretic,  digitalis,  or  both  may  diminish  angina 
by  reducing  left  ventricular  volume  and,  thus,  myocar- 
dial oxygen  demand. 

The  control  of  hypertension  and  elimination  of 
cigarette  smoking  cannot  be  overemphasized.  The 
benefits  of  reversing  these  risk  factors  have  been  well 
demonstrated  and  include  reduction  of  risk  of  myocar- 
dial infarction  and  mortality. 

Drug  Therapy 

Nitrates 

Nitrates  are  the  mainstay  of  therapy  for  angina.  They 
act  systemically  to  decrease  preload  by  means  of  venous 
dilation  and,  to  a lesser  degree,  to  decrease  afterload  by 
more  of  arterial  dilation.  These  actions  allow  reduction 
in  venous  return,  with  subsequent  decrease  in  left  ven- 
tricular end-diastolic  pressure  and  volume. 

In  addition,  nitrates  increase  coronary  artery  blood 
flow  through  the  collateral  vessels  and  decrease  or  even 
eliminate  coronary  artery  spasm,  presumably  due  to 
their  effects  on  vascular  smooth  muscle. 5 The  net 
physiological  effect  of  nitroglycerin  is  influenced  by  the 
location  and  severity  of  coronary  artery  stenosis,  the 
concomitant  presence  and  location  of  spasm,  the  extent 
of  the  collateral  network  and  the  viability  of  the  involved 
myocardium. 

Nitrates  come  in  a variety  of  forms  (Table  1 ).  In  addi- 
tion to  sublingual  tablets,  oral,  chewable,  transdermal 
and  transmucosal  preparations  are  now  available.  These 
new  preparations  have  a longer  duration  of  action, 
allowing  better  patient  compliance  and  are  suitable  for 
prophylactic  use. 


Table  1 

LONG-ACTING  FORMS  OF  NITRATES 


Dose 

Duration  of  Action 
(hours) 

Ora ! 

Isosorbide  Dinitrate 

10  to  40  mg* 

3-6 

tablets  or  capsules 

q.i.d. 

Oral  nitroglycerin 

2.5  to  9 mg* 

3-5 

capsules 

b.i.d. 

Pentaerythritol  tetranitrate 

10  to  40  mg* 

3-5 

tablets 

q.i.d. 

Topical 

Nitroglycerin 

0.5  to  2 in. 

6 

ointment 

b.i.d.  to  q.i.d. 

Transdermal  nitroglycerin 

5 to  10  mg 

24 

(■‘patch’’) 

once/day 

Transmucosal 

Nitroglycerin 

1 to  2 mg 

3-5 

tablets 

q.i.d. 

^Higher  doses  may  be  required  in  some  patients 

Proper  use  of  nitrates  should  be  discussed  carefully 
with  the  patient.  A sublingual  preparation  should  be 
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taken  for  all  anginal  episodes  and  before  engaging  in  ac- 
tivities that  predictably  produce  angina.  The  misconcep- 
tion that  nitroglycerin  loses  its  efficacy  with  repeated  use 
should  be  disspelled. 

Long-acting  nitrates  produce  hemodynamic  effects 
similar  to  those  of  sublingual  preparations.  These  agents 
have  to  be  administered  at  higher  dosages  than  previous- 
ly recommended  because  of  its  “first-pass”  hepatic 
breakdown.  Therapy  should  be  initiated  at  a low  dose 
and  increased  gradually  until  therapeutic  efficacy  or  tox- 
icity occur. 

Headache  is  the  most  common  side  effect  of  nitrates, 
but  is  usually  a transient  response.  If  it  persists,  the 
dosage  can  be  decreased  and,  after  one  week,  increased 
again.  Analgesics  such  as  aspirin  or  acetominophen  may 
also  be  helpful.  Hypotension,  especially  in  volume 
depleted  patients,  can  occur  with  these  drugs  and  may 
require  reduction  of  dosage. 

Beta-Blocking  Agents 

Beta-blocking  agents  are  a powerful  adjunct  to  nitrate 
therapy  for  angina.  The  antianginal  activity  of  these 
agents  is  due  to  their  ability  to  decrease  myocardial  ox- 
ygen demands  through  their  effects  on  decreasing  heart 
rate,  contractility  and  blood  pressure.  In  addition, 
transmural  distribution  of  myocardial  blood  flow  ap- 
pears to  be  altered  in  the  presence  of  these  agents  in  such 
a way  that  endocardial  perfusion  is  preserved.6 

There  are  six  beta-blocking  agents  now  marketed  in 
the  United  States  (Table  2).  Despite  the  extensive  ex- 
perience with  beta-blockers  in  clinical  practice,  there  are 
no  studies  suggesting  that  one  of  these  agents  has  major 
advantages  or  disadvantages  in  relation  to  another  for 
the  treatment  of  angina.  All  of  these  agents,  titrated  to 
the  proper  dose,  can  be  effective  in  patients  with  angina 
pectoris.  However,  one  agent  may  be  more  effective  in 
reducing  adverse  reactions  in  certain  patients. 


Table  2 

BETA-BLOCKING  AGENTS 


Drug 

Potency  Ratio 
( Propranolol 
= 1.0) 

Relative  B- , 
Selectivity 

* 

Intrinsic 

Sympathetic 

Activity 

Atenolol 

1.0 

Yes 

No 

Metoprolol 

1.0 

Yes 

No 

Nadolol 

1.0 

No 

No 

Propranolol 

1.0 

No 

No 

Timolol 

6. 0-8.0 

No 

No 

Pindolol 

6.0 

No 

Yes 

* = Relative  B, 

-Receptor  blockade 

The  B, -selective  blocking-agents,  atenolol  and 
metoprolol,  when  used  in  low-doses  have  less  influence 
on  bronchial  and  vascular  B2-receptors;  at  high  doses 
selectivity  is  lost.  The  theoretical  advantage  is  that 
B, -selective  agents  may  be  safer  than  non-selective  ones 
in  patients  with  pulmonary  obstructive  disease  and 
peripheral  vascular  disease. 
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Pindolol  is  the  only  agent  available  in  this  country 
with  intrinsic  sympathomimetic  activity.  This  property 
is  characterized  by  a slight  cardiac  stimulation  with 
simultaneous  blockade  of  B-receptors  to  catecholamine 
stimulation.  Drugs  with  this  property  cause  less  slowing 
of  the  heart  rate  at  rest  than  propranolol,  although  the  in- 
crements in  heart  rate  with  exercise  are  similarly 
blunted.  They  may  reduce  peripheral  vascular  resistance 
and  may  also  depress  atrioventricular  conduction  less 
than  agents  lacking  this  property.  7 There  is  some 
evidence  that  intrinsic  sympathomimetic  activity  pro- 
tects against  myocardial  depression,  bronchial  asthma 
and  peripheral  vascular  complications. 8 However,  fur- 
ther clinical  trials  are  needed  to  resolve  these  questions. 

The  aim  of  beta-blockade  is  to  achieve  significant  in- 
hibition of  cardiac  sympathetic  stimulation  which  can 
easily  be  assessed  by  a decrease  in  the  resting  and  exer- 
cise heart  rates,  both  of  which  should  be  reduced  after 
theraphy.  Using  propranolol  as  the  protype,  the  effective 
dose  is  adjusted  on  an  individual  basis,  but  most  patients 
require  160  to  240  mg  daily.  The  endpoint  is  a 
therapeutic  effect,  side  effects  or  excessive  bradycardia. 

Side  effects  from  beta-blocking  agents  are  frequent 
and  include  fatigue,  depression,  gastrointestinal  symp- 
toms, and  sleep  disturbance.  They  usually  respond  to 
decreases  in  dosage.  The  major  contraindications  are 
cardiac  failure,  high  grade  atrioventricular  block  and 
moderate  to  severe  obstructive  pulmonary  disease. 

Calcium  Channel  Blocking  Agents 

The  calcium  channel  blocking  agents  (Table  3)  con- 
stitute the  newest  therapeutic  modality  for  angina  due  to 
coronary  artery  disease  or  coronary  spasm. 910  These 
agents  uniformly  increase  coronary  blood  flow  primarily 
by  decreasing  coronary  vascular  resistance  and  increas- 
ing epicardial  coronary  artery  size.  They  also  reduce 
myocardial  oxygen  demands  by  lowering  of  blood 
pressure  and  negative  inotropism.  These  properties 
make  these  agents  useful  not  only  in  the  setting  of  cor- 
onary spasm,  but  also  in  chronic  stable  angina. 

Nifedipine  is  the  most  potent  coronary  artery  dilator. 
Arterial  vasodilation  also  occurs  in  systemic  and 
pulmonary  beds,  with  concomitant  reflex  tachycardia. 
Verapamil,  and  to  a lesser  extent  diltiazem,  have  a 
negative  inotropic  and  chronotropic  effect,  and  prolong 
atrioventricular  conduction.  The  combination  of 
verapamil  and  a beta-blocking  agent  is  best  avoided  or 
used  with  extreme  caution  in  the  setting  of  poor  left  ven- 
tricular function  and  atrioventricular  block. 

The  dosage  and  side  effects  are  listed  in  Table  3.  The 
most  common  side  effect  of  nifedipine  is  peripheral 
edema  and  verapamil  predominantly  produces  constipa- 
tion. Diltiazem  appears  to  have  the  lowest  overall  side 
effects  consisting  primarily  of  symptoms  of  “flushing” 
and  hypotension.  Both  nifedipine  and  diltiazem  can  be 
used  safely  with  a beta-blocker. 


Table  3 

CALCIUM  CHANNEL  BLOCKING  AGENTS 


Diltiazem 

Nifedipine  Verapamil 

Clinical  Effects 

Coronary  Vasodilation 

*** 

*** 

** 

Peripheral  Vasodilation 

* 

*** 

*** 

Contractility 

0 

0 

1 

Heart  Rate 

1 

Reflex  t 

1 1 

AV  Nodal  Conduction 

1 

0 

1 

Adverse  Side  Effects 

Overall 

3% 

20% 

10% 

Hypotension 

* 

*** 

** 

Headaches 

0 

*** 

* 

Constipation 

0 

0 

** 

Peripheral  Edema 

± 

*** 

** 

AV  Block 

* 

0 

** 

Daily  Dosage 

30-90mg 
q.  6 hr 

10-30mg 

q.i.d. 

80-120mg 
q 6 hr 

± = Occasional 

* = Infrequent 

**  = Sometimes 

***  _ comrnon 

1 = Decreased 

1 = Increased 

Combination  Tlterapy 

Although  nitrates  have  been  shown  to  increase  cor- 
onary blood  flow  to  areas  of  myocardium,  they  act 
predominantly  through  reduction  in  left  ventricular  fill- 
ing pressure  and  blood  pressure,  with  net  reduction  in 
myocardial  oxygen  demand.  Calcium  channel  blocking 
agents  act  directly  on  the  coronary  vasculature.  These 
two  classes  of  drugs  are  therefore  acting  on  different 
mechanisms  that  are  complementary.  The  combination 
of  beta-blocking  agents  and  nitrates  is  useful  in  that 
nitrates  act  to  mitigate  the  beta-blocker  related  increase 
in  ventricular  volume;  beta-blockers  attenuate  the 
nitrate-induced  reflex  tachycardia  and  tachycardia- 
related  increase  in  contractivity. 

Step- Care  Therapy  for  Angina  Pectoris 

Rational  therapy  for  angina  has  been  directed  toward 
reversing  the  imbalance  between  myocardial  oxygen  de- 
mand and  supply.  A step-care  use  of  drug  therapy  is 
warranted,  starting  with  nitrates  usually  combined  with 
a beta-blocker.  If  these  are  ineffective,  calcium  channel 
blockers  may  be  added.  In  patients  with  predominantly 
coronary  spasm,  nitrates  and  calcium  channel  blockers 
are  the  drugs  of  choice.  The  presence  of  underlying 
obstructive  pulmonary  disease  and  severe  peripheral 
vascular  disease  may  contraindicate  the  use  of  beta- 
blockers,  and  a combination  of  a nitrate  and  calcium 
channel  blocker  are  the  drugs  of  choice. 

Drug  treatment  serves  as  one  modality  in  the  overall 
management  of  the  patient  with  angina.  Treatment 
should  be  individualized.  Some  patients  will  require 
diagnostic  studies  including  coronary  arteriography  and 
surgical  therapy  may  be  indicated  for  patients  unrespon- 
sive to  ijiedical  treatment  or  with  extensive  coronary 
artery  disease. 
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Clinical  Use  of  Calcium  Channel  Blockers 

J.  SCOTT  GALLE,  M.D. 


ABSTRACT  — Verapamil,  nifedipine,  and 
diltiazem  are  now  approved  for  clinical  use  in  the 
United  States.  Although  these  drugs  are  all  classified 
as  calcium  channel  blockers,  there  are  many  major 
differences  in  the  pharmacologic  effects  of  these 
drugs.  In  this  review  the  hemodynamic  and  elec- 

In  the  past  two  decades  a large  amount  of  experimental 
data  has  been  accumulated  concerning  a group  of  agents 
which  inhibit  the  movement  of  CA  2 + across  cellular 
membranes.  Fleckinstein 1 described  this  group  of 
drugs  as  “calcium  antagonists”  because  of  their  associa- 
tion with  inhibition  of  calcium  metabolism  at  multiple 
cellular  levels.  Katz2  later  pointed  out  that  since  the 
only  demonstrated  site  of  action  of  these  drugs  is  inhibi- 
tion of  CA  2 + movement  through  potential  dependent 
channels  in  the  sarcolemma,  a more  descriptive  term  for 
them  is  “calcium  channel  blocker.”  The  prototype  of  this 
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trophysiologic  effects  of  the  drugs  are  discussed.  The 
pertinent  pharmacokinetics  of  these  agents  is  re- 
viewed. The  indications  for  clinical  usage  are  dis- 
cussed. Finally,  the  usage  of  calcium  channel  blockers 
in  combination  with  other  anti-anginal  agents  is 
reviewed. 

group  of  drugs  is  verapamil,  a papaverine  derivative, 
which  was  synthesized  in  West  Germany  in  the  early 
1960s.  Nifedipine,  a dihydropyridine  derivative,  was 
synthesized  in  West  Germany  in  the  late  1960s. 
Diltiazem,  a benzothiazepine  derivative,  was  synthe- 
sized in  Japan  in  the  mid  1970s.  These  three  agents  are 
the  only  calcium  channel  blockers  currently  approved 
for  clinical  use  in  this  country.  Although  these  agents  are 
all  members  of  the  same  “class,”  their  clinical  effects  are 
quite  different.  This  is  to  be  expected  in  view  of  the 
marked  structural  heterogeneity  of  these  compounds. 
The  effective  use  of  these  drugs  requires  an  appreciation 
of  their  variable  pharmacodynamics.  The  goal  of  this 
paper  is  to  summarize  the  essential  principles  of  their 
use  in  clinical  practice.  For  a more  detailed  considera- 
tion of  this  topic  the  reader  is  referred  to  the  many  sym- 
posia which  have  appeared  in  the  recent  literature. 
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Hemodynamics  and  Electrophysiology 

Fleckinstein  described  the  ability  of  verapamil  to  in- 
hibit excitation-contraction  coupling  in  isolated  guinea 
pig  papillary  muscle.  This  excitation-contraction  un- 
coupling could  be  reversed  by  the  addition  of 
catecholamines  or  by  an  increase  in  calcium  concentra- 
tion in  the  extracellular  medium.  Similar  results  have 
been  obtained  with  nifedipine  and  diltiazem  using 
isolated  guinea  pig  coronary  artery  strips. 7 All  three 
calcium  channel  blockers  have  been  shown  to  produce 
an  increase  in  coronary  blood  flow  in  animal  studies. 4 
Nifedipine  appears  to  have  the  most  potent  negative  in- 
otropic effect  on  vascular  smooth  muscle  and  myocar- 
dium (Table  l).8  These  direct  effects  of  the  calcium 
channel  blockers  are  not  predictive  of  in  vivo  clinical  ef- 
fects because  of  the  reflex  increase  in  sympathetic  tone 
which  is  induced  by  all  three  agents.  Because  nifedipine 
is  the  most  potent  vasodilator  of  the  group,  this  drug 
elicits  the  greatest  degree  of  reflex  sympathotonia.  Thus 
in  the  intact  conscious  animal  left  ventricular  contractili- 
ty, cardiac  index,  and  heart  rate  increase  following  the 
rapid  intravenous  infusion  of  nifedipine  despite  the 
direct  negative  inotropic  effect  of  the  drug.  Although  a 
similar  compensatory  response  occurs  with  verapamil, 
animal  studies  indicate  that  the  left  ventricular  contrac- 
tile state  remains  mildly  depressed"  despite  a small  in- 
crease in  cardiac  output.  11  In  addition,  this  depression 
of  contractility  is  accentuated  by  the  addition  of  beta 
blockade.  These  data  have  raised  concern  about  the 
use  of  verapamil  in  patients  with  left  ventricular 
dysfunction.  Ferlinz"  studied  a group  of  20  patients 
with  normal  baseline  left  ventricular  function  and  found 
that  cardiac  index  and  left  ventricular  ejection  fraction 
significantly  increased  following  the  intravenous  ad- 
ministration of  verapamil.  Chew12  studied  a group  of 
25  patients  with  variable  left  ventricular  function. 
Although  there  was  no  change  in  the  mean  ejection  frac- 
tion of  the  total  group,  the  patients  with  a resting  left 
ventricular  ejection  fraction  of  less  than  30  percent  ex- 
perienced a marked  rise  in  pulmonary  capillary  wedge 
pressure  and  a sharp  drop  in  cardiac  index.  Thus, 
verapamil  may  be  deleterious  in  patients  with  severe  left 
ventricular  dysfunction.  Diltiazem  has  the  least  potent 
negative  inotropic  effects  of  the  three  drugs.  1 s 13 17 
Diltiazem  produces  no  decrease  in  left  ventricular  dp/dt 
in  conscious  dogs  even  after  maximal  doses  of  beta 
blockade.  14  In  the  isolated  rat  heart  diliazem  produces 
a significant  increase  in  coronary  blood  flow  before  any 
negative  inotropic  effects  are  observed.  Thus,  it  is 
unlikely  that  any  negative  inotropic  effects  occur  in 
usual  clinical  dosages  of  diltiazem. 

The  electrophysologic  effects  of  the  drugs  are  sum- 
marized in  Table  1 . Although  all  three  drugs  prolong  the 
sinus  node  recovery  time  in  the  isolated  heart,  they  pro- 
duce no  overall  change  in  sinus  recovery  time  in  the  con- 
scious human.  ''  However,  when  intravenous  verapamil 
(1.5  mg/kg)  was  administered  to  patients  with  a previous 
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Table  1 

HEMODYNAMIC  AND  ELECTROPHYSIOLOGIC  EFFECTS 


nifedipine 

verapamil  diltiazem 

DIRECT  EFFECTS 
Contraction  of  vascular 
smooth  muscle1 

-4 

-3 

-2 

Contractile  force  of 
myocardium8 

-4 

-3 

-2 

AH  interval9 

0 

+ 2 

+ 2 

SNRT  15 

+ 1 

+ 1 

+ 1 

CBF9 

+ 2 

+ 1 

+ 1 

INDIRECT  EFFECTS 

Systolic  BP  15 

_ 2 

- 1 

0,  - l17 

HR1' 

+ 1 

0 

0 

LV  dP/dT  9 

+ 1 

0,-1 

0 

SNRT  >' 

- 1 

0 

0 

Cl. 

+ 1 27 

+ 1 11 

0,  + l17 

SVR 

— 2 27 

- 2 11 

— 217 

diagnosis  of  sick  sinus  syndrome  there  was  a four-fold 
to  five-fold  prolongation  of  sinus  node  recovery  time 
and.  in  some  patients,  prolonged  asystole.  16  Thus,  the 
use  of  verapamil  is  contra-indicated  in  sick  sinus 
syndrome. 

Both  verapamil  and  diltiazem  exert  significant 
negative  dromotropic  effects  on  atrioventricular 
conduction.  15  Both  drugs  prolong  the  A-H  interval  in 
a dose-related  fashion.  15  In  anesthesized  dogs  the  com- 
bination of  intravenous  verapamil  and  infusion  of  pro- 
pranolol into  the  atrioventricular  nodal  artery  resulted  in 
transient  third  degree  heart  block  and  asystole.  18  Thus, 
both  verapamil  and  diltiazem  should  be  used  with  cau- 
tion when  disease  of  the  atrioventricular  node  is 
suspected.  Nifedipine,  in  usual  clinical  dosage,  produces 
no  effect  on  atrioventricular  conduction.  15 

Pharmacokinetics  and  Side  Effects 

Verapamil 

Verapamil  is  completely  absorbed  after  oral  ad- 
ministration but  undergoes  an  extensive  first  pass 
metabolism  in  the  liver.  This  results  in  a 10-20  percent 
bioavailability  3 and  accounts  for  the  wide  disparity  be- 
tween intravenous  and  oral  dosage.  The  drug  undergoes 
an  extensive  metabolism  and  less  than  5%  is  excreted 
unchanged  in  the  urine.  14  The  elimination  half-life  is 
significantly  affected  by  the  presence  of  liver  disease  and 
dosage  should  be  reduced  when  hepatocellular  disease  is 
suspected.  Although  an  elimination  half-life  of  five  to 
six  hours  is  widely  quoted,  there  is  a three-fold  variation 
in  the  elimination  half-lives  reported  in  the  literature. 3 
Intravenous  bolus  dosage  is  used  in  the  treatment  of 
supraventricular  arrhythmias,  and  a continuous  in- 
travenous drip  can  be  used  if  a prolonged  therapeutic  ef- 
fect is  desired. 

Side  effects  occur  in  10%  of  patients  but  discontinua- 
tion of  therapy  is  necessary  in  less  than  1%.21  The 
most  common  side  effects  are  constipation,  dizziness, 
postural  hypotension,  and  peripheral  edema.  Serious 
complications  of  congestive  heart  failure,  hypotension, 
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bradycardia,  and  asystole  have  been  reported. 
Verapamil  is  contra-indicated  in  the  presence  of  sick 
sinus  syndrome,  atrioventricular  block,  severe  left  ven- 
tricular dysfunction,  and  hypotension.  The  drug  should 
be  used  with  caution  in  the  presence  of  beta 
blockade. 22 

An  interaction  between  verapamil  and  digoxin  has 
been  described.  This  results  in  a dose  dependent 
decrease  in  renal  digoxin  clearance.  The  maximal  effect 
of  this  interaction  occurs  after  seven  to  fourteen  days  of 
combination  therapy. 21 

Nifedipine 

Nifedipine  is  90-100%  absorbed  after  administration 
with  a bioavailability  of  65%.  ' Although  the  elimina- 
tion half-life  is  quoted  as  four  to  five  hours,  this  figure 
is  subject  to  revision  as  better  assays  become  available. 
The  drug  has  been  given  sublingually  in  hypertensive 
encephalopathy  and  vasospastic  angina.  The  onset  of  ac- 
tion after  sublingual  administration  is  less  than  three 
minutes. 

Adverse  effects  occur  in  up  to  40%  of  the  patients 
treated, 21  but  require  discontinuation  of  therapy  in  less 
than  5%.  The  most  common  adverse  effects  are  due  to 
the  potent  vasodilator  properties  of  the  drug  and  include 
headache,  flushing,  dizziness,  postural  hypotension  and 
peripheral  edema.  In  patients  with  congestive  heart 
failure,  there  appears  to  be  no  increased  risk  of  adverse 
experience. 23  However,  in  view  of  the  known  potential 
negative  inotropic  effects  of  the  drug,  it  should  be  used 
cautiously  in  the  presence  of  severe  left  ventricular 
dysfunction.  Although  the  combination  of  nifedipine  and 
beta  blockers  has  been  generally  well  tolerated,  several 
case  reports  24  26  have  appeared  in  the  literature  in- 
dicating that  this  combination  can  produce  congestive 
heart  failure  or  hypotension  in  selected  cases. 

Diltiazem 

Very  little  data  are  available  on  the  pharmacokinetics 
of  diltiazem.  The  drug  appears  to  be  completely  ab- 
sorbed, and  the  elimination  half-life  is  widely  quoted  as 
approximately  four  hours.  No  significant  drug  interac- 
tions have  been  reported. 

Adverse  effects  have  been  remarkably  infrequent.  In 
most  series  the  frequency  of  side  effects  has  been  com- 
parable to  placebo.  No  compromise  of  left  ventricular 
function  has  been  reported. 

Table  2 


DOSAGE 


oral 

I.V. 

NIFEDIPINE 

10-40  mg. 
q6-8  hours 

VERAPAMIL 

80-160  mg. 

.07-.  15  mg. /kg. 

q6-8  hours 

.005  ftg/kg/min 
I.V.  drip 

DILTIAZEM 

30-90  mg. 
q6  hours 

Clinical  Usage 

Vasospastic  angina 

In  the  past  decade  there  has  been  increased  interest  in 
the  possibility  that  coronary  vasospasm  may  play  a ma- 
jor role  in  many  clinical  ischemic  syndromes  by  in- 
hibiting myocardial  oxygen  supply.  Clinical  investiga- 
tions have  shown  that  many  patients  with  angina  at  rest 
exhibit  ischemic  electrocardiographic  changes  and 
hemodynamic  abnormalities  before  any  changes  in  heart 
rate  or  blood  pressure  are  observed. 28  Bertrand  4 has 
shown  that  focal  coronary  artery  spasm  can  be  provoked 
by  intravenous  injection  of  ergonovine  maleate  in  38% 
of  patients  with  occlusive  coronary  artery  disease  and  a 
clinical  history  of  decubitus  angina.  Maseri has 
demonstrated  angiographic  evidence  of  focal  coronary 
spasm  in  association  with  ST  segment  elevations,  ST 
segment  depressions,  and  pseudonormalization  of  T 
waves  on  the  resting  electrocardiogram.  Finally,  in  the 
recent  joint  cooperative  study  on  unstable  angina,  27% 
of  the  total  group  of  patients  presented  with  evidence  of 
transient  ST  segment  elevation  on  the  resting  electrocar- 
diogram during  episodes  of  pain.  11  Thus,  it  appears 
likely  that  coronary  vasospasm  plays  a role  in  the 
pathogenesis  of  many  angina  syndromes.  Since  the 
calcium  channel  blockers  have  been  shown  to  inhibit 
ergonovine-induced  coronary  artery  spasm,  32  “ they 
would  be  the  drugs  of  choice  in  ischemic  syndromes 
which  involve  coronary  vasospasm.  Although  coronary 
spasm  can  only  be  definitely  demonstrated  by  selective 
coronary  arteriography,  it  can  be  clinically  suspected 
when  angina  occurs  in  association  with  ST  segment 
elevations  on  electrocardiogram,  ischemic  syndromes 
in  which  rest  angina  is  a prominent  feature,  unstable 
angina  syndromes,  and  exertional  angina,  which  is 
refractory  to  therapy  with  beta  blockers. 

The  efficacy  of  calcium  channel  blockers  in  the  treat- 
ment of  Prinzmetal’s  variant  angina  has  been  well 
documented  in  open  trials  34  and  in  double  blind  multi- 
ple cross-over  studies.  15  36  There  is  a consistent 
decrease  in  frequency  of  symptoms  and  in  nitroglycerin 
consumption.  In  Schroeder’s  33  series,  the  frequency  of 
attacks  of  angina  was  reduced  by  41%  using  low  dose 
diltiazem  (120  mg.  daily),  and  by  68%  when  high  dose 
diltiazem  (240  mg.  daily)  was  used.  In  Antman’s 
series, 34  87%  if  a group  of  127  patients  had  a greater 
than  50%  reduction  in  frequency  of  angina  using 
nifedipine  in  doses  of  up  to  160  mg.  daily.  Thus,  the 
calcium  channel  blockers  are  considered  drugs  of  the 
first  choice  in  the  therapy  of  variant  angina. 

The  efficacy  of  calcium  channel  blockers  in  unstable 
angina  is  also  well  documented.  Conti  ' showed  a 
significant  reduction  in  the  frequency  of  angina  attacks 
using  verapamil  in  comparison  to  placebo  in  a double 
blind,  multiple  cross-over  study.  Gerstenblith  38  showed 
a significantly  lower  incidence  of  medical  treatment 
failures  when  nifedipine  was  added  to  conventional 
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therapy  of  unstable  angina  in  a placebo  controlled  trial. 
Theroux  34  showed  that  propranolol  and  diltiazem  pro- 
duced an  equivalent  reduction  in  frequency  of  angina 
when  administered  to  64  patients  with  unstable  angina  in 
a randomized  fashion.  The  mechanism  of  action  of  the 
slow  channel  blockers  in  unstable  angina  is  less  clear 
than  in  variant  angina.  Although  relief  of  vasospasm 
probably  occurs  in  some  patients,  it  is  likely  that  changes 
in  systemic  vascular  resistance,  direct  negative  inotropic 
effects,  and  improvement  in  regional  coronary  blood 
How  also  contribute  to  the  symptomatic  improvement 
seen  in  these  patients. 

Exertional  Angina 

Randomized,  double  blinded,  multiple  cross-over 
studies  40  41  have  proven  the  therapeutic  benefits  of 
calcium  channel  blockers  in  the  treatment  of  chronic 
stable  angina.  Although  all  three  drugs  are  effective  as 
monotherapy,  there  is  a disturbing  incidence  of  exacer- 
bation of  angina  when  nifedipine  is  used  as  the  sole 
agent.2141  In  Subramanian's  study41  there  were  seven 
patients  who  developed  an  increase  in  angina  frequency 
immediately  after  beginning  nifedipine.  This  appeared 
to  be  due  to  a reflex  increase  in  heart  rate  which  was 
observed  significantly  more  often  with  nifedipine  than 
with  placebo.  This  effect  has  not  been  reported  with 
verapamil  or  diltiazem. 

A consistent  improvement  in  duration  of  exercise  on 
the  treadmill  with  diltiazem,42  verapamil,43  and 
nifedipine44  has  been  demonstrated.  No  study  has 
shown  any  change  in  the  heart  rate  blood  pressure  pro- 
duct at  maximal  exercise.  This  indicates  that  these  drugs 
act  mainly  by  reducing  myocardial  oxygen  demand  in 
this  setting. 

Combination  Therapy 

In  spite  of  the  wide  availability  of  calcium  channel 
blockers  relatively  little  data  have  been  accumulated 
with  regard  to  the  use  of  these  drugs  in  combination  with 
other  anti-anginal  agents.  In  a study  of  1 1 patients, 
Leon43  showed  a significantly  improved  exercise  dura- 
tion on  combined  verapamil  and  propranolol  therapy 
than  with  either  drug  alone.  Dargie47  studied  a group 
of  16  patients  using  treadmill  exercise  testing,  am- 
bulatory monitoring,  nitroglycerine  consumption,  and 
frequency  of  angina  as  clinical  criteria  for  efficacy.  The 
number  of  episodes  of  ST  segment  depression  on  am- 
bulatory monitor  was  reduced  by  95%  during  combina- 
tion therapy  with  propranolol  and  nifedipine.  In  addi- 
tion, the  frequency  of  angina  and  amount  of 
nitroglycerin  consumption  was  reduced  to  a greater 
degree  during  combination  therapy  than  with  either  drug 
alone.  Thus,  the  combination  of  calcium  channel 
blockers  and  beta  blockers  appears  beneficial  in  most 
cases.  The  addition  of  a beta  blocker  to  nifedipine  would 
be  desirable  in  most  cases  to  blunt  the  reflex  tachycardia 
associated  with  nifedipine.  The  combination  of 
verapamil  with  beta  blockers  should  be  avoided  when 


left  ventricular  dysfunction  is  suspected.  Although  much 
concern  has  been  raised  about  the  potential  of  this  com- 
bination to  cause  atrioventricular  block,  this  has  not 
been  reported  in  patients  who  were  treated  for  angina 
pectoris. 47  Because  of  its  lack  of  negative  inotropic 
properties  diltiazem  appears  to  be  a safe  addition  to  beta 
blockade  even  in  the  presence  of  left  ventricular 
dysfunction.  Finally,  the  combination  of  nifedipine  with 
organic  nitrates  should  be  avoided  because  of  the  potent 
vasodilator  properties  of  both  these  agents. 

Arrhythmias 

There  has  been  extensive  clinical  experience  with 
verapamil  in  the  treatment  of  cardiac  arrhythmias. 
Because  of  the  direct  negative  chronotropic  and  negative 
dromotropic  effects  of  the  drug  it  has  been  useful  in  the 
treatment  of  sinus  tachycardia,  atrial  fibrillation,  atrial 
flutter,  and  supraventricular  tachycardia.  Verapamil  is 
nearly  100%  effective  in  the  conversion  of  intra-nodal 
re-entrant  tachycardia  to  sinus  rhythm. 21  Failure  to 
convert  may  be  due  to  inadequate  blood  levels.  Sung49 
showed  that  plasma  levels  of  greater  than  80  ng/ml  are 
necessary  for  an  adequate  pharmacologic  effect.  A max- 
imal dose  of  . 15  mg/kg  as  an  intravenous  bolus  may  be 
needed  to  achieve  this  plasma  level.  Supraventricular 
tachycardias  which  fail  to  respond  to  verapamil  in  ade- 
quate intravenous  dosage  are  usually  due  to  ectopic  atrial 
•tachycardia,  sinus  node  re-entrant  tachycardia, 
multifocal  atrial  tachycardia  and  WPW  with  or- 
thodromic conduction. 49  Verapamil  is  contra-indicated 
when  the  underlying  etiology  of  the  arrhythmia  is  sick 
sinus  syndrome,  or  severe  left  ventricular  dysfunction. 
Most  cases  of  hypotension,  atrioventricular  block,  and 
asystole  have  occurred  in  this  setting. 

Intravenous  verapamil  is  also  useful  in  controlling  the 
ventricular  response  in  acute  atrial  fibrillation  or  atrial 
flutter. 31  Because  the  elimination  half-life  is  less  than 
30  minutes,  additional  therapy  with  oral  medication  or 
a continuous  intravenous  drip  is  necessary  to  maintain 
control  of  ventricular  rate. 20  Conversion  to  sinus 
rhythm  occurs  in  less  than  5%  of  cases  of  atrial  fibrilla- 
tion and  less  than  25%  of  cases  of  atrial  flutter. 50  Thus, 
verapamil  is  not  a substitute  for  cardioversion  when  im- 
mediate hemodynamic  benefit  is  desired.  Therapy  with 
oral  verapamil  in  doses  of  320-480  mg  daily  is  useful  for 
the  chronic  control  of  ventricular  rate  in  atrial  fibrilla- 
tion or  atrial  flutter. 52 

Nifedipine  has  no  anti-arrhythmic  activity  in  usual 
clinical  doses.  One  would  expect  diltiazem  to  have  anti- 
arrhythmic  properties  similar  to  verapamil  in  view  of 
their  similar  electrophysiologic  effects  in  animal 
studies. 9 Although  few  clinical  studies  are  available, 
early  reports  52  indicate  that  diltiazem  is  useful  in  the 
treatment  of  intra-nodal  re-entrant  tachycardia  and  atrial 
fibrillation.  Like  verapamil  diltiazem  should  be  avoided 
when  sick  sinus  syndrome  or  disease  of  the  atrioven- 
tricular node  is  suspected. 
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Other  Uses 

Calcium  channel  blockers  have  also  been  used  in  the 
therapy  of  hypertrophic  cardiomyopathy,  essential 
hypertension,  hypertensive  encephalopathy,  pulmonary 
hypertension,  and  as  a method  of  myocardial  preserva- 
tion during  coronary  bypass  surgery  and  during  acute 
myocardial  infarction.  The  results  of  the  growing  body 
of  clinical  information  in  all  these  areas  will  be  awaited 
with  great  interest. 

Table  3 


INDICATIONS  FOR  USE 


Definite 

Possible 

NIFEDIPINE 

vasospastic  angina 

myocardial  preservation 

chronic  stable  angina 

hypertrophic 

cardiomyopathy 

unstable  angina 

hypertension 
pulmonary  hypertension 

VERAPAMIL 

vasospastic  angina 

myocardial  preservation 

re-entrant  intra-nodal  SVT 

hypertension 

atr  flutter/fibr 

pulmonary  hypertension 

chronic  stable  angina 
hypertrophic  cardiomyopathy 

DILTIAZEM 

vasospastic  angina 

re-entrant  intra-nodal  SVT 

chronic  stable  angina 

atr  flutter/fibr 

unstable  angina 

hypertension 
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This  review  focuses  on  the  current  status  of  throm- 
bolytic therapy  using  both  intracoronary  and  in- 
travenous streptokinase,  discusses  guidelines  for  pa- 
tient selection,  complications  of  thrombolytic  therapy 
and  assessment  of  efficacy. 

Introduction 

Since  the  development  of  coronary  care  units  (CCU) 
the  hospital  mortality  for  acute  myocardial  infarction 
(AMI)  has  been  reduced  from  approximately  30%  to 
15%  through  intensive  monitoring  and  thus,  prevention 
of  arrhythmic  deaths.  Morbidity  and  mortality  of 
hospitalized  patients  with  AMI  are  dependent  on  the  ex- 
tent of  myocardial  injury.  Extensive  myocardial  damage 
produces  congestive  heart  failure,  malignant  ventricular 
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arrhythmias  and  early  death.  Hence,  efforts  in  the  past 
decade  have  concentrated  on  several  interventions  that 
might  limit  infarct  size  by  preserving  ischemic 
myocardium. 

It  is  the  purpose  of  this  report  to  review  the  current 
status  of  thrombolytic  therapy  and  its  potential  role  in 
the  management  of  patients  with  AMI. 

Background 

Experimental  studies  in  animals  have  demonstrated 
that  AMI  is  a dynamic  process  which  evolves  over  a 
period  of  hours  during  which  interventions  may  reduce 
the  ultimate  extent  of  myocardial  necrosis.  Several 
methods  have  been  studied  to  reduce  the  extent  and 
severity  of  myocardial  ischemia  and,  therefore,  the  size 
of  the  infarct  size.  These  methods  are  based  on  reduction 
of  myocardial  oxygen  demand,  increase  of  collateral 
blood  supply  and  correction  of  ischemic  cellular 
defects.  1 Clinical  trials  with  pharmacological  agents  in- 
cluding B-adrenergic  blockers, : hyalurodinase, 1 

steroids,4  and  polarizing  solution  with  glucose-insulin 
potassium"  have  produced  conflicting  results.  The 
recently  introduced  calcium  channel  blockers,  which 
decrease  myocardial  oxygen  demand  and  increase  cor- 
onary blood  supply,  have  not  undergone  extensive  trials 
in  animals  and  man.  The  use  of  the  intraaortic  balloon 
pump6  and  emergency  coronary  artery  bypass  surgery 
during  AMI  remains  controversial. 

The  rediscovery  of  coronary  thrombosis  as  a major 
pathogenic  mechanism  for  AMI,  has  reawakened  in- 
terest in  the  possibility  of  preventing  or  reducing  infarct 
size  by  lysing  obstructing  clots  and  reperfusing  the 
ischemic  jeopardized  tissue.  The  exact  precipitating 
event  for  acute  thrombotic  occlusion  of  the  coronary 
artery  is  not  presently  known.  Coronary  artery  spasm 
and  ulceration/rupture  of  atherosclerotic  plaques  have 
been  suggested  as  major  determinants  in  the  precipita- 
tion of  AMI7  (Figure  1).  Pathologic  studies  have 
reported  varying  frequencies  of  coronary  thrombus  at 
postmortem  examination.  However,  recent  clinical 
reports  employing  coronary  arteriography  and  emergen- 
cy coronary  bypass  surgery  have  re-established  the  im- 
portance of  coronary  thrombosis  in  AMI. s In  most 
clinical  study  series,  approximately  80%  of  patients  with 
AMI  have  demonstrated  coronary  thrombosis  by  cor- 
onary arteriography.  Whether  or  not  thrombosis  is  a 
primary  or  secondary  event  in  the  occlusion,  it  appears 
to  play  an  important  role  in  the  perpetuation  of  the  pro- 
cess of  ischemic  injury  once  occlusion  has  occurred. 

Thrombolytic  Therapy 

Thrombolytic  agents  produce  activation  of  the 
fibrinolytic  system,  which  counters  coagulation  and 
regulates  the  vascular  repair  response  to  injury.  The  two 
thrombolytic  agents  in  use  today  are  streptokinase  (SK) 
and  urokinase  (UK).  SK  is  an  indirect  activator,  conver- 
ting plasminogen  to  plasmin  by  way  of  a proactivator 
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mechanism.  This  SK-plasminogen  complex  then  ac- 
tivates the  fibrinolytic  mechanism  by  converting  un- 
complexed  plasminogen  to  plasmin.  UK,  on  the  other 
hand,  is  a direct  activator  of  plasminogen  (Figure  2). 

By  the  end  of  the  last  decade,  a number  of  reports  had 
appeared  indicating  that  infusion  of  SK  could  lyse  in- 
tracoronary thrombi.  Intravenously  administered  SK 
had  been  tried  both  experimentally  in  dogs  and  clinically 
in  patients  with  AMI.6  The  animal  experiments 
demonstrated  that  infused  intravenous  SK  would 
dissolve  clots  in  the  coronary  arteries  within  several 
hours.  The  results  of  the  clinical  trials  suggested  that  in- 
travenous SK  reduced  mortality  from  AMI. 

The  first  use  of  intracoronary  artery  infusion  of  SK  in 
patients  with  AMI  was  reported  in  1979  by  Rentrop. 
Since  then  a substantial  experience  with  intracoronary 
thrombolysis  has  accumulated  in  Europe  and  the  United 
States. 

The  technique  of  intracoronary  thrombolysis  is  ac- 
complished using  procedures  similar  to  coronary 
arteriography.  The  acute  intervention  is  accomplished 
by  selective  catheterization  of  the  infarct-related  artery. 
The  electrocardiogram  usually  provides  strong  evidence 
as  to  which  vessel  is  responsible  for  the  infarction, 
although  the  distinction  between  circumflex  and  right 
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coronary  artery  occlusion  may  be  difficult.  Once  the 
obstruction  has  been  identified  and  coronary  spasm  ex- 
cluded by  direct  intracoronary  injection  of  nitroglycerin, 
thrombolytic  therapy  usually  with  SK  is  infused  directly 
through  the  coronary  angiographic  catheter  into  the 
ostium  of  the  coronary  artery.  Some  investigators  have 
used  a small  infusion  catheter  which  has  been  advanced 
subselectively  into  the  vessel  as  near  as  possible  to  the 
site  of  occlusion.  In  our  experience  as  well  as  of  others, 
the  use  of  a subselective  catheter  does  not  appear  to  in- 
crease the  success  rate  of  thrombolysis. 

The  total  infusion  dose  ranges  from  120,000-400,000 
IU  and  the  average  infusion  duration  is  approximately 
60-90  minutes.  Infusion  is  continued  until  thrombolysis 
has  been  achieved  or  until  maximum  desirable  dosage 
and  infusion  time  have  been  reached.  The  dosage  used 
at  our  institution  consist  of  4000  IU/min.  of  SK  until 
partial  recanalization  is  achieved,  and  thereafter,  the 
dosage  is  decreased  to  2000  IU/min.  for  additional  30 
minutes.  Vessel  patency  occurs  after  an  average  infusion 
time  of  30  minutes. 

Reperfusion  rates  with  left  anterior  descending  and 
right  coronary  artery  occlusion  are  similar  and  appear  to 
be  higher  than  with  circumflex  occlusion.  The  reocclu- 
sion rate  appears  to  be  higher  with  the  circumflex  occlu- 
sion. The  time  required  for  lysis  is  partly  dependent  on 
the  duration  of  symptoms  prior  to  intervention. 

Failure  to  restore  patency  with  SK  may  be  due  to 
absence  of  thrombus,  insufficient  dosage  of  SK,  an- 
tibody neutralization  of  SK,  or  the  inability  to  achieve 
satisfactory  local  activator  concentration  due  to  infusion 
remote  from  the  thrombus.  In  addition,  the  plasminogen 
content  of  the  thrombus  may  be  low  and  resistant  to 
lysis. 

Guidelines  for  Patient  Selection 

The  population  of  cardiac  patients  who  would  benefit 
from  thrombolytic  therapy  is  largely  undefined.  The 
time  from  the  onset  of  symptoms  to  complete  and  ir- 
reversible evolution  of  infarction  is  quite  variable,  and 
present  methods  do  not  allow  for  the  selection  of  patients 
with  potentially  salvageable  jeopardized  myocardium. 
Ganz,  et  al9  observed  in  the  dog  laboratory  that  in 
some  dogs  the  ischemic  myocardium  became  completely 
necrotic  within  30  to  40  minutes,  while  in  some,  a 
24-hour  occlusion  failed  to  cause  necrosis.  The  major 
factor  for  this  outcome  was  the  coronary  anatomy  with 
its  potential  for  effective  collateral  circulation.  Factors 
in  humans  that  determine  the  rapidity  of  myocardial 
necrosis  include  the  completeness  of  coronary  artery  oc- 
clusion, anatomic  size  of  the  ischemic  bed,  the  presence 
and  size  of  collateral  circulation  and  myocardial  perfu- 
sion and  oxygen  demand. 

The  initiation  of  intracoronary  SK  should  be  as 
prompt  as  possible.  At  our  Institution,  patients  are 
selected  if  they  are  seen  within  four  hours  of  the  onset 
symptoms.  However,  the  maximum  interval  of  time  for 


significant  myocardial  salvage  remains  to  be  defined. 
The  candidate’s  electrocardiogram  should  show 
evidence  of  acute  injury  as  manifested  by  S-T  segment 
elevation.  Patients  considered  for  intracoronary  throm- 
bolysis must  have  no  contraindication  for  anticoagula- 
tion since  they  are  subsequently  maintained  on  an- 
ticoagulants to  minimize  the  possibility  of  rethrombosis. 

Complications  of  Thrombolytic  Therapy 

The  major  risk  factor  of  the  use  of  SK  is  hemorrhage. 
Significant  bleeding  requiring  transfusion  has  occurred 
in  7%  of  patients  following  SK  infusion.  " Bleeding 
usually  occurs  at  the  catheterization  site  or  at  other  punc- 
ture sites.  The  incidence  of  hemorrhage  increases  when 
the  plasma  fibrogen  level  has  fallen  under  100  mg/dl. 

The  reported  morbidity  of  cardiac  catheterization  in 
the  setting  of  AMI  is  approximately  10%.  Reperfusion 
ventricular  arrhythmias  are  common  and  ventricular 
fibrillation  has  been  observed  and  occur  more  frequently 
than  with  diagnostic  cardiac  angiography  in  patients  with 
AMI. 

Allergic  reactions  to  SK  are  unusual  and  predominant- 
ly occurring  in  patients  with  antistreptokinase  antibodies 
who  have  had  streptococcal  infection  in  the  three  months 
prior  to  receiving  SK  therapy.  UK,  on  the  other  hand, 
is  non-antigenic  and  no  allergic  reactions  have  been 
reported.  Fever  after  SK  is  likely  due  to  absorption  of 
infarcted  tissue  rather  than  to  SK  infusion. 

Assessment  of  Efficacy 

Successful  recanalization  with  intracoronary  SK  is  in 
the  range  of  75-80%.  12  Successful  reperfusion  is  usual- 
ly associated  with  relief  of  ischemic  chest  pain  and  with 
improvement  of  electrocardiographic  S-T  segment 
elevation  suggesting  interruption  of  ischemia.  These 
observations  correlate  with  lysis  of  the  thrombus  on  cor- 
onary arteriography  as  depicted  in  Figure  3 from  a pa- 
tient undergoing  successful  intracoronary  SK  throm- 
bolysis. The  development  of  Q waves  is  generally  not 
prevented  even  with  early  reperfusion.  In  addition, 
reperfusion  is  associated  with  washout  of  enzymes  from 
damaged  zones  which  produces  an  early  rise  and  high 
peak  serum  enzyme  levels  and  distorts  enzyme  estimates 
of  infarct  size. 

Beneficial  effects  of  reperfusion  on  left  ventricular 
function  has  been  suggested  by  significant  improvement 
in  ejection  fraction  determined  by  both  contrast  ven- 
triculography and  radioisotope  gated  studies.  1314  Im- 
provement in  regional  myocardial  perfusion  has  also 
been  reported  using  quantitative  Thallium  201 
perfusion-imaging.  15  These  beneficial  findings  were 
statisfically  significant  when  compared  to  patients  with 
unsuccessful  reperfusion  or  in  patients  receiving  con- 
ventional treatment. 

Reinfarction  and/or  reocclusion  occurs  in  20-33%  of 
patients,  despite  adequate  systemic  anticoagulation. 
These  data  suggest  that  fibrinolytic  therapy  often  does 
not  represent  definite  treatment.  Most  patients  have  a 
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Figure  3 

Coronary  arteriogram  of  a patient  demonstrating  total  occlusion  of  the 
left  anterior  descending  (arrow)  from  a thrombus  (A),  and  following 
Streptokinase  infusion  with  a residual  stenosis  (B). 

residual  high  grade  stenosis  after  successful  reperfusion. 
Fixed  high-grade  stenosis  and  the  possibility  of  reocclu- 
sion and  reinfarction  suggest  that  thrombolytic  therapy 
only  temporizes  and  a permanent  solution  be  attempted. 
Coronary  artery  by-pass  surgery  has  been  performed 
following  SK  therapy.  The  best  time  for  surgery  after  in- 
tracoronary thrombolysis  is  unknown.  Some  patients  are 
candidates  for  coronary  angioplasty  and  balloon  dilation 
has  been  performed  successfully  at  the  time  of  throm- 
bolytic infusion  when  residual  high-grade  stenosis  is 
present  or  when  response  to  thrombolytic  therapy  alone 
has  been  unsatisfactory. 

Intravenous  Streptokinase  for 

Acute  Myocardial  Infarction 

In  spite  of  the  efficacy  and  safety  of  intracoronary  SK, 
there  may  be  only  a small  percentage  of  patients  with 
AMI  who  will  actually  be  treated  with  intracoronary  SK. 
The  difficulties  which  may  limit  its  widespread  use  are: 
only  a small  percentage  of  the  total  number  of  hospitals 
admitting  patients  with  AMI  have  the  necessary  person- 
nel and  cardiac  catherterization  facilities;  it  is  a difficult 
procedure  to  perform,  requiring  coronary  visualization 


and  intracoronary  infusion  of  the  drug;  the  catheteriza- 
tion equipment,  personnel  and  costs  may  not  be  able  to 
cope  with  the  patient  load  this  type  of  procedure  could 
generate. 

Encouraging  results  have  been  obtained  with  an  in- 
travenous (IV)  high  dose  short-time  infusion  of  SK.  16 
Accumulating  evidence  suggests  that  a brief  (1  hour  or 
less)  IV  infusion  of  SK  comprising  a total  dosage  of 
500,000-1 ,500,000  IU  may  produce  rapid  recanalization 
of  a thrombosed  coronary  artery  in  50-60%  of  patients. 
Preliminary  experience  suggests  a beneficial  effect  on 
left  ventricular  function  and  ultimate  infarct  size.  The 
European  Cooperative  Study  17  demonstrated  a 50% 
reduction  in  the  three-month  postinfarction  mortality  in 
the  group  randomly  assigned  to  IV-SK  therapy. 

More  studies  are  needed  to  determine  the  exact  fre- 
quency of  successful  reperfusion  with  the  IV  route. 
Although  IV-SK  results  in  a smaller  percentage  of  suc- 
cessful recanalization  than  that  given  in  intracoronary 
fashion,  the  increased  potential  for  treating  a greater 
number  of  patients  in  a more  timely  fashion  with  the  IV 
route  could  offset  this  disadvantage. 

Conclusion 

In  May  1982,  the  Federal  Drug  Administration  (FDA) 
approved  the  use  of  SK  for  the  treatment  of  coronary 
artery  thrombosis  associated  with  evolving  AMI.  In 
spite  of  its  availability,  most  investigators,  as  well  as  the 
FDA,  consider  as  unresolved  the  potential  benefits  of 
coronary  thrombolytic  therapy  until  the  completion  of 
randomized  studies  addressing  mortality,  morbidity, 
myocardial  salvage,  and  ventricular  function.  The 
potential  of  intracoronary  or  IV  thrombolysis  as  a 
method  of  non-operative  reperfusion  is  considerable  and 
this  technique  may  emerge  as  an  important  development 
in  the  treatment  of  AMI.  However,  a cautious  approach 
is  warranted  until  these  important  issues  have  been  fur- 
ther resolved. 

A promising  new  avenue  of  research  is  the  develop- 
ment of  human  extrinsic  plasminogen  activator,  18  an 
active  thrombolytic  agent  that  does  not  induce  systemic 
fibrinolysis  or  hemostatic  breakdown  because  of  its  re- 
quirement for  binding  to  fibrin.  Thus,  this  agent  is  a po- 
tent, clot-selective  agent  that  can  be  administered  in- 
travenously. The  development  of  this  activator 
substance  is  anxiously  awaited. 
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The  advent  of  vasodilator  agents  in  the  treatment  of 
congestive  heart  failure  is  a major  advance  in  car- 
diovascular therapy.  Recent  reviews  have  demonstrated 
the  importance  of  these  agents.  ' J Vasoconstriction 
deteriorates  an  already  compromised  ventricle  in  con- 
gestive heart  failure.  Vasodilatation  of  arterioles  and 
veins  has  been  shown  to  improve  hemodynamics  in 
acute  and  chronic  congestive  heart  failure.  Beneficial  ef- 
fect on  exercise  tolerance  is  not  dramatic.  Improvement 
in  survival  has  not  yet  been  demonstrated.  Attenuation 
of  the  hemodynamic  improvement  with  chronic 
vasodilatation  is  of  concern. 

Pathophysiology  of  Congestive  Heart  Failure 

To  understand  the  beneficial  effects  of  vasodilating 
agents  the  "compensatory”  mechanisms  in  congestive 
heart  failure  must  be  appreciated.  1 The  fundamental 
disturbance  in  congestive  heart  failure  is  a reduced  car- 
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diac  output.  The  neurohumoral  and  renal  response  to  in- 
adequate perfusion  is  similar  to  the  response  to  hemor- 
rhagic shock.  There  is  a release  of  norepinephrine  and 
circulating  levels  of  catecholamines  are  usually  elevated. 
Renin  is  released  from  the  juxtaglomerular  apparatus 
due  in  part  to  decreased  renal  perfusion  and  in  part  to 
beta-receptor  stimulation.  The  release  of  renin  activates 
the  renin-angiotensin-aldosterone  system.  Angiotensin  II 
is  the  supreme  vasoconstrictor.  Aldosterone  stimulates 
sodium  retention.  Sodium  is  also  retained  at  the  prox- 
imal tubule. 

Enhanced  sympathetic  nervous  system  activity 
peripherally  and  centrally,  a rise  in  angiotensin  II  and  in 
sodium  and  water  content  in  arteriolar  and  arterial  walls 
contribute  to  the  vasoconstrictive  state  in  congestive 
heart  failure,  i.e.,  increased  afterload.  Salt  and  water 
retention  and  increased  venous  tone  contribute  to  the 
fluid  overload  state  in  congestive  heart  failure,  i.e.,  in- 
creased preload. 

Vasoconstriction  or  increased  afterload  is  well 
tolerated  by  healthy  hearts  in  hemorrhagic  shock  but 
with  myocardial  dysfunction,  it  accentuates  dysfunction. 
The  greater  the  ventricular  impairment,  the  greater  the 
vulnerability  to  increased  afterload.  ,J 

In  normal  hearts  increasing  preload  improves  ven- 
tricular function  substantially.  With  myocardial 
dysfunction  the  improvement  in  cardiac  output  is  less 
marked.  Early  work  with  Swan-Ganz  pulmonary  artery 
catheters  demonstrated  that  rising  pulmonary  capillary 
pressures  above  16  to  18  Hg  did  not  improve  cardiac 
output  and  could  lead  to  pulmonary  congestion.  ' 

Beneficial  Effects  of  Vasodilators 

Agents  that  reduce  afterload  will  improve  stroke 
volume  and  cardiac  output.  The  more  severe  the 
dysfunction,  the  more  significant  the  improvement.  Ex- 
perimental models  have  pointed  out  that  if  perfusion 
pressure  is  reduced  excessively,  global  and  regional 
contractility  may  deteriorate. 6 Agents  that  venodilate 
will  reduce  the  left  ventricular  filling  pressure  and 
pulmonary  capillary  wedge  pressure.  This  will  decrease 
pulmonary  congestion.  As  long  as  the  filling  pressure  is 
not  reduced  excessively,  cardiac  output  will  be 
maintained. 

Vasodilator  agents  appear  to  increase  left  ventricular 
compliance  acutely.  78  The  possibility  that  there  is 
direct  positive  inotropic  effect  has  been  suggested  for 
some  agents  but  has  not  been  established.I.  11 

Vasodilator  therapy  improves  not  only  resting  cardiac 
output  and  filling  pressures  but  also  improves 
hemodynamics  with  exercise.  Unfortunately,  the  in- 
crease in  exercise  tolerance  has  been  modest.  In  i:  Re- 
cent reports  attribute  this  limited  enhancement  in  exer- 
cise tolerance  to  a development  of  anatomic  or 
physiologic  shunts  in  skeletal  musculature  during 
vasodilator  treatment.  13 


Attenuation  of  Beneficial  Effects 

The  phenomenon  of  lessening  or  loss  of  hemodynamic 
benefit  with  the  chronic  use  of  vasodilators  has  been  em- 
phasized and  well  reviewed.  14  This  attenuation  has 
been  most  noticeable  with  prazosin  where  some  in- 
vestigators have  reported  up  to  80%  of  patients  receiv- 
ing little  benefit  from  continued  use  of  the  drug  within 
48  to  72  hours  of  initial  treatment.  15  Tolerance  to 
hydralazine  and  captopril  16  has  also  been  reported. 
Minoxidil  appears  to  have  sustained  action  but  its  use 
has  been  limited.  It  is  likely  that  all  vasodilators  will  lose 
efficacy  with  time  in  a percentage  of  patients.  This 
should  be  kept  in  mind  during  follow-up  of  these  pa- 
tients. Increasing  diuretics,  17  increasing  drug  dosage  or 
discontinuing  use  of  the  drug  for  a period  of  time  may 
alleviate  the  problem.  18  The  addition  of  another 
vasodilator  working  through  a different  mechanism  may 
also  be  helpful. 

Vasodilator  Agents 

The  vasodilator  agents  can  be  divided  by  either  their 
mode  of  action  or  by  their  primary  sites  of  action.  Table 
1 indicates  that  a majority  of  agents  available  act  directly 
on  the  smooth  muscle  of  resistant  vessels.  Listed  under 
agents  interfering  with  sympathetic  mediated 
vasoconstriction  is  trimazosin.  Although  not  available  at 
this  time,  this  agent  is  worthy  of  note  as  it  may  not 
develop  drug  tolerance.  Table  2 divides  the  vasodilator 

Table  1 

MODE  OF  ACTION  OF  VASODILATORS  USED  IN 
CONGESTIVE  HEART  FAILURE 


I.  Direct  Relaxation  of  Smooth  Muscle 

Isosorbide  Dinitrate 

Nitroglycerin 

Nitroprusside 

Hydralazine 

Minoxidil 

II.  Alpha  Adrenergic  Blockade 

Phentolamine 

Prazosin 

Trimazosin 

III.  Renin-Angiotensin  System  Interruption 

Captopril  (Converting  enzyme  inhibitor) 
Saralasin  (Competitive  antagonist) 


Table  2 

SITE  OF  ACTION  OF  VASODILATORS  USED  IN 
CONGESTIVE  HEART  FAILURE 


I.  Primary  Venous  Dilatation 

Isosorbide  dinitrate 
Nitroglycerin 

II.  Primary  Arterial  Dilatation 

Hydralazine 

Minoxidil 

III  Balanced  Effect 
Prazosin 
Trimazosin 
Nitroprusside 
Phenotolamine 
Captopril 
Saralasin 
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agents  into  those  with  primary  venous  dilatation, 
primary  arterial  dilatation  and  balanced  dilatation. 
Generally,  those  agents  with  effect  on  venous  tone 
decrease  filling  pressure  and  pulmonary  congestion  and 
minimally  increase  cardiac  output.  Arterial  dilators  in- 
crease cardiac  output  substantially  and  improve 
pulmonary  congestion  marginally.  Combination  therapy 
(e.g.,  isosorbide  dinitrate  and  hydralazine)  is  ap- 
propriate. Notable  by  their  absence  on  these  lists  are  the 
centrally  mediated  vasodilators  that  are  ineffective |li 
and  the  calcium  channel  blocking  agent  nifedipine  which 
may  be  effective  but  probably  has  direct  negative  in- 
otropic effect. 

It  is  beyond  the  scope  of  this  review  to  fully  discuss 
each  agent  but  salient  features  will  be  mentioned. 

Nitroprusside 

Nitroprusside  is  an  intravenous  drug  and  consequently 
is  used  in  acute  congestive  heart  failure.  Nitroprusside 
has  most  commonly  been  shown  to  increase  cardiac  out- 
put greater  than  intravenous  nitroglycerin  or  isosorbide 
dinitrate.  1 211  Nitroprusside  infusions  should  be  begun 
cautiously  at  15^g/minute  with  titration  by  intra-arterial 
pressure  monitoring.  Rebound  vasoconstriction  with  ter- 
mination of  nitroprusside  infusions  occurs  and  the 
employment  of  oral  prazosin  with  weaning  of 
nitroprusside  may  prevent  this. 

Nitroglycerin,  Isosorbide  Dinitrate 

Nitroglycerin  is  effectively  administered  intravenous- 
ly,21 topically,22  or  sublingually. 22  Isosorbide  dinitrate 
is  usually  given  orally  with  hydralazine.  These  agents 
are  venodilators.  Intravenous  infusions  should  be 
monitored  by  pulmonary  artery  pressures  and  intra- 
arterial pressures  in  the  unstable  patient  with  heart 
failure.  Nitroglycerin  infusions  should  begin  at  15  to 
40/rg/minute;  nitroglycerin  paste  should  be  administered 
preferably  every  four  hours  at  dosages  of  one  to  two 
inches. 22  Isosorbide  dinitrate  is  administered  every  four 
to  six  hours  at  dosages  of  10  to  40  mg. 

Hydralazine 

As  mentioned  previously,  hydralazine  is  primarily  an 
arterial  dilator  and  is  used  in  conjunction  with  a 
venodilator  such  as  isosorbide  dinitrate.  Hemodynamic 
benefits  of  this  combination  have  been  established.  Long 
term  benefit  of  this  combination  is  debatable  as  reports 
have  been  contradictory.  11,24  Hydralazine  may  have 
some  unique  properties  among  the  vasodilators  as  there 
are  reports  of  improved  hemodynamics  in  cor  pulmonale 
and  right  ventricular  failure  25  26  as  well  as  possible 
direct  positive  inotropic  effects.9  Dosages  in  the  treat- 
ment of  congestive  heart  failure  with  hydralazine  are 
considerably  higher  than  dosages  in  the  treatment  of 
hypertension  (50-100mg  every  6 hours).  Postural 
hypotension  and  tachycardia  may  occur  with  hydra- 
lazine-isosorbide  dinitrate  combination. 2 This  may  be 
particularly  deleterious  in  patients  with  coronary  artery 
disease. 
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Minoxidil 

Experience  with  minoxidil  is  somewhat  limited.  12  28  29 
Its  advantages  appear  to  be  a pronounced  increase  in  car- 
diac output  and  (at  least  at  this  time)  no  reports  of  at- 
tenuation of  effects  with  chronic  therapy. 30  Drawbacks 
to  its  use  are  significant  water  retention  and  edema  as 
well  as  a tachycardia 10  not  seen  with  other  agents. 
Dosage  range  is  lOmg  daily  to  20mg  twice  a day. 
Prazosin 

Prazosin  has  combined  arterial  and  venous  dilatation 
effects.  As  discussed  previously,  attenuation  of  these  ef- 
fects with  chronic  use  is  a serious  limitation.  15  This 
may  be  overcome  by  increasing  diuretics.  17 18  In  addi- 
tion to  its  balanced  effect  of  increasing  cardiac  output 
and  reducing  pulmonary  vascular  congestion,  prazosin’s 
other  attractive  feature  is  a relatively  greater  improve- 
ment in  exercise  tolerance 10  than  the  other  agents. 
Prazosin  blocks  alpha- 1 receptors.  The  dosage  of  this 
agent  is  as  low  as  2mg  every  8 hours  up  to  as  high  as 
lOmg  every  6 hours.  A lmg  test  dose  is  advisable. 
Captopril 

C'aptopril  is  increasingly  popular  in  the  treatment  of 
severe  congestive  heart  failure.  Captopril  vasodilates  by 
inhibiting  the  production  of  angiotensin  II.  It  leads  to  a 
natriuresis  probably  due  to  improved  renal  plasma  flow, 
suppression  of  hyperaldosteronism  and  lowering  of  cir- 
culating catecholamines.  "Although  renal  insufficiency 
does  occur  with  captopril  therapy,  renal  blood  flow  has 
been  reported  to  increase  60% 31  and  creatinine 
clearance  increases. 32  Clinically,  patients  begun  on 
captopril  can  often  have  their  diuretic  dosages  reduced. 
Attenuation,  although  reported,  is  not  as  prevalent  as 
with  prazosin.  16  Hyperkalemia,  granulocytopenia  and 
severe  hypotension  are  serious  side  effects.  Hypotension 
may  be  due  to  high  levels  of  prostacyclins  seen  par- 
ticularly in  patients  with  hyponetremia. 33  In  any  event, 
patients  should  be  begun  on  a low  trail  dose  of  captopril 
(6.25  mg).  The  usual  maintenance  dose  of  captopril  is  25 
mg  every  6 hours. 

Use  of  Vasodilators  in 
Various  Clinical  Settings 

Vasodilator  therapy  is  appropriate  in  various  clinical 
situations. 

Acute  Myocardial  Infarction 

Routine  use  of  nitroprusside  and  nitroglycerin  in  acute 
myocardial  infarction  is  not  justified.  Results  of  con- 
trolled studies  with  nitroprusside  have  been 
contradictory  34  35  and  many  studies  with  nitroprusside 
and  nitroglycerin  suffer  from  small  study 
populations.  1,36 

Patients  who  develop,  in  the  course  of  an  acute 
myocardial  infarction,  severe  or  moderate  left  ven- 
tricular failure  will  benefit  from  vasodilator  therapy. 
Some  clinical  and  experimental  studies  would  indicate 
that  nitroprusside  can  increase  ischemia  and  infarct 
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size.  37,38  Although  controversial,  it  would  appear  pru- 
dent to  begin  therapy  with  intravenous  nitroglycerin.  If 
nitroglycerin  does  not  improve  hemodynamics  suffi- 
ciently, then  a trial  of  nitroprusside  should  be  instituted. 

Mitral  regurgitation  and  ventricular  septal  defects  due 
to  an  acute  myocardial  infarction  may  be  treated  suc- 
cessfully (at  least  temporarily)  with  intravenous 
nitroprusside  acutely,  and  hydralazine,  prazosin,  etc. 
subacutely. 4 

In  these  critically  ill  patients  Swan-Ganz  catheteriza- 
tion and  intra-arterial  pressure  monitoring  is  essential 
during  infusion  of  vasoactive  substances. 

Heart  Failure  Due  to  Aortic  or  Mitral  Insufficiency 
Hemodynamic  benefit  can  be  achieved  in  patients  with 
aortic  regurgitation.  Cardiac  output  will  increase, 
regurgitant  volume  decreases  as  does  left  ventricular  end 
diastolic  pressure. 4,39  Similar  effects  occur  in  patients 
with  mitral  regurgitation.  ,94°  Agents  with  arterial  or 
balanced  dilatation  will  be  the  most  efficacious  in  these 
settings. 

Chronic  Congestive  Heart  Failure 
Vasodilators  are  not  “first  line  therapy”  for  mild  to 
moderate  heart  failure.  All  these  drugs  have  serious  side 
effects,  most  require  frequent  dosages  through  the  day 
and  some  are  costly.  As  implied  earlier  those  with  the 
most  severely  impaired  ventricles  may  improve  the 
most.  An  echocardiographic  study  has  shown  that  im- 
provement was  seen  in  those  with  the  greatest  left  ven- 
tricular diastolic  dimensions  (more  than  60mm). 41 

Right  heart  catheterization  during  institution  of 
various  vasodilator  drugs  to  predict  long-term  efficacy  is 
unreliable. 42  43  Patients  should  be  followed  closely  as 
initial  improvement  may  dissipate  and  changes  in 
therapy  may  be  necessary. 

Future  Issues 

Many  aspects  of  vasodilator  therapy  need  further 
clarification.  It  is  possible  that  characterizing  patients  by 
serum  levels  of  renin  and  catecholamines  may  dictate  a 
rational  choice  of  vasodilator  agents.  Combination  of 
agents  blocking  sympathetic  vasoconstriction  with 
agents  blocking  renin  angiotensin  system  or  direct 
vasodilators  may  have  promise.  There  are  no  controlled 
studies  to  determine  if  mortality  is  affected  by 
vasodilator  therapy.  However,  it  is  unlikely  that 
vasodilators  can  affect  mortality  as  most  deaths  are  pro- 
bably arrhythmogenic. 

Vasodilator  therapy  improves  hemodynamics  and  pa- 
tients’ sense  of  well  being.  It  is  an  accepted  approach  to 
severe  congestive  heart  failure  and  is  no  longer  under 
the  sole  aegis  of  the  clinical  researcher  or  the  cardiology 
subspecialist. 
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Prosthetic  Cardiac  Valves— 1983 


ARFAN  J.  AL-HANI.  M.D. 


The  successful  implantation  by  Hufnagel  in  1952  of 
the  first  prosthetic  cardiac  valve.  1 a mechanical  caged- 
ball  prosthesis  placed  in  the  descending  aorta,  was 
preceded  by  a period  of  fruitful  work  in  the  fields  of 
bioengineering  and  surgery,  and  followed  by  a number 
of  technical  achievements  in  the  field  of  Cardiovascular 
Surgery. : ' These  included  development  of  the  heart- 
lung  machine  by  John  Gibbon  of  Philadelphia  (1953), 
development  of  the  rotary  blood  pump  by  Michael 
DeBakey  of  Houston  and  perfection  of  the  extracorporal 
circulation  by  C.  Walton  Lillehei  of  the  University  of 
Minnesota  (1955),  and  introduction  of  the  mechanical 
oxygenator  by  Richard  DeWall  ( 1956). Jb  The  road  was 
thus  paved  for  further  achievements  in  the  field. 
Thereafter,  Dwight  Harken  of  Boston  reported  on  the  in- 
sertion of  five  aortic  valve  prostheses  placed  in  the 
natural  subcoronary  position  in  March  1960,  and 
Albert  Starr  of  Portland  followed  with  an  equally  im- 
pressive feat  with  the  insertion  of  the  first  mitral  valve 
prosthesis  in  September  1960. 8 Tissue  valves  were  in- 
troduced in  the  1960s,  when  homograft  valves  obtained 
from  cadavers  were  used  by  Donald  Ross,  y |"  but 
failed  to  attain  wide  acceptance,  mainly  because  of 
logistical  problems  of  procurement.  11  Thus,  efforts 
continued  during  the  mid  and  late  1960s  in  the  direction 
of  improving  mechanical  valves  and  solving  problems 
related  to  their  design,  materials,  and  dynamics.  Most  of 
these  problems  were  eventually  solved  or  minimized 
after  several  changes  in  the  original  Starr-Edwards 
caged-ball  prosthesis,  and  introduction  of  the  Bjork- 
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Shiley  prosthesis  on  January  19,  1969,  with  its  favorable 
tilting-disc  design.  i:  However,  dissatisfaction  with  the 
need  for  indefinite  anticoagulant  therapy  and  its  atten- 
dant morbidity  and  occasional  mortality  provided  a 
strong  stimulus  for  the  development  of  a non- 
thrombogenic  prosthetic  valve.  Thus,  the  first  porcine 
valve  was  made  available  by  Hancock  and  Angell,  and 
implanted  in  February.  1969.  Early  tissue  failure  was 
noted  with  this  valve,  however,  and  was  attributed  to 
Formaline;  13 18  this  problem  was  resolved  by  Carpen- 
tier.  who  utilized  glutaraldehyde  as  a fixative.  Ih  17 
Subsequently,  porcine  valves  received  rapid  and  wide 
acceptance,  as  attested  for  by  the  more  than  40,000  im- 
plants during  the  first  decade  following  their 
introduction.  18  Other  types  of  tissue  valves  are  also 
available,  but  are  used  by  a limited  number  of  surgeons. 
These  include  the  glutaraldehyde-treated  pericardium 
valve  of  Ionescu,  the  dura-matter  valve  of  Zerbini.  the 
glutaraldehyde-treated  homograft  valves  of  Villegas  and 
Angell,  the  homograft  valves  of  Ross,  Yacub,  and 
Barratt-Boyes,  and  fascia  lata  valves.  Relatively  un- 
favorable long-term  results  related  to  tissue  failure, 
valve  calcification  in  children,  and  continued  need  for 
anticoagulants  in  subsets  of  patients  were  perturbations 
which  spurred  continued  search  for  the  ideal  prosthetic 
valve. 

A number  of  newer  prosthetic  valves  were  introduced 
more  recently.  Of  these,  the  St.  Jude  Medical  Valve  is 
gaining  wider  acceptance.  This  valve  was  introduced  in 
October,  1977.  It  is  a bi-leaflet,  low-profile,  center- 
opening prosthesis  fabricated  from  pyrolytic  carbon 
with  a Dacron  sewing  cuff.  Each  of  the  two  identical  oc- 
cluder leaflets  has  the  shape  of  a half-circle,  and  opens 
with  an  85  degree  angle.  This  design  affords  a central 
laminar  flow  across  the  valve  with  low  transvalvular 
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gradients  and  thrombogenicity,  with  encouraging  in 
vitro  and  in  vivo  results.  19  21 

Indications  for  Placement  of 
Prosthetic  Cardiac  Valves 

With  the  consistent  improvements  in  surgical  mortality 
and  valve  design,  and  the  relatively  expanding  segment 
of  the  population  over  65  years  of  age,  valve  surgery 
continues  to  gain  new  grounds  and  expanding 
horizons. 2:  24  The  proper  selection  of  patients  for  valve 
replacement  should  be  based  on  a clear  knowledge  of  the 
natural  history  of  the  valvular  lesion  in  question,  both  in 
patients  with  and  without  symptoms. 

The  onset  of  symptoms  in  patients  with  aortic 
stenosis,  e.g.  angina,  syncope  or,  less  favorable,  heart 
failure,  ushers  a period  of  rapid  physiologic  deteriora- 
tion and  excessive  mortality;  25,26  valve  replacement 
should  be  recommended  without  delay  in  these  patients. 
Indeed,  a drop  in  the  mortality  rate  of  patients  with  aor- 
tic stenosis  from  50%  to  5%  or  less  has  been  achieved 
with  timely  aortic  valve  replacement. 242 

In  patients  with  chronic  aortic  regurgitation,  on  the 
other  hand,  the  presence  of  symptoms  may  coincide  with 
significant  left  ventricular  dysfunction.  This  valvular  le- 
sion may  inflict  significant  deterioration  on  left  ven- 
tricular function  in  the  pre-clinical  (asymptomatic) 
phase. 28  It  is  essential,  therefore,  that  asymptomatic 
patients  undergo  periodic  evaluation  to  identify  the  most 
appropriate  time  for  valve  replacement. 24 Although 
this  endeavor  has  not  yet  been  perfected,  a program  con- 
sisting of  clinical  and  echocardiographic  evaluation, 
coupled  with  radionuclide  left  ventricular  angiography 
and  exercise  tests  should  help  identify  the  appropriate 
time  for  valve  replacement.  12  Asymptomatic  patients 
with  relatively  non-dilated  left  ventricles,  e.g.  end- 
systolic  dimension  (LVESD)  less  than  50  mm  on  M- 
mode  echocardiography,  may  be  followed  clinically, 
with  echocardiography  every  one  to  two  years  and  ra- 
dionuclide ventriculography  at  the  same  frequency; 
when  LVESD  is  greater  than  50  mm  the  frequency  of 
echocardiography  and  radionuclide  ventriculography 
may  be  increased. 30  Generally  speaking,  cardiac 
catheterization  is  indicated  for  patients  with  LVESD  ex- 
ceeding 55  mm  on  two  or  more  successive  echocar- 
diograms. Aortic  valve  replacement  is  recommended  at 
that  stage  since  the  majority  of  those  patients  may 
develop  symptoms  within  only  two  to  three  years. 30  In 
symptomatic  patients  with  chronic  aortic  regurgitation, 
exercise  tests  (exercise  duration)  are  independently 
helpful  in  predicting  postoperative  prognosis  and  rever- 
sibility of  left  ventricular  dysfunction.  Recently, 
measurement  of  left  ventricular  wall  stress  has  been 
recommended  as  a sensitive  measure  for  identifying  the 
optimal  time  for  valve  replacement  in  patients  with 
chronic  aortic  regurgitation. 33 


In  patients  with  mitral  regurgitation,  the  presence  of 
significant  symptoms  (New  York  Heart  Association 
Functional  Class  III)  is  an  indication  for  considering 
mitral  valve  replacement.  Those  with  symptoms  pro- 
voked only  by  unusual  degrees  of  activity  (New  York 
Heart  Association  Functional  Class  II),  who  do  not  have 
any  symptoms  while  performing  their  routine  daily  ac- 
tivities, may  be  followed  clinically;  these  patients  also 
become  candidates  for  mitral  valve  replacement  if  their 
symptoms  increase  with  progressive  left  ventricular 
dysfunction  and  cardiac  enlargement.  Cardiac 
catheterization  and  left  ventriculography  are  generally 
required  to  evaluate  the  degree  of  mitral  regurgitation; 
the  presence  of  significant  mitral  regurgitation  (3  + or 
4+  on  a scale  of  1 to  4)  would  support  the  clinical  in- 
dication for  mitral  valve  replacement.  Doppler  echocar- 
diography is  assuming  an  important  role  in  this  area.  In 
evaluating  left  ventricular  function  and  ejection  fraction, 
it  is  well  to  remember  that  the  normal  compensatory 
mechanism  for  mitral  regurgitation  is  an  increase  in 
ejection  fraction  in  the  initial  stages  of  the  disease,  so 
that  the  detection  of  a mildly  depressed  ejection  fraction 
may  actually  indicate  left  ventricular  dysfunction,  while 
a moderately  subnormal  ejection  fraction  may  indicate  a 
more  advanced  impairment  of  left  ventricular 
function. 34  The  full  extent  of  this  dysfunction  may  be 
apparent  only  postoperatively,  when  the  afterload  im- 
posed on  the  left  ventricle  increases  as  mitral  com- 
petence is  restored.  Mortality  rates  higher  than  average 
should  be  expected  for  patients  with  advanced  left  ven- 
tricular dysfunction,  and  for  those  undergoing  mitral 
valve  replacement  on  emergency  basis,  including  pa- 
tients with  ruptured  chordae  tendinae  (bacterial  endocar- 
ditis, mitral  valve  prolapse,  trauma),  post-infarction 
rupture  of  a papillary  muscle,  or  intractable  infective  en- 
docarditis. Some  patients  with  pure  mitral  regurgitation 
may  benefit  from  mitral  valve  repair.  35,36 

The  cardiac  effects  of  mitral  stenosis  are  usually 
reversible,  thus  permitting  the  option  of  deferring 
surgery  as  long  as  symptoms  are  tolerated  medically. 
Whenever  possible,  mitral  commissurotomy  should  be 
considered  in  lieu  of  mitral  valve  replacement,  and 
every  endeavor  should  be  undertaken  to  preserve  the 
native  valve.  Ideally,  candidates  for  commissurotomy 
are  relatively  young,  with  progressive  symptoms,  in 
sinus  rhythm  rather  than  atrial  fibrillation,  and  without 
heavy  valvular  calcification,  marked  impairment  in  left 
ventricular  function,  or  history  of  embolism  from  a left 
atrial  source.  Patients  with  significant  mitral  regurgita- 
tion and  concomitant  mitral  stenosis,  and  those  with  ma- 
jor disease  involving  the  aortic  or  tricuspid  valve,  are 
not  ideal  candidates  for  commissurotomy. 34  In  general, 
mitral  valve  replacement  is  undertaken  for  patients  with 
mitral  valve  areas  of  less  than  1 to  1.2  cm2.  Treadmill 
exercise  test  and  cardiac  catheterization  aid  in  evaluating 
the  degree  of  functional  impairment  and  the  severity  of 
mitral  stenosis  preoperatively. 
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Complications  of  Prosthetic  Cardiac  Valves 

Thromboembolism  — The  exact  magnitude  of  this 
complication  remains  probably  underestimated  due  to 
difficulties  in  the  clinical  (and  postmortem)  diagnosis  of 
thromboembolism,  undeterminable  frequency  of  “silent” 
episodes  of  thromboembolism,  in  vivo  dissolution  of 
emboli,  and  clinical  underreporting.  An  excellent 
review  of  thromboembolic  complications  was  published 
by  Edmunds, 37  who  reported  collectively  on  a number 
of  published  series. 

For  isolated  aortic  mechanical  valves,  he  calculated  an 
incidence  of  fatal  emboli  of  0.2  to  1 .0  episodes  per  100 
patient-years  for  ball  valves  (e.g.  Starr-Edwards).  This 
figure  includes  the  mortality  rate  (0. 17  instances  per  100 
patient-years)  directly  attributable  to  anticoagulant 
therapy  37'39  (all  patients  with  mechanical  valves  were 
anticoagulated).  The  incidence  is  lower  for  disc 
mechanical  valves  (e.g.  Bjork-Shiley).  The  incidence 
for  valve  thrombosis,  however,  is  higher  for  the  disc 
valves  (not  the  newer  Bjork-Shiley),  and  the  clinical  ex- 
pression more  dramatic  and  urgent,  than  is  true  for  ball 
valves.  Patients  with  isolated  aortic  tissue  valves  rarely 
suffer  fatal  emboli,  and  since  only  10%  of  them  are  an- 
ticoagulated the  morbidity 4041  (2.2  instances  per  100 
patient-years)  and  mortality  of  anticoagulant  therapy 
need  not  be  added  to  their  calculated  risk. 

For  isolated  mitral  mechanical  valves  the  incidence  of 
fatal  and  non-fatal  emboli  and  of  valve  thrombosis  is  the 
same  for  the  original  Bjork-Shiley  and  the  Starr- 
Edwards  prostheses;  the  newer  Bjork-Shiley  valve,  with 
it’s  convexo-concave  disc  design  seems  to  have  a lower 
incidence  of  thrombosis  both  in  the  mitral  and  the  aortic 
positions.  This  latter  design  was  first  used  clinically  in 
1975,  and  was  licensed  by  the  Food  and  Drug  Ad- 
ministration in  1979.  When  compared  to  the  mechanical 
valves  as  a group,  tissue  valves  have  a similar  incidence 
of  non-fatal  emboli  and  a slightly  lower  incidence  of 
fatal  emboli.  Since  40  to  60%  of  patients  with  tissue 
mitral  valves  were  anticoagulated,  tissue  valves  loose 
their  inherent  thromboembolic  advantage  over 
mechanical  valves.  In  a second  collective  review,  Angell 
and  Angell  reported  that  the  average  incidence  of  throm- 
boembolism for  the  porcine  aortic  valve  was  1 .4  per  100 
patient-years,  and  for  the  porcine  mitral  valve  2.9  per 
100  patient-years.  18 

Anticoagulant  Therapy— Rigid  control  of  prothrombin 
times  correlates  well  with  minimizing  thromboembolic 
events  as  well  as  the  hemorrhagic  complications  of  an- 
ticoagulant therapy.  37  42  45  Interaction  between  coumarin 
anticoagulants  and  other  drugs  is  the  second  most  impor- 
tant factor  in  minimizing  the  complications  of  an- 
ticoagulant therapy.46 

Long-term  anticoagulant  therapy  is  required  for  all  pa- 
tients with  mechanical  valves,  regardless  of  the  location. 
Except  for  emergency  situations,  anticoagulants  should 
not  be  interrupted.  Patients  on  chronic  oral  anticoagulant 


therapy  undergoing  elective  surgical  procedures  should 
be  switched  to  intravenous  Heparin.47  Fresh-frozen 
plasma  may  be  used  in  the  immediate  perioperative 
period  to  bring  the  clotting  indices  to  acceptable  levels. 
Tissue  valves  are  relatively  non-thrombogenic  and 
therefore  do  not  require  the  routine  administration  of 
long-term  anticoagulant  therapy.  However,  in  patients 
with  an  increased  susceptibility  for  thromboembolism, 
such  therapy  may  be  indicated  when  the  tissue  prosthesis 
is  placed  in  the  mitral  position:  examples  include  pa- 
tients with  chronic  atrial  fibrillation,  large  left  atria,  in- 
traoperative detection  of  blood  clots  in  the  left  atria, 
history  of  thromboembolism  within  six  months  of  mitral 
valve  replacement,  and  patients  with  low  cardiac  output 
states. 48  51  Even  in  the  absence  of  any  of  these  ag- 
gravating circumstances,  short  term  (3-6  months)  an- 
ticoagulant therapy  is  generally  recommended  following 
implantation  of  tissue  prostheses  in  the  mitral  position. 
Generally  speaking,  tissue  valves  in  the  aortic  position 
do  not  require  anticoagulant  therapy.  Elderly  patients 
may  have  a relatively  higher  incidence  of  thromboem- 
bolism even  when  tissue  valves  are  used. 48  Antiplatelet 
agents  (Aspirin,  Persantine)  do  not  seem  to  be  adequate 
substitutes  to  the  coumarin  anticoagulants.  However,  the 
addition  of  dipyridamole  (Persantine)  may  decrease  the 
incidence  of  thromboembolism  in  patients  with  pro- 
sthetic valves.  The  addition  of  Aspirin  to  coumarin  an- 
ticoagulants may  increase  the  incidence  of  bleeding 
complications  without  added  anticoagulant  advantage  to 
using  coumarin  anticoagulants  alone.44  52  61 

Infective  Endocarditis  — The  average  incidence  of 
prosthetic  valve  endocarditis  is  1-4  per  100  patient- 
years,  and  is  not  significantly  different  between 
mechanical  and  tissue  prostheses.  62  63  Early  (less  than 
60  days)  infection  is  usually  caused  by  Staphylococcus 
epidermitis  or  Staphylococcus  aureus,  fungi,  or  gram 
negative  organisms,  while  late  infection  is 
bacteriologically  not  too  dissimilar  from  native  valve  en- 
docarditis, with  Streptoccoccus  species  predomina- 
ting. 5662  63  The  infection  may  be  clinically  subtle,  with 
a flu-like  picture,  or  may  be  dominated  by  fever, 
fatigue,  malaise,  anorexia,  sweating,  and  chills.  The 
development  of  a new  murmur  and  of  splenomegaly  are 
relatively  common,  especially  in  “late”  cases,  while 
leukocytosis  and  petechiae  are  noted  only  in  about  half 
of  the  patients.  Episodes  of  systemic  embolization 
should  always  suggest  the  diagnosis.  Mechanical  valve 
endocarditis  usually  involves  the  subvalvular  cardiac 
tissue  with  frequent  development  of  ring  abscesses, 
while  tissue  valve  infection  is  frequently  limited  to  the 
cusps  of  the  prosthesis.  64  65  This  may  explain  the 
relatively  higher  success  rate  in  treating  tissue  valve  en- 
docarditis as  compared  to  mechanical  prosthesis  endo- 
carditis.66  67  In  patients  with  multiple  valve  prostheses, 
infection  is  not  uncommonly  confined  to  the  most 
downstream  prosthesis. 68  Frequent  clinical  evaluations 
coupled  with  laboratory  investigations,  including  m-ntode 
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and  2-dimensional  echocardiography,  69  70  should  con- 
firm the  diagnosis  in  the  majority  of  cases. 71 71  Bacterio- 
cidal antibiotics  should  be  utilized.  Prompt  resort  to 
surgical  replacement  of  an  infected  valve  prosthesis  is  an 
important  step  in  the  management  of  patients  who  are 
resistant  to  medical  therapy,  and  those  with  severe  or  un- 
controlled congestive  heart  failure,  valve  dehiscence  or 
thrombosis,  systemic  emboli,  or  uncontrolled  infection. 
Anticoagulant  therapy  should  not  be  discontinued  while 
treating  patients  with  prosthetic  valve  endocarditis 
unless  a complication,  e.g.  central  nervous  system  em- 
bolization, indicates  the  need  for  temporary  suspension 
of  this  therapy.  Prevention  of  prosthetic  valve  endocar- 
ditis rests  on  adequate  antibiotic  prophylaxis  for  dental, 
surgical,  and  gynecological  procedures  following  accep- 
table recommendation.  74  75 

Hemolysis  — Low-grade  hemolysis  is  a common  se- 
quel to  the  placement  of  mechanical  valve 
prostheses,  76  77  especially  in  the  aortic  position. 78  This 
hemolysis  is  usually  well  compensated  and  only  very 
rarely  leads  to  the  development  of  anemia; 74  it  is  pro- 
bably related  to  blood  turbulance  and  the  shearing  forces 
of  blood  flow  across  the  prosthesis,  and  does  not 
necessarily  imply  the  presence  of  prosthesis  malfunc- 
tion. Laboratory  evidence  of  hemolysis  is  more  fre- 
quently noted  in  patients  with  aortic  than  with  mitral 
prostheses. 811  A stenotic  or  malfunctioning  valve,  or  a 
paravalvular  leak,  may  lead  to  significant  hemolysis,81 
and  to  the  development  of  anemia  if  RBC  destruction  ex- 
ceeds its  normal  rate  by  three-to-four-fold. 82  Renal 
hemosiderosis  may  results  from  excessive  urinary  excre- 
tion of  iron. 81  Tissue  valves  have  very  low  intrinsic 
hemolytic  properties  and,  indeed,  their  introduction 
resulted  in  significant  amelioration  of  valve-related 
hemolysis.  The  older  trackless  cloth-covered  Starr- 
Edwards  prosthesis,  and  the  Beall.  Ionescu-Shiley,  and 
Braunwald-Cutter  prostheses  are  especially  notorious 
for  their  hemolytic  properties.  The  diagnosis  of 
hemolysis-related  anemia  is  usually  easy  to  confirm,  and 
therapy  consists  of  iron  administration;  blood  transfu- 
sion is  required  only  for  the  occasional  severe  case,  and 
valve  replacement  is  reserved  for  patients  with  signifi- 
cant prosthesis  malfunction  or  paravalvular  leak. 

Prosthesis  Dysfunction  — Prosthesis  dysfunction 
related  to  intrinsic  design  problems  has  been  somewhat 
minimized  with  the  bioengineering  modifications  of  the 
major  valve  prostheses,  and  with  the  introduction  of 
newer  valve  designs.  However,  material  fatigue  and 
mechanical  failure  continue  to  plague  both  tissue  and 
mechanical  valves.  It  is  clear,  nevertheless,  that  when 
material  longevity  is  appraised  independently,  tissue 
valves  wear  much  earlier  than  mechanical 
valves. 84  Tissue  valves  are  subject  to  leaflet  tears,  in- 
tracuspal  hematomas,  cusp  rupture,  loss  of  pliability, 
degeneration,  perforation,  and  calcification.  85 
Mechanical  valves  have  their  share  of  mechanical  pro- 
blems. These  include  poppet  variance  due  to  lipid  ab- 
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sorption  in  the  older  caged-ball  prostheses  (produced 
before  1966),  cloth  wear,  and  poppet  sticking;  disc 
valves  are  subject  to  strut  fracture,  a problem  that  seems 
to  be  related  to  “welding  technique,”  and  apparently 
resolved  with  the  new  valve  modification. 92 

In  the  tricuspid  or  mitral  position,  the  cage  of  a caged- 
ball  prosthesis  or  the  strut  of  a porcine  valve  may,  when 
incorrectly  inserted,  rub  against  the  endocardium  in- 
citing ventricular  arrhythmias,  or  causing  obstruction  to 
blood  flow.68 

Valve  thrombosis  of  mechanical  valves  is  seen  more 
commonly  with  the  disc  models. 9}  This  serious  com- 
plication is  commonly  attributed  to  lack  of  adequate  an- 
ticoagulant control  or  to  injudicious  discontinuation  or 
modification  of  anticoagulant  therapy.  Again,  design 
modification  in  the  new  Bjork-Shiley  valve,  with  the 
convexo-concave  occluder,  is  claimed  to  have  reduced 
this  problem  significantly. 92  The  St.  Jude  Medical 
valve  seems  to  enjoy  favorable  flow  characteristics 
which,  together  with  its  low-profile  construction,  make 
it  an  attractive  addition  to  the  other  types  of  mechanical 
prostheses. 21  94  96  However,  despite  a relatively  large 
favorable  experience  with  this  valve,  with  2,826  im- 
plants reported  on  in  April  1982, 97  sporadic  functional 
problems  and  complications  have  been  reported, 98 104 
and  some  concern  has  been  raised  regarding  the  asyn- 
chronous motion  of  the  two  valve  leaflets.  This  latter 
observation,  which  is  more  prevalent  in  patients  with 
atrial  fibrillation,  ",s  has  been  judged  clinically 
inconsequential. 97  The  valve  can  be  visualized  and 
studied  with  fluoroscopy  (but  not  x-ray),  and  may  be 
evaluated  echocardiographically.  ")6'"18 

Valve  durability  remains  the  most  important  concern 
with  tissue  prostheses.  These  valves  undergo  varying 
degrees  of  tissue  changes  in  vivo  as  well  as  in 
vitro.  1(19 111  Of  these  changes,  valve  calcification  is 
especially  prevalent  in  children  and  young  adults,  115 
causing  early  valve  stenosis  and  malfunction  and  requir- 
ing valve  replacement.  The  calcific  changes  are  pro- 
bably caused  by  the  rapid  calcium  turnover  in  children 
and,  perhaps,  other  immunologic  factors.  11611  Due  to 
their  high  failure  rates,  tissue  valves  are  not  suitable  for 
use  in  children  and  young  adults,  in  whom  other  alter- 
native choices  of  valve  substitutes  must  be 
considered.  118 

Choice  of  Valve  Prosthesis 

As  clinicians  await  the  introduction  of  the  ideal  pro- 
sthesis, the  process  of  selecting  a valve  replacement  re- 
mains highly  influenced  by  a variety  of  factors,  in- 
cluding the  patient's  age,  sex,  motivation,  fecundity, 
heart  size,  and  presence  of  other  cardiac  findings  or  con- 
traindications to  anticoagulant  therapy.  The  process  of 
selection  may  be  considered  in  two  steps:  in  the  first  the 
choice  between  a mechanical  and  a tissue  prosthesis  is 
made,  while  the  relatively  easier  task  of  selecting  a par- 
ticular prosthesis  design  is  made  in  the  second  step.  The 
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selection  process  should  include  a thorough  and  careful 
debate  between  the  primary  physician,  cardiologist,  car- 
diovascular surgeon,  and,  most  importantly,  the  patient. 
The  following  broad  guidelines  are  suggested: 

Tissue  valves  are  suitable  for: 

1.  Patients  with  absolute  contraindications  to  an- 
ticoagulant therapy,  e.g.  bleeding  peptic  ulcer. 

2.  Patients  with  avocations  that  preclude  anticoagulant 
therapy,  e.g.  professional  athletes. 

3.  Patients  who  cannot  reliably  take  anticoagulants, 
e.g.  mental  patients,  pathologic  criminals. 

4.  Patients  with  relatively  shorter  life  expectancies. 

5.  Young  women  who  expect  to  bear  children,  and  in 
whom  anticoagulants  may  be  associated  with  un- 
toward effects.  These  patients  should  be  prepared  to 
have  prostheses  re-replacement. 

Mechanical  valves  are  suitable  for: 

1.  Young  patients  with  a long  life  expectancy. 

2.  Patients  with  no  contraindications  to  anticoagulant 
therapy. 

3.  Patients  with  relatively  small  left  ventricles  or  aortic 
roots. 

4.  Children. 

5.  Patients  with  chronic  renal  disease  or  altered  calcium 
metabolism  which  may  result  in  early  tissue  valve 
calcification  and  dysfunction. 

6.  Young  women  who  expect  to  be  pregnant  and  who 
are  not  willing  to  undergo  another  valve  replacement 
in  the  future.  These  patients  should  accept  to  take 
parenteral  anticoagulants  (Heparin)  during  the  first 
three  and  last  two  months  of  pregnancy,  and  oral  an- 
ticoagulants for  the  remaining  four  months;  this  ap- 
proach is  compatible  with  normal  pregnancy  and 
delivery  when  the  patient  is  correctly  selected  with 
respect  to  motivation  and  cooperation. 

More  than  three  decades  following  the  implantation  of 
the  first  valvular  prosthesis,  the  ideal  prosthetic  valve  — 
as  defined  by  Harken"9  — is  yet  to  be  made  available. 
This  despite  the  intense  interest  in  the  subject,  which  is 
attested  to  by  the  more  than  2,000  references  related  to 
the  designs  of  these  prostheses. 2 Valve  replacement,  a 
palliative  procedure,  continues  to  utilize  these  subop- 
timal  devices  which  continue  to  manifest  fatigue, 
malfunction,  and  infection  at  a higher  rate  than  native 
valves,  and  which  require  life-long  anticoagulant 
therapy  in  a large  proportion  of  patients.  As  we  await  the 
solution  of  these  problems,  it  is  clear  that  the  importance 
of  the  less  popular  attitude  of  repairing  (whenever  feasi- 
ble) rather  than  replacing  cardiac  valves  cannot  be 
overemphasized.  This  attitude  has  been  more  popular 
amongst  our  colleagues  in  Europe.  The  majority  of 
surgeons  in  the  United  States,  however,  are  more  at  ease 
replacing  diseased  valves  rather  than  repairing  them. 
Clearly,  a renewed  committment  to  valvular  repair  is 
needed,  coupled  with  appropriate  training  of  cardiac 
surgeons.  Ideally,  native  valves  should  be  preserved  and 
should,  when  their  fail,  be  repaired  rather  than  replaced. 
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ABSTRACT  — Scurvy,  once  an  epidemic  disease 
among  mariners,  migrants  and  the  military,  has 
become  a clinical  rarity  in  the  United  States.  Never- 
theless, ascorbic  acid  depletion,  severe  enough  to  pro- 
duce scurvy,  is  an  occasional  clinical  problem  not- 
withstanding the  present  popularity  of  Vitamin  C as 

The  Identification  of  the  Antiscorbutic  Factor 

Two  hundred  and  fifty  years  ago,  scurvy  was  a fatal 
disease  without  cure,  despite  repetitive  discoveries  of 
the  anti-scorbutic  properties  of  fresh  fruit  and 
vegetables.  Dr.  James  Lind  published  the  results  of  his 
classical  controlled  clinical  experiment  in  1753.  1 He 
divided  twelve  scorbutic  British  sailors  into  six  groups 
of  two.  The  control  group  continued  to  eat  the  scorbutic 
diet.  The  remedies  offered  were  citrus  fruits,  cider, 
vinegar,  dilute  sulphuric  acid,  and  sea  water.  The  men 
receiving  citrus  fruits  recovered  quickly  and  those  given 
cider  slowly.  Lind  recognized  the  anti-scorbutic  proper- 
ties of  other  fruits  and  vegetables,  especially  onions. 

Lind’s  results  were  practiced  by  Captain  James  Cook 
who  insisted  that  his  sailors  drink  lemon  juice  daily  dur- 
ing his  long  voyages  of  discovery.  Despite  the  success 
of  the  British  navy  in  preventing  scurvy  by  citrus  fruit, 
speculation  about  the  etiology  of  the  disease  continued 
until  the  identification  of  ascorbic  acid  as  the  anti- 
scorbutic factor. 

During  the  19th  century  the  nature  of  scurvy  was 
widely  debated.  The  idea  that  the  disease  was  com- 
municable persisted  despite  the  demonstration  of  the  im- 
portance of  diet.  Some  physicians  felt  that  toxins,  pre- 
sent in  foods  or  produced  by  fermentation  or  digestion 
in  the  gut,  were  the  cause.  Others  thought  that  scurvy 
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a cureall.  Current  economic  conditions,  producing  high 
costs  of  foods,  may  contribute  to  Vitamin  C defi- 
ciency among  people  with  low  and  fixed  incomes, 
especially  the  elderly  and  the  retired.  An  historical 
perspective  on  the  disease  as  physicians  presently  en- 
counter it,  may  have  timely  clinical  value. 

was  produced  by  an  imbalance  between  acid  and  alkaline 
foods.  In  1848,  Garrod  : suggested  that  scurvy  might 
be  a dietary  deficiency,  but  he  and  others  were  unable 
to  identify  the  specific  component  of  foods  known  to 
cure  or  prevent  scurvy.  Garrod  analyzed  the  potato  and 
other  fruits  and  vegetables  for  potassium  and  because  of 
their  high  potassium  content  concluded  that  a diet  poor 
in  potash  was  the  cause  of  scurvy. 

The  1892  and  1896  editions  of  Osier’s  textbook  reflect 
these  debates: 3 4 

An  insufficient  diet  appears  to  be  an  essential  ele- 
ment in  the  disease,  and  all  observers  are  now 
unanimous  that  it  is  the  absence  of  those  ingredients 
in  the  food  which  are  supplied  by  fresh  vegetables. 
What  these  constituents  are  have  not  yet  been 
definitely  determined. 3 

The  identification  of  the  antiscorbutic  factor  required 
an  understanding  of  accessory  food  factors  or  vitamins, 
as  well  as  the  recognition  that  scurvy  is  found  in  only 
some  animals.  Feeding  experiments  in  rats,  mice,  and 
dogs,  for  example,  would  not  yield  information  about 
scurvy.  In  the  last  decade  of  the  19th  century,  Theobald 
Smith  studying  beri-beri  produced  a hemorrhagic 
disease  by  feeding  guinea  pigs  a diet  of  dried  oats 5 but 
did  not  investigate  the  condition  further  because  the 
animals  did  not  develop  beri-beri.  Holst  and  Frolich 
repeated  Smith’s  experiment  in  1907  and  documented 
that  the  pathologic  changes  in  bone  were  identical  to 
human  scurvy.6  7 They  were  able  to  prevent  and  cure 
the  disease  by  feeding  fresh  fruits  or  vegetables.  In 
1912,  F.G.  Hopkins  published  his  studies  of  feeding  ex- 
periments in  rats  demonstrating  the  necessity  of  small 
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amounts  of  accessory  food  factors. 8 Shortly  thereafter, 
Casimir  Funk  popularized  the  concept  of  vitamins. g In 
1918,  Hardin  and  Zilva 10  demonstrated  that  lemon 
juice  contained  a potent  anti-scorbutic  reducing  agent 
which  they  called  Vitamin  C.  Albert  Szent-Gyorgyi  an- 
nounced the  isolation  of  hexuronic  acid  from  the  adrenal 
cortex  in  1928  " and  by  1932,  hexuronic  acid  obtained 
from  cabbage  and  citrus  fruits  was  found  to  be  a potent 
anti-scorbutic  in  guinea  pigs.  12  In  1933,  hexuronic  acid 
was  renamed  ascorbic  acid  and  recognized  as  the  anti- 
scorbutic factor.  Vitamin  C.  13  Successful  treatment  of 
human  scurvy  in  an  infant  using  purified  ascorbic  acid 
was  also  reported  in  1933.  14  The  dietary  importance  of 
ascorbic  acid  and  its  sources  was  further  emphasized  by 
experiments  using  a diet  deficient  in  ascorbic  acid  in 
humans.  15  16  At  the  onset  of  World  War  II  there  was 
sufficient  understanding  of  the  need  for  ascorbic  acid  to 
effect  changes  in  clinical  practice  and  in  the 
epidemiology  of  the  disease. 

A Survey  of  Scurvy  at  Yale-New  Haven 
Hospital,  1941-1971 

Patient  records  at  the  Yale-New  Haven  Hospital  from 
1941  to  1971  with  a discharge  diagnosis  of  scurvy  were 
reviewed.  Criteria  for  the  diagnosis  of  scurvy  were: 

1 . a history  of  inadequate  diet:  e.g. , inadequate  amounts 
of  fresh  fruits,  fresh  vegetables,  vitamin  sup- 
plements, or  enriched  foods  in  the  diet  for  at  least  4-6 
months. 

2.  physical  findings  consistent  with  scurvy:  bleeding 
diathesis  (capillary  fragility,  perifollicular  hemor- 
rhages, ecchymoses,  petechiae),  hyperkeratosis, 
hypertrophy  of  the  gums,  and  in  children  chest  wall 
deformity. 

3.  laboratory  and  x-ray  data  consistent  with  scurvy: 
bone  changes  in  children;  abnormally  low  blood, 
plasma,  or  urine  ascorbic  acid;  and  anemia. 


AGE  DISTRIBUTION  OF  SCURVY  AMONG  20  PATIENTS 
AT  THE  YALE- NEW  HAVEN  HOSPITAL 
(1941  - 1971) 


AGE  IN  YEARS 


4.  a response  to  ascorbic  acid  and  dietary  therapy  as 
measured  by  return  to  normal  of  clinical  and 
laboratory  tests. 

5.  the  absence  of  or  exclusion  of  other  causes  for  the  pa- 
tients scorbutic  findings. 

Only  patients  with  at  least  four  of  the  five  criteria  were 
included  in  the  review.  The  majority  of  patients  did  not 
have  confirmatory  biochemical  evidence  of  ascorbic 
acid  deficiency  by  laboratory  measurements  of  ascorbic 
acid  levels. 

During  the  30  year  sample,  23  patients  were  dis- 
charged with  the  diagnosis  of  scurvy.  The  diagnosis  of 
scurvy  could  not  be  substantiated  in  three  patients. 
Among  the  20  patients  meeting  the  criteria  for  the 
diagnosis  of  scurvy,  two  adult  patients  were  each  admit- 
ted twice  with  scurvy.  There  were,  therefore,  22 
episodes  of  scurvy  during  the  30  year  period.  There 
were  no  deaths  related  to  scurvy. 

Age,  Sex  and  Race  ( Figure  1): 

There  were  ten  children,  all  between  the  ages  of  six 
months  and  two  years:  eight  children  were  less  than  one 
year  of  age.  Of  the  ten  adults,  seven  were  60  years  old 
or  older.  There  was  a slight  male  predominance  (3:2) 
among  all  patients.  However,  among  the  children  there 
were  as  many  females  and  among  the  adults,  males  ex- 
ceeded females  9:1.  The  only  black  patient  was  a 
female. 

Pattern  of  Admissions  ( Figure  2): 

Fourteen  of  the  22  admissions  (65%)  occurred  during 
the  first  ten  years  of  the  study  period.  Ten  of  these  14 
patients  were  children.  There  were  no  children  admitted 
with  scurvy  after  1949. 

Eleven  admissions  (50%)  occurred  during  a four 
month  period  of  the  year  from  April  through  July.  The 
remainder  of  admissions  were  distributed  evenly 
throughout  the  rest  of  the  vear. 

HOSPITAL  ADMISSIONS  FOR  20  PATIENTS  WITH  SCURVY 
AT  THE  YALE-NEW  HAVEN  HOSPITAL  DURING  30  YEARS 
(1941  - 1971) 
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Diet,  Social  and  Medical  History: 

All  patients  had  a history  of  eating  diets  inadequate  in 
Vitamin  C containing  foods.  One  child’s  parents  claimed 
a "food  allergy”  prevented  his  taking  orange  juice.  Half 
the  children  were  described  by  their  parents  as  feeding 
problems.  Three  children  were  mentally  retarded. 

Six  of  the  ten  adults,  all  men,  lived  alone.  Four  of  the 
ten  adults  were  chronic  users  of  alcohol.  Most  of  these 
patients  cooked  only  simple  or  convenience  foods  for 
themselves  or  ate  in  restaurants.  Three  adults  were 
unable  to  cook  for  themselves,  but  despite  regular  provi- 
sion of  food,  they  accepted  only  candy,  baked  goods, 
dairy  products,  coffee  or  tea,  and  an  occasional  egg. 
Two  patients  had  been  hospitalized  or  treated  for 
psychiatric  illness.  Only  one  adult  was  regularly 
employed;  ironically,  he  worked  in  a restaurant.  Six 
adults  were  unemployed  or  unemployable  and  three  had 
been  retired.  Eight  adults  had  other  medical  problems 
which  may  have  contributed  to  their  deficiency  disease. 
Three  adults  had  gastrointestinal  disease  (gastritis, 
ulcer,  or  dermatitis  herpetiformis).  Two  of  the  adults 
had  alcoholic  liver  disease  proven  by  liver  biopsy. 

Symptoms: 

At  each  of  12  admissions  the  adult  patients  complained 
of  bruises  or  easy  bruiseability.  In  seven  admissions  the 
patient  complained  of  painful  bruises  of  the  legs.  In  75% 
of  the  adult  admissions  the  patients  complained  of 
v/eakness,  easy  fatigue,  or  postural  symptoms.  On  one 
occasion  a syncopal  episode  was  the  event  precipitating 
admission.  Anorexia  was  a complaint  in  five  of  twelve 
admissions;  weight  loss  was  a complaint  in  only  25%  of 
the  adult  admissions. 

In  the  ten  admissions  of  children,  only  four  had  com- 
plaints of  bruising  or  easy  bruiseability.  One  child  had 
bleeding  gums.  All  but  one  child  had  painful  legs 
manifested  by  crying  when  the  legs  were  moved  or  by 
inability  to  walk. 

Seven  children,  all  less  than  a year  old,  held  their  legs 
in  the  “frog  leg”  position.  The  child  without  painful  legs 
was  brought  to  the  hospital  because  of  inability  to  walk 
at  22  months  of  age;  he  had  a history  of  malnutrition  and 
painful  legs  before  one  year  of  age. 

Among  children  symptoms  had  been  present  for  about 
two  weeks  (range  1-4)  whereas  the  adults  had  symptoms 
for  about  three  weeks  (range  2-6)  before  seeking 
medical  attention. 

Physical  Findings  ( Table  1): 

Among  the  children,  fever  and  the  “bayonet  deformi- 
ty” of  the  anterior  chest  wall  were  the  most  frequent 
physical  findings.  Each  was  present  in  eight  of  ten 
children.  Two  of  the  febrile  children  had  pneumococcal 
pneumonia.  The  other  children  had  no  evidence  of 
bacterial  infection.  Fever  without  infection  was  present 
on  only  four  of  the  12  adult  admissions.  Among  adults 
cutaneous  manifestations  of  increased  capillary  fragility 


Table  I 

PHYSICAL  FINDINGS 


Adult 

Child 

Ecchymoses 

12/12 

4/10 

Petechiae 

12/12 

3/10 

Perifollicular  Hemorrhages 

10/12 

None 

Positive  Tourniquet  Test 

10/11 

5/10 

Hyperkeratosis 

7/12 

None 

Corkscrew  Hairs 

6/12 

None 

Gum  Hypertrophy 

10/12 

5/10 

Fever  (Without  Infection) 

4/12 

6/10 

Chest  Wall  Deformity 

None 

8/10 

were  the  most  common  indication  of  scurvy.  Ec- 
chymoses  and  petechiae  were  present  in  all  adult  patients 
and  perifollicular  hemorrhages  were  present  in  ten  of  the 
12  adult  admissions.  Only  four  children  had  ecchymoses 
and  only  three  had  petechiae.  The  Rumpel-Leede  test  for 
capillary  fragility  was  positive  in  ten  adult  admissions 
and  in  five  childhood  admissions.  Hypertrophic,  en- 
gorged gums  were  found  in  ten  admissions  among  adults 
and  in  five  children.  Gingival  changes  were  found  on 
each  admission  of  the  two  adults  admitted  twice  for  scur- 
vy. Two  adults  were  edentulous  and  had  no  gum 
changes. 

Corkscrew  hairs  and  hyperkeratopic  skin  were  promi- 
nent findings  only  among  the  adults. 

Labortory  and  X-ray  Findings: 

The  most  common  laboratory  finding  was  anemia.  In 
eight  instances  (three  adults,  five  children)  the 
pathogenesis  of  the  anemia  was  not  evident  from  the 
clinical  information.  Megaloblastic  changes  in  the  bone 
marrow  were  found  in  the  four  adult  patients  who  had 
bone  marrow  examination;  three  of  these  patients  had 
very  low  serum  folic  acid  levels,  and  all  had  a brisk 
reticulocyte  response  with  folic  acid  and  ascorbic  acid 
replacement  and  a normal  diet.  Two  adults  without 
macrocytosis  on  the  peripheral  blood  smear  also  had 
reticulocytosis  after  institution  of  diet  and  ascorbic  acid 
therapy.  One  of  the  folic  acid  deficient  patients  had 
severe  thrombocytopenia  which  quickly  returned  to  ade- 
quate levels  for  hemostasis  after  vitamin  therapy  was 
instituted. 

Nine  of  the  ten  children  had  white  blood  cell  counts 
greater  than  10,000  per  cubic  ml.  Seven  of  these 
children  had  no  evidence  of  infection  and  a range  of 
white  blood  cell  count  between  10,350  and  22,000.  Nine 
children  had  characteristic  radiologic  evidence  for 
scurvy . 

Six  patients,  including  one  with  two  admissions,  had 
confirmation  of  the  clinical  diagnosis  of  scurvy  by 
laboratory  documentation  of  low  ascorbic  acid  in 
plasma,  serum,  or  whole  blood,  or  a reduced  urinary 
secretion  of  an  ascorbic  acid  load.  Three  patients  had 
reduced  plasma  or  whole  blood  ascorbic  acid  only. 
Three  patients,  one  with  two  admissions,  demonstrated 
retention  of  ascorbic  acid  with  increasing  amounts  of 
renal  clearance  as  treatment  progressed. 
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The  Historical  Continuity  of  the  Clinical 
Features  of  Scurvy 

The  clinical  data  from  1941  to  1971  describes  an  ill- 
ness little  changed  from  that  of  older  accounts.  None  of 
the  case  reports  of  adult  patients  in  this  series  could  sur- 
pass this  description  given  one  hundred  years  ago  in 
“Two  Years  Before  The  Mast.” 

The  scurvy  had  begun  to  show  itself  on  board.  One 
man  had  it  so  badly  as  to  be  disabled  and  off  duty,  and 
the  English  lad,  Ben,  was  in  a dreadful  state,  and  was 
daily  growing  worse.  His  legs  swelled  and  pained 
him  so  that  he  could  not  walk;  his  flesh  lost  its 
elasticity,  so  that  if  pressed  in  it  would  not  return  to 
its  shape;  and  his  gums  swelled  until  he  could  not 
open  his  mouth.  His  breath,  too,  became  very  offen- 
sive; he  lost  all  strength  and  spirit;  could  eat  nothing; 
grew  worse  every  day,  and,  in  fact,  unless  something 
was  done  for  him,  would  be  a dead  man  in  a week, 
at  the  rate  at  which  he  was  sinking.  17 

The  children,  with  their  chest  wall  deformities  and 
“frog  leg”  position  were  similar  to  the  children  described 
by  Thomas  Barlow  100  years  ago: 

The  boy  is  ricketty;  there  is  some  beading  of  the 
ribs  although  the  thorax  is  not  grooved,  his  epiphysis 
is  a little  enlarged  and  he  has  only  two  teeth,  but 
rickets  is  not  sufficient  alone  to  explain  his  condition. 

He  lies  on  his  back  and  scarcely  moves  the  trunk 
though  he  frequently  turns  his  head  from  side  to  side. 
Both  radii  are  enlarged  at  the  lower  end  but  the  right 
more  so  than  the  left,  not  only  in  circumference  but 
in  vertical  measurement  to  a slight  amount.  It,  in  fact, 
suggests  a ricketty  enlargement  plus  a slight  thicken- 
ing extending  upward  for  perhaps  an  inch.  The  child 
cried  wherever  he  is  touched,  but  the  mother  has 
noticed  his  right  wrist  notably  more  tender  than  the 
other  for  a day  or  two.  The  left  thigh  is  kept  half 
flexed.  Both  the  left  thigh  and  leg  are  slightly  swollen 
so  that  the  contour  of  the  limb  is  different  from 
natural,  assuming  in  the  thigh  rather  a cylinderical 
shape.  There  is  no  fluctuation  and  no  sign  of  effusion 
in  the  knee  or  ankle  joint.  The  child  screams  so  much 
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that  one  cannot  examine  thoroughly,  but  in  spite  of 
being  flexed  it  does  not  seem  reason  to  suspect  hip 
joint  trouble.  18 
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Payment  for  Physicians’  Services 

AMA  COUNCIL  ON  MEDICAL  SERVICE 


Introduction 

In  the  context  of  heightened  concern  about  accelera- 
tion in  health  care  spending,  and  with  exploration  of 
alternatives  to  retrospective  cost  reimbursement  for 
hospitals  underway,  increased  attention  is  also  being 
given  by  government,  private  payors  and  the  profession 
to  the  alternative  methods  under  which  payment  can  be 
made  for  physcians’  services,  and  to  the  impact  of  each 
on  the  quality,  accessibility,  and  costs  of  medical  care. 

In  its  Report  K at  the  1982  Interim  Meeting,  the  Coun- 
cil alerted  the  House  of  Delegates  to  some  of  the  prob- 
lems for  the  profession  seemingly  resulting  from  use  of 
the  “UCR"  concept  to  establish  third  party  physician 
payment  levels,  and  further  Council  review  of  the  entire 
subject  of  payment  for  physicians  services  was  prom- 
ised. The  purpose  of  the  present  report  is  to  convey  to 
the  House  the  findings  to  date  of  that  review.  Specifical- 
ly, this  report  will  address  two  major  issues: 

1.  Whether  present  Association  policy  on  the  general 
subject  of  payment  for  physician  services  continues  to 
be  appropriate  in  the  context  of  the  three  basic  ap- 
proaches to  such  payment  — fee-for-service,  “capita- 
tion” and  salary. 

2.  Whether,  with  specific  reference  to  the  “fee-for- 
service”  approach,  current  and  future  problems 
resulting  from  use  of  the  UCR  concept  to  establish 
the  amount  of  third  party  payment  for  physician  ser- 
vices might  be  remedied  by  change  to  an  indemnity- 
based  system  for  such  third  party  payment.  (Such  in- 
demnity payments  would  represent  a schedule,  with 
the  physician  charging  the  patient  what  he  belives  to 
be  a fair  and  equitable  fee.) 

Synopsis 

Present  Association  policy,  which  supports  freedom 
of  patients  to  choose  their  source  of  care  and  freedom  of 
physicians  to  choose  their  method  of  payment  — 


This  report  of  the  Council  was  presented  at  the  June  1983  Interim 
Meeting  of  the  AMA  House  of  Delegates  in  Chicago;  John  J.  Ring, 
M.D.,  served  as  Chairman  of  the  Council. 


including  fee-for-service,  capitation,  or  salary  — 
continues  to  be  appropriate. 

Within  the  fee-for-service  approach,  current  AMA 
policy  supports  the  basing  of  third  party  payment  levels 
on  the  “usual  and  customary  or  reasonable”  concept,  and 
the  majority  of  private  and  public  payors  use  the  “UCR" 
concept  in  establishing  payment  levels.  However,  the  in- 
creasing costs  resulting  from  this  approach  have  caused 
both  private  and  public  payors  to  be  caught  between 
mounting  pressure  to  constrain  plan  outlays  on  the  one 
hand,  and  continuing  consumer  demand  for  comprehen- 
sive coverage  of  physician’s  services  on  the  other. 

As  one  result,  the  “reasonable  charge”  used  by 
payors  — particularly  public  payors  — in  determining  pay- 
ment levels  no  longer  reflects  the  actual  charges  made  by 
most  physicians,  because  of  infrequent  updating  of  fee 
profiles,  percentile  cut-offs  on  customary  charge  data, 
and  annual  percentage  caps  on  prevailing  charge 
increases. 

In  addition,  pressure  is  increasing  on  physicians  to  ac- 
cept the  payor-determined  reasonable  charge  as  payment 
in  full  (except  for  allowed  deductibles  or  coin- 
surance)—i.e.,  to  become  “participating  physicians.” 
Such  pressure  is  exerted  through: 

• plan  or  company  contracts  which  increasingly  allow 
assignment  of  benefits  or  make  payment  only  when 
services  are  provided  by  participating  physicians; 

• beneficiary  misunderstanding  of  “explanation  of 
benefit"  letters  and  resulting  patient/physician 
friction; 

® “hold  harmless”  communications  from  payors  to 
subscribers,  and 

• increased  consideration  nationally  of  mandatory 
assignment  or  fee  schedules  under  Medicare. 

As  these  trends  continue,  patients  will  be  increasingly 
restricted  to  “participating”  providers  as  a condition  for 
insurance  coverage.  Eventually,  physicians'  remunera- 
tion will  be  determined  solely  by  third  party  payors  for 
the  great  majority,  if  not  all,  of  the  professional  services 
they  render  — with  what  the  Council  believes  will  be  a 
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resulting  inevitable  mediocrity  in  the  quality  of  medical 
care. 

Accordingly,  the  Council  believes  that  the  Association 
should  seriously  consider  recommending  that  third  par- 
ties change  to  an  indemnity  system  of  payment  for  physi- 
cians’ services,  i.e.,  paying  a set  amount  for  services 
rather  than  some  proportion  of  the  “usual  and  customary 
or  reasonable”  charge.  Such  a set  amount  would  be 
determined  by  the  payor  itself  on  the  basis  of  claims  ex- 
perience, public  demand,  competition  and  other  relevant 
factors. 

Such  a change  would  benefit  patients  by: 

• insuring  their  continued  access  to  care  not  through 
external  regulation  of  fees  but  through  market  forces; 

• increasing  both  physicians’  and  patients’  sensitivity  to 
costs  and  quality  of  care  provided; 

• allowing  them  continued  freedom  of  choice  rather 
than  being  increasingly  restricted  to  “participating” 
providers  as  a condition  of  coverage,  and 

• facilitating  understanding  and  comparison  of  in- 
surance coverages. 

For  third  parties,  rate  determination  would  be  simpler 
under  an  indemnity  approach.  Payors  could  establish 
premiums  on  the  basis  of  prospective  analysis  of  what 
the  plan  pays  rather  than  on  a statistical  array  of  physi- 
cian charges.  Administration  costs  should  be  significant- 
ly less.  For  government  programs  especially  it  provides 
an  alternative  which  permits  budgetary  restraints 
without  further  restrictions  on  type  or  duration  of  ser- 
vices covered  or  massive  increases  in  enrollee 
copayment. 

For  physicians  this  approach  could  bring  improved 
patient-physician  interaction,  since  neither  physician  nor 
patient  will  have  false  expectations  of  the  amount  of 
third  party  payment.  Uncoupling  third  party  payment 
from  physicians'  charges  could  act  to  reduce  legislative 
and  political  pressure  for  mandating  physician  “par- 
ticipation” as  a condition  of  payment,  and  help  preserve 
for  physicians  the  freedom  to  charge  what  they  believe 
to  be  a fair  and  equitable  fee,  subject  only  to  normal  and 
effective  market  constraints. 

The  Council  believes  that  a change  of  this  import  in 
Association  policy  should  be  considered  carefully  by  this 
House  with  their  constituents  over  the  next  six  months. 
The  Council  will  also  continue  its  study,  and  will  submit 
recommendations  at  the  1983  Interim  Meeting. 

Is  Present  Association  Policy  on  Basic  Payment 
Mechanisms  Appropriate? 

There  are  essentially  three  ways  in  which  a physician 
may  be  paid  by  patients,  third  parties  and/or  employers 
for  his  professional  services: 

1.  on  the  basis  of  work  done  — of  fee  for  service; 

2.  on  the  basis  of  patients  enrolled  — or  capitation;  and 

3.  on  the  basis  of  time  spent  — or  salary. 


In  fee-for-service,  or  payment  on  the  basis  of  work 
done,  the  physician’s  income  varies  in  proportion  to  the 
services  he  preforms.  The  total  cost  of  care  is  not  de- 
rived from  a flat  rate  per  person  or  a contracted  number 
of  physician  hours  at  a set  rate  per  hour,  but  rather  from 
patient  demand  and  physician  response  in  each  in- 
dividual care  episode. 

In  the  capitation  approach,  a physician  (or  the  group 
with  which  he  works)  accepts  a fixed  amount  from  a pa- 
tient, in  return  for  providing  that  individual  all  needed 
medical  services  over  a specified  time  period. 

The  salary  approach  is,  of  course  a “time  spent” 
mechanism.  It  can  be  payment  by  the  hour,  day,  week, 
month,  or  year  — payment  which  is  independent  of  how 
many  patients  are  seen  or  what  is  done  for  them. 

The  literature  attempting  to  identify  the  incentives  on 
professional  behavior  exerted  by  each  of  these  payment 
approaches  — and  their  impact  on  quality,  accessibility 
and  costs  of  care  — is  extensive,  and  the  arguments  ad- 
vanced in  support  of  each  approach  are  well  known. 

Proponents  of  fee-for-service  note  that  the  control  of 
expenditures  in  this  system  lies  primarily  with  the  pa- 
tient and  physician  rather  than  with  external  parties,  and 
argue  that  this  lack  of  superimposed  financial  constraint 
allows  the  physician  to  be  much  more  responsive  to  each 
patient’s  differing  needs  and  demands.  Detractors  of  this 
approach  claim  that  this  same  flexibility  creates  incen- 
tives toward  overtreatment,  and  that  it  is  more  difficult 
to  predict  and  budget  for  total  costs  of  medical  care,  both 
for  the  individual  and  the  third-party  payor. 

Advocates  of  capitation  claim  that  this  approach  con- 
tains built-in  disincentives  toward  overutilization  of  ser- 
vices, encourages  greater  emphasis  on  preventive  care, 
and  tends  to  reduce  the  incidence  of  hospitalization  and 
other  high  cost  services  They  add  that  costs  of  care  are 
much  more  predictable  under  a capitation  arrangement. 
Opponents  tar  capitation  with  the  other  side  of  the  same 
“utilization”  brush,  arguing  that  it  fosters  under- 
utilization  of  services  in  order  to  remain  within 
budgetary  constraints.  They  argue  that,  since  payment 
depends  on  the  number  of  patients  enrolled,  not  on  what 
is  done  for  any  one  patient,  the  financial  incentives  act 
toward  maximizing  the  patient  list,  and  minimizing  the 
amount  of  service  per  patient,  with  a resulting  tendency 
toward  risk  selection  and  reduced  access  for  high  risk 
patients. 

Salary  arrangements  offer  perhaps  the  most  direct 
control  over  the  amount  of  physician  reimbursement. 
Such  arrangements  can  be  attractive  to  physicians  by 
providing  steady  incomes  at  acceptable  levels, 
facilitating  a regular  work  schedule,  and  providing  a full 
range  of  fringe  benefits  such  as  vacation  time,  pension 
plans,  and  professional  liability  coverage.  A salary  ar- 
rangement also  may  be  more  feasible  for  some 
underserved  communities  which  might  not  be  able  to 
support  a fee-for-service  medical  practice  — as  witness 
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the  National  Health  Service  Corps.  On  the  other  hand, 
patient  needs  could  tend  to  suffer  due  to  the  time  con- 
straints of  the  physician  contract,  and  physician  produc- 
tivity could  be  adversely  affected,  increasing  the  total 
costs  of  physicians’  services  in  the  long  run. 

In  the  Council's  opinion,  a comprehensive  reexamina- 
tion and  analysis  of  the  arguments  for  and  against  each 
payment  approach  would  serve  no  useful  purpose  in  this 
report.  Each  of  these  three  approaches  has  its  own  in- 
herent strengths  and  limitations,  and  — while  fee-for- 
service  has  continued  to  be  the  dominant  mode  of  physi- 
cian payment  in  this  country  — no  one  method  has  clearly 
demonstrated  its  superiority  for  all  patients  or  is  most 
suitable  for  all  physicians. 

Further,  the  Council  would  emphasize  that  the  finan- 
cial incentives  exerted  by  payment  mechanisms  are  by 
no  means  the  only  or  even  the  primary’  determinant  of 
physician  behavior.  All  three  payment  methods  discuss- 
ed above  have  built-in  financial  incentives  toward  inap- 
propriate treatment  — over  treatment  in  one  instance  and 
undertreatment  or  indifferent  treatment  in  the  others. 
Yet  the  Council  strongly  believes  that  most  fee-for- 
service  practitioners  are  conscientious  in  their  attempts 
to  provide  only  needed  services,  most  physicians  in 
capitation-type  programs  do  their  best  to  provide  high 
quality  care  to  all  their  patients,  and  physicians  paid  on 
a time-spent  basis  often  continue  providing  care  after  the 
time  paid  for  runs  out. 

Because  concern  for  patients’  needs  is  the  primary 
motivation  in  physician  behavior,  the  patient  is  best 
served  by  having  a variety  of  health  care  delivery  and 
financing  mechanisms  from  which  to  select  the  source  of 
his  or  her  care.  It  is  the  view  of  the  Council,  therefore, 
that  present  Association  policy  on  this  subject,  which 
supports  (a)  freedom  for  physician  to  choose  the  method 
of  payment  for  their  services,  (b)  freedom  of  patients  to 
select  their  source  of  care  and  (c)  neutral  public  policy 
and  fair  market  competition  among  all  health  care 
delivery  and  financing  systems,  continues  to  be 
appropriate. 

Is  Indemnity  Preferable  to  UCR-based 
Third  Party  Payment 

The  major  source  of  physician  payment  under  the  fee 
for  service  approach  has  become  the  private  or  public 
third  party  payor.  In  paying  on  a fee-for-service  basis, 
such  payors  use  one  of  two  methods  to  establish  the 
amount  they  will  pay  the  physician  or  the  patient  for  a 
particular  service. 

Under  one  method,  variously  termed  a benefit 
schedule  or  indemnity  payment  system,  the  third  party 
pays  a set  amount  for  a given  service,  which  is  determin- 
ed by  the  payor  on  the  basis  of  claims  experience, 
negotiation  with  the  insureds  in  some  cases,  and  public 
demand.  Schedules  of  this  type  are  used  in  many 
Medicaid  and  workman’s  compenstion  programs  and 
traditionally  by  the  majority  of  commercial  health  in- 


surance companies  in  their  basic  medical  and  surgical 
policies. 

The  alternate  method  for  establishing  the  amount  of 
third  party  payment  under  fee-for-service  is  to  base  the 
payment  in  some  way  on  what  physicians  in  the  area 
usually  charge  for  similar  services  — the  “ usual 
customary  or  reasonable”  concept.  This  UCR  approach 
is  used  in  some  form  by  the  entire  Medicare  (Part  B) 
program,  some  of  the  Medicaid  programs,  most  Blue 
Shield  and  other  non-profit  service  plans,  and  most  com- 
mercial insurance  companies  in  their  major  medical  and 
comprehensive  policies. 

In  its  Report  K (1-82),  the  Council  identified  some  of 
the  problems  it  perceived  as  resulting  from  UCR-based 
third  party  payment,  and  indicated  its  intention  to  review 
this  subject  in  depth.  The  remainder  of  this  report  con- 
veys the  results  of  that  review  to  date,  including  com- 
ments received  from  state  and  medical  specialty  societies 
on  the  subject  since  the  Council’s  Report  K (1-82)  was 
submitted: 

Existing  Association  Policy 

Since  1965,  it  has  been  this  Association’s  policy  that 
the  “usual  and  customary  or  reasonable  charge”  concept 
should  be  the  basis  for  establishing  both  government  and 
private  third  party  payments  for  physicians’  services. 
The  terms  “usual,”  “customary,”  and  “reasonable”  were 
defined  by  the  Association  in  1968,  as  follows: 

Usual  is  defined  as  the  “usual”  fee  which  is  charged 
for  a given  service  by  an  individual  physician  in  his 
personal  practice  (i.e.,  his  own  usual  fee); 

Customary  is  defined  as  that  range  of  usual  fees 
charged  by  physicians  of  simialar  training  and  ex- 
perience for  the  same  service  within  a given  specific 
limited  geographic  or  socioeconomic  area; 

Reasonable  is  defined  as  a fee  which  meets  the 
above  two  criteria,  or,  in  the  opinion  of  the  responsi- 
ble local  medical  association’s  review  committee,  is 
justifiable  in  the  special  circumstances  of  the  par- 
ticular case  in  question.  (Resolution  48,  C-68). 

The  inclusion  of  “reasonableness”  as  one  of  the  three 
criteria  for  appropriate  payment  was  intended  to  afford 
specific  protection  to  the  patient  through  the  availability 
of  medical  society  review  and  sanction  in  those  cases 
where  a particular  fee  was  not  justified  by  the 
circumstances. 

UCR-based  payment  was  first  adopted  on  a local  ex- 
perimental basis  by  the  Wisconsin  Physicians’  Service 
(Blue  Shield)  in  1954,  at  the  urging  of  physician 
members.  It  became  a statewide  program  in  1957,  and 
was  soon  followed  by  similar  programs  in  Iowa  and 
California.  By  the  mid- 1960’s,  a number  of  Blue  Shield 
plans  as  well  as  a few  commercial  insurors  were  using 
this  payment  methodology,  although  a number  of  others 
were  hesitant  to  offer  UCR  policies  because  of  lack  of 
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actuarial  history  and  experience  in  establishing  fee  pro- 
files. From  1966  on,  adoption  of  UCR-based  payment 
progressed  much  more  rapidly — partly  because  a type  of 
UCR  methodology  was  mandated  by  the  Medicare  law 
and  regulations  for  setting  physician  payment  levels 
under  that  program,  and  carriers  were  thus  forced  to 
develop  the  capability  to  administer  such  programs. 

As  originally  conceived  and  implemented,  linking 
third  party  payment  to  physicians'  actual  charges  offered 
a number  of  advantages  to  both  physicians  and  patients; 
it  enabled  payor  recognition  of  charge  differences  based 
on  individual  training,  skills  and  experience,  as  well  as 
differences  by  area;  allowed  charges  to  reflect  changing 
costs  on  a continuing  basis;  and  assured  patients  access 
to  covered  services  without  undue  economic  hardship. 

Focus  of  CMS  Concern  with  UCR 

However,  as  such  comprehensive  coverage  became 
more  widespread,  a degree  of  insulation  of  both  patient 
and  physician  from  concern  with  health  costs  occurred. 
The  subsequent  escalation  in  health  spending  is  now  a 
matter  of  prime  concern  in  public  and  private  sectors 
alike.  This  concern  has  been  intensified  by  the  legal 
restraints  now  imposed  against  any  attempt  by  the  pro- 
fession to  help  control  health  costs  through  fee  review. 
As  this  House  is  well  aware,  under  terms  of  the  order 
issued  by  the  Federal  Trade  Commission  in  May  1982, 
the  AMA  is  prohibited  from  taking  or  espousing  any  ac- 
tion which  would  interfere  with  either  the  amount  or  the 
form  of  compensation  provided  a member  in  exchange 
for  his  or  her  professional  services.  The  FTC  order, 
together  with  court  decisions  holding  that  the  use  of  peer 
review  committees  to  determine  the  reasonableness  of 
fees  (Pireno,  etc.)  is  not  exempt  from  antitrust  legisla- 
tion, have  had  a chilling  effect  on  professional  fee 
reviewing. 

Caught  between  mounting  pressure  to  constrain  plan 
outlays  on  the  one  hand,  and  continuing  consumer  de- 
mand for  comprehensive  coverage  of  medical  services  on 
the  other,  public  and  private  payors  alike  are  reacting 
in  ways  which,  in  the  Council’s  opinion,  make  it  essential 
to  reexamine  Association  policy  in  this  reguard. 

Specifically,  two  major  trends  have  become  evident: 

• Physician's  vs  Payor’s  Reasonable  Charge  — the  gap 
between  the  “reasonable  charge”  allowed  by  payors 
and  the  physician’s  actual  charge  is  being  widened; 

• Pressures  Toward  Participation  — pressures  are  in- 
creasing on  physicians  to  accept  the  payor's  version 
of  the  “reasonable  charge”  as  payment  in  full  — i.e.  to 
become  “participating"  physicians  — and  to  not  bill  the 
patient  any  additional  amount  (except  for  allowed 
deductibles  and  coinsurance). 

These  important  trends  form  the  basis  of  the  Council's 
belief  that  unless  there  is  a movement  away  from  UCR 
reimbursement,  medicine  could  become  the  captive  of 
third-party  payors. 
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Physician  vs  Payor  Reasonable  Charge 

The  discrepancy  between  physicians'  actual  charges 
and  those  allowed  under  a “UCR-based”  payment  system 
is  perhaps  most  striking  in  the  Medicare  program. 

From  the  outset.  Medicare’s  concept  of  “reasonable 
charge"  differed  from  the  profession’s  in  several  impor- 
tant respects.  They  differed,  first,  in  definition.  In  con- 
trast to  Resolution  48  (C-68),  Medicare  defines  a 
“reasonable  charge”  as  the  lowest  of: 

1 . the  actual  charge  made  by  the  physician  rendering  the 

service; 

2.  the  physician’s  “customary  charge”  for  the  service;  or 

3.  the  “prevailing  charge”  for  the  service  in  that  locality. 

The  “customary  charge"  is  defined  by  Medicare  as  the 
individual  physician's  median  charge  for  the  service,  an 
amount  which  would  cover  his  charge  at  least  half  the 
times  he  performed  the  service.  The  “prevailing  charge” 
is  essentially  the  amount  which  would  cover  the 
“customary  charge"  for  the  service  in  that  area  a certain 
percent  (90%,  75%,  etc.)  of  the  times  it  is  performed. 
From  enactment  of  Medicare  until  1971,  Medicare  car- 
riers were  allowed  to  establish  their  own  percentile  cut- 
off for  the  prevailing  charge  — and  set  it  as  high  as  90% 
in  some  areas.  In  1971,  the  program  changed  from 
carrier-determined  prevailing  charges  to  a nationally- 
determined  prevailing  charge  defined  as  the  75th  percen- 
tile of  customary  charges  for  physicians  of  like  training 
and  skill,  weighted  by  frequency,  i.e.,  an  amount  which 
would  cover  the  “customary  charge”  for  the  service  in 
that  area  at  least  three-fourths  of  the  times  it  is  perform- 
ed. Physicians  are  then  paid  80%  of  the  Medicare- 
defined  “reasonable  charge”  for  covered  services  to 
beneficiaries. 

Medicare’s  approach  also  differs  from  AMA's  UCR 
concept  in  that  the  amount  of  Medicare  payments  lag 
further  behind  current  physician  charges,  since  they  are 
based  on  charge  data  up  to  two  and  one-half  years  old. 
Both  the  “customary  charge”  and  the  “prevailing  charge” 
are  calculated  from  data  on  physician’s  charges  during 
the  calendar  year  before  the  fiscal  year  in  which  the 
claim  is  submitted;  therefore.  Medicare  payments  for 
most  physicians’  services  are  based  on  what  the  physi- 
cian was  charging  a year  to  two  and  one-half  years 
previously. 

Finally,  the  concepts  differ  in  that,  since  1976,  the 
allowable  yearly  increase  in  Medicare  payments  is  fur- 
ther limited  by  an  “economic  index”  established  by  the 
Health  Care  Financing  Administration.  The  “Economic 
Index”  regulations  of  June  16,  1975,  established  a max- 
imum percent  of  increase  in  “prevailing  charges” 
allowable  for  any  year  over  the  prevailing  charges  in  ef- 
fect during  fiscal  year  1973.  Thus,  the  allowed  yearly 
percent  of  increase  is  limited  not  only  by  actual  increases 
in  physicians’  charges  but  also  by  an  economic  index 
established  by  the  Department  of  Health  and  Human 
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Services,  which  is  intended  to  reflect  increases  in  the 
cost  of  doing  business. 

The  index  operates  on  the  assumption  that  40  percent 
of  a physician's  income  goes  to  expenses  and  60  percent 
to  net  income.  It  allows  an  expense-related  increase  in 
the  prevailing  charge  based  on  data  on  salary  increases 
in  non-medical  service  industries,  in  increases  in  hous- 
ing and  transportation  costs,  on  wholesale  price  in- 
creases for  drugs  and  pharmaceuticals,  and  (for 
miscellaneous  costs)  on  consumer  price  index  increases. 
An  increase  in  the  net  income  component  is  allowed  in 
proportion  to  increases  in  the  earnings  of  production  and 
nonsupervisory  workers,  adjusted  to  eliminate  produc- 
tivity increases.  The  “economic  index"  is  calculated  an- 
nually by  HCFA  and  furnished  to  all  carriers. 

Since  its  inception,  the  yearly  increases  in  prevailing 
charges  allowed  by  the  index  have  been  generally  less 
than  the  overall  inflation  rate,  thus  progressively  in- 
creasing the  gap  between  the  physicians’  charges  and 
Medicare  payment. 

For  fiscal  year  1984,  the  Administration  has  recom- 
mended a one  year  freeze  on  physicians’  customary  and 
prevailing  fee  levels  — an  even  more  stringent  constraint 
on  Medicare  reimbursement  amounts. 

This  progressively  increasing  discrepancy  between 
physicians'  costs  and  charges  and  Medicare  payment* 
has  been  a major  reason  for  the  decrease  in  frequency  of 
assigned  Medicare  claims  since  the  program's  inception. 
In  1969,  physicians  agreed  to  accept  Medicare  reim- 
bursement as  payment  in  full  except  for  allowed  deduc- 
tibles and  coinsurance  in  61.5%  of  all  claims;  by  1980, 
that  proportion  dropped  to  51.5%.  Most  recently,  1982 
year  end  data  from  AMA’s  Socioeconomic  Monitoring 
System  indicate  that  the  proportion  of  assigned  Medicare 
claims  has  dropped  to  42%.  This  same  data  indicates 
that  69%  of  physician  respondents  identified  inadequate 
Medicare  reimbursement  as  an  important  reason  for 
their  not  accepting  assignment. 

The  discrepancy  between  actual  charges  and  third  par- 
ty payment  levels  appears  to  be  less  across  the  other  ma- 
jor source  of  UCR-based  payment  — the  69  Blue  Shield 
plans  presently  in  operation.  According  to  Blue 
Cross/Blue  Shield  Association  representatives,  the  ma- 
jority of  local  plans  use  the  90th  percentile,  rather  than 
the  75th  as  in  Medicare,  as  the  cut-off  point  for 
establishing  prevailing  charges.  This  may  help  account 
for  the  relatively  high  and  stable  rate  of  physician  par- 
ticipation across  those  plans  with  participation 
agreements**  reported  by  BC/BSA  representatives  — a 
rate  averaging  about  80%.  However,  two  state  medical 
societies  did  specifically  communicate  to  the  Council 

*Nationally,  Medicare  disallowed  19.5%  of  total  physician  charges 
submitted  for  Medicare  beneficiaries  in  1977  (the  most  recent  year 
for  which  data  are  available). 

**About  10  plans  presently  have  no  participation  agreements  with 
area  physicians.  According  to  BC/BSA  representatives,  this  number 
is  expected  to  decrease  fairly  rapidly  over  the  next  few  years. 


their  concern  with  present  or  expected  efforts  by  private 
payors  to  further  restrict  the  amount  payable  under  their 
“UCR”  policies. 

In  addition,  first  quarter  1983  data  from  the  AMA 
Socioeconomic  Monitoring  System  indicate  that  60%  of 
those  physicians  electing  not  to  enter  into  Blue  Shield 
participation  agreements  in  those  areas  where  such 
agreements  were  offered  did  so  because  of  insufficient 
reimbursement  from  the  plan. 

Pressures  Toward  “Participation” 

Physicians  are  coming  under  increasing  pressure  to 
become  “participating"  providers  — to  accept  the  payor’s 
version  of  the  “reasonable  charge”  as  payment  in  full  and 
not  to  bill  the  patient  for  any  additional  amount  except 
allowed  deductibles  and/or  coinsurance.  Such  pressure 
takes  several  forms. 

1.  Refusing  assignment  or  payment  to  non- 
participating physicians. 

Virtually  all  of  the  contracts  written  by  Blue  Shield 
plans  with  participation  agreements  will  allow  assign- 
ment of  benefits  to  the  physician  by  the  subscriber  only 
if  the  physician  has  entered  that  participation  agreement, 
will  accept  plan  reimbursement  as  payment  in  full,  and 
will  refrain  from  “balance-billing"  the  patient.  Non- 
partcipating  physicians  must  recover  their  fee  directly 
from  the  subscriber.  As  noted  previously.  Blue 
Cross/Blue  Shield  representatives  expect  most  of  the  10 
local  plans  presently  without  participation  agreements  to 
attempt  to  institute  such  arrangements  shortly.  The 
Council  has  been  informed  that  Blue  Shield  is  changing 
or  planning  a change  to  this  approach  in  Arkansas,  In- 
diana and  Ohio,  and  may  be  considering  it  in  other  states 
as  well. 

Blue  Shield  of  Massachusetts  and  some  plans  in  the 
state  of  Washington  apparently  have  a more  extreme 
form  of  participation  agreement,  wherein  no  payment  is 
made  to  either  physician  or  patient  for  services  perform- 
ed by  a non-participating  physician.  The  Massachusetts 
program  has  been  under  litigation  by  the  Massachusetts 
Medical  Society  for  the  past  four  years.  Other  medical 
societies  are  considering  litigation  against  their  state 
plans.  At  issue  is  whether,  among  other  questions.  Blue 
Shield  can  unilaterally  refuse  to  honor  assignments  by 
enrollees  to  non-participating  physicians,  or  refuse  pay- 
ment entirely  for  services  of  such  physicians. 

A review  of  existing  state  legislation  in  this  regard  is 
informative.  Statutory  excerpts  from  relevant  state  laws 
relating  to  freedom  of  choice  of  provider,  and  to  pay- 
ment of  such  providers  — for  both  medical  service  plans 
and  commercial  insurers  — have  been  analyzed  by  the 
AMA  Department  of  State  Legislation. 

According  to  that  analysis,  at  least  32  states  either 
allow  or  do  not  expressly  prohibit  non-profit  service 
plans  from  issuing  the  above-noted  contracts  allowing 
assignment  of  benefits  only  to  participating  physicians. 
All  states  but  one  either  allow  or  do  not  expressly  pro- 
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hibit  such  non-profit  plans  from  making  payment  direct- 
ly to  subscribers  for  services  of  non-participating  physi- 
cians. However,  such  plans  are  not  as  a rule  required  to 
make  such  direct  payment  to  subscribers  for  services  of 
non-participating  physicians. 

Stated  another  way,  it  would  appear  quite  possible 
that,  in  many  if  not  most  states,  applicable  state  legisla- 
tion generally  would  not  prohibit  non-profit  service 
plans  from  marketing  contracts  which  would  refuse  pay- 
ment entirely  for  service  rendered  by  non-particpating 
providers. 

While  commercial  insurance  companies  are  on  the 
whole  still  subject  to  relatively  stringent  state  prohibi- 
tions against  any  contractual  restriction  in  the 
subscriber’s  freedom  of  choice,  there  appears  to  be 
relatively  little  statutory  impediment  to  non-profit 
medical  service  plans  in  other  states  following  the  lead 
of  those  in  Massachusetts  and  Washington. 

2.  Misleading  or  inflammatory  explanation  of  benefits  to 

subscribers. 

The  Council  has  for  a number  of  years  been  attemp- 
ting to  obtain  improvement  of  private  and  public  third- 
party  communications  to  policyholders  which,  in  the 
profession’s  opinion,  provide  an  inadequate  explaination 
of  the  insuror’s  methods  of  determining  the  benefit 
payable  for  a service,  and  lead  to  patient 
misunderstanding. 

The  problem  is  especially  severe  currently  in  com- 
munications from  private  payors  with  UCR-based  pay- 
ment mechanisms,  where  the  language  used  has  often 
conveyed  the  implication  that  any  fee  greater  than  the 
amount  paid  by  the  insuror  is,  by  definition, 
“unreasonable.”  Compounding  this  problem  has  been  the 
continuation  in  some  areas  of  communications  from  both 
medical  service  plans  and  commercial  companies  to 
their  policyholders  with  UCR-type  coverage,  offering  to 
defend  policyholders  in  any  legal  action  brought  by  a 
physician  to  recover  the  amount  of  his  fee  not  covered 
under  terms  of  the  policy. 

Strong  concern  with  both  of  these  problems  — 
misleading  “explanation  of  benefit”  language  and  “hold 
harmless”  communications  — have  been  a recurring 
theme  in  medical  society  comments  to  the  Council  on 
this  subject.  Again,  however,  legal  constraints  hamper 
any  organized  professional  effort  to  deal  with  these  pro- 
blems through  discussions  with  private  payors, 
assistance  in  fee  review,  or  similar  activities.  Such  con- 
straints led  the  Council  to  conclude,  in  its  most  recent 
report  to  the  House  on  this  subject,  that  “solutions  must 
be  found  that  do  not  require  the  cooperation  of  the  health 
insurance  industry  or  the  medical  service  plans.”  (CMS 
Report  F,  1-81) 

3.  Mandatory  assignment  under  Medicare. 

The  past  few  years  have  seen  increasing  discussion  in 
government  sectors  of  the  potential  viability  of  legisla- 
tion to  mandate  assignment  as  a condition  of  payment 


under  Medicare,  to  require  all  physicians  who  treat 
Medicare  patients  to  accept  program  reimbursement  as 
payment  in  full,  except  for  allowed  deductibles  and  coin- 
surance, or  to  impose  maximum  fee  schedules  for  ser- 
vices to  beneficiaries.  Such  discussion  will  continue  and 
further  intensify  as  the  present  Administration  seeks 
ways  of  paring  a federal  deficit  now  projected  to  reach 
$267  billion  in  1988. 

A more  recent  and  perhaps  even  more  significant 
development  has  been  the  enactment  of  legislation  in 
Congress  calling  for  development  of  a DRG-based  pro- 
spective pricing  proposal  for  physicians’  services  in 
hospitals,  as  a part  of  proposals  for  prospective  pricing 
of  hospital  services  under  Medicare.  At  the  time  this 
report  was  written,  a final  version  of  Medicare  hospital 
payment  program  based  on  diagnosis  related  groups 
(DRGs)  had  been  approved  by  Congress  and  sent  to  the 
President.  One  provision  of  the  new  law  calls  for  HHS 
to  report  in  1985  on  the  “advisability  and  feasibility”  of 
applying  DRGs  to  physician  charges  for  hospital  ser- 
vices and  of  legislation  appears  in  CMS  Report  A,  also 
before  the  House  at  this  meeting.) 

The  Future 

If  the  trends  and  forces  identified  above  continue  to 
operate  into  the  future,  the  Council  can  foresee  only  one 
logical  outcome: 

• If  the  acceleration  in  spending  for  health  continues  to 
fueled  by  the  insulation  of  both  physician  and  patient 
from  cost  concerns  . . . 

• If  unions,  consumer  groups  and  the  public  continue  to 
press  for  comprehensive  coverage  of  physicians’ 
services  . . . 

• If  payors  continue  to  react  by  marketing  more  UCR- 
based  policies  requiring  physicians  “participation”  as  a 
condition  of  payment  — and  consumers  continue  to  pur- 
chase such  coverage  . . . 

• If  such  mandated  "participation”  also  becomes  a part  of 
the  Medicare  law  . . . 

• And  if  federal  agencies  continue  to  chill  any  profes- 
sional attempts  to  deal  with  these  problems  through 
discussions  and  negotiation  with  payors  . . . 

Then  medicine  in  effect  will  become  the  captive  of 
public  and  private  third  party  payors— as  they  already 
have  in  a number  of  other  countries  — in  that  their  level 
of  remuneration  will  be  determined  solely  by  those 
payors  for  the  vast  majority  if  not  all  of  the  professional 
services  they  render  — with  the  resulting  inevitable 
mediocrity  in  the  quality  of  medical  care. 

The  Council  has  concluded,  therefore,  that  this  is  the 
proper  time  to  reevaluate  the  Association’s  policy  that 
UCR  be  the  basis  for  all  third-party  payments  to  physi- 
cians. The  Council  wishes  to  emphasize  that  this 
reevaluation  applies  only  to  the  basis  for  third-party  pay- 
ment, not  to  the  more  basic  issue  of  how  the  individual 
physician  in  his  own  practice  should  establish  his  fees. 
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After  substantial  and  in-depth  consideration,  the 
Council  is  of  the  opinion  that  serious  consideration 
should  be  given  by  all  third-party  payors,  government 
and  private,  to  a change  to  an  indemnity  system  of  pay- 
ment for  the  majority  of  services  provided  by  physicians, 
i.e.,  paying  a set  amount  for  services  rather  than  some 
proportion  of  the  “usual  and  customary  or  reasonable” 
charge.  Such  a set  amount  would  be  determined  by  the 
payor  itself  on  the  basis  of  claims  experience,  public  de- 
mand, negotiation  with  insureds,  and  other  relevant  fac- 
tors. As  noted  previously,  these  indemnity  payments 
would  represent  a schedule  of  allowances , and  not  a 
maximum  fee  schedule;  the  physician  would  continue  to 
be  free  to  charge  the  patient  what  he  believes  to  be  a fair 
and  equitable  fee  for  his  services. 

The  Council  believes  that  such  a change  will  be  to  the 
immediate  and  long  term  advantage  of  patients,  third 
parties  and  physicians. 

For  patients,  it  will  assure  continued  access  to  care  not 
through  external  regulation  of  fees,  but  through  the 
more  effective  mechanism  of  the  marketplace,  by  in- 
creasing both  physicians’  and  patients’  cost-awareness. 
The  fee  will  again  become  the  business  of  the  physician 
and  patient,  with  increased  sensitivity  by  both  to  the 
quality  and  costs  of  care  provided.  This  could,  in  fact, 
become  an  important  “consumer  choice”  approach,  since 
the  patient  will  have  a more  substantial  incentive  to  seek 
a physician  whose  fees  are  reasonably  related  both  to  pa- 
tient satisfaction  with  care  and  to  the  amount  Medicare 
or  his  or  her  private  insurance  pays,  and  to  explore  the 
reasons  for  differences  in  physicians’  charges.  It  will 
allow  patients  continued  freedom  to  seek  the  best  in 
medical  care,  rather  than  being  increasingly  restricted  to 
“participating”  providers  as  a condition  for  insurance 
coverage.  For  those  in  the  market  for  private  insurance 
coverage,  it  will  be  much  easier  to  understand  and  com- 
pare extent  of  insurance  coverages  — another  “consumer 
choice”  goal  this  Association  has  long  supported.  For 
Medicare  beneficiaries  as  well,  selection  of  supplemen- 
tary private  insurance  plans  tailored  more  precisely  to 
Medicare  coverage  “gaps”  will  be  simplified. 

For  third  parties,  rate  determination  is  simpler  under 
an  indemnity  approach;  payors  can  establish  premiums 
on  the  basis  of  prospective  analysis  of  what  the  plan  pays 
rather  than  on  a statistical  array  of  physician  charges; 
administrative  costs  should  be  significantly  less.  For 
government  programs  especially,  it  provides  an  alter- 
native which  permits  more  precise  budgetary  forecasting 
without  further  restrictions  on  type  or  duration  of  ser- 
vices covered  or  massive  increases  in  enrollee 
copayments.  For  programs  such  as  Medicare  and  na- 
tional private  health  insurance  accounts,  the  indemnity 
amounts  could  vary  from  one  region  to  another  based  on 
cost-of-living  differences.  Market  forces  would  act  to  in- 
sure that  the  indemnity  amounts  under  private  plans 
would  be  set  at  a reasonable  and  competitive  level,  and 
increased  as  economic  conditions  dictated.  For 


Medicare,  consumer  and  professional  groups  alike  could 
continue  their  advocacy  for  reasonable  and  economy- 
indexed  increases  in  indemnity  payment  levels,  as  they 
do  now  under  the  present  reimbursement  approach. 

For  the  profession,  the  Council  believes  that  this  ap- 
proach can  bring  improved  patient-physician  interac- 
tion, since  neither  physician  nor  patient  will  have  false 
expectations  of  the  amount  of  third  party  payment.  Un- 
coupling third  party  payment  from  physicians'  charges 
will  reduce  legislative  and  political  pressure  for  man- 
dating physician  “participation"  as  a condition  of  pay- 
ment (which  in  effect  could  constitute  a maximum  fee 
schedule)  and  help  preserve  for  the  profession  the  con- 
tinued freedom  to  charge  what  they  believe  to  be  a fair 
and  equitable  fee,  subject  to  the  normal  and  effective 
constraints  of  the  market. 

The  only  exception  to  use  of  an  indemnity-based  ap- 
proach to  payment  levels  would  be  in  the  type  of 
“catastrophic”  coverage  offered  under  both  private  and 
public  payor  programs  where  no  further  coinsurance  or 
copayment  is  imposed  once  the  beneficiary  has  spent  a 
specified  amount  out-of-pocket.  In  order  for  such 
catastrophic  coverage  to  provide  meaningful  protection 
to  beneficiaries  on  the  one  hand  and  offer  some  degree 
of  cost  predictability  to  payors  on  the  other,  both  the 
amount  of  patient  spending  allowed  to  count  toward 
meeting  the  out-of-pocket  spending  limit  and  the  amount 
of  third  party  payments  in  the  catastrophic  portion  of  their 
plans  should  continue  to  be  related  in  some  way  to  the 
actual  charges  of  physicians.  To  illustrate,  if  the  plan  was 
paying  for  physicians’  services  on  an  indemnity  basis,  the 
entire  difference  between  the  indemnity  payment  and  an 
individual  physician’s  actual  charge— no  matter  how 
high -could  theoretically  be  applied  toward  meeting  the 
catastrophic  threshold.  In  the  Council’s  view,  it  would  be 
more  appropriate  to  allow  only  the  difference  between  the 
indemnity  payment  and  physicians’  customary  charges  (or 
a certain  percentile  thereof)  in  the  area  to  count  toward 
the  catastrophic  threshold. 

By  the  same  token,  once  the  catastrophic  threshold  is 
reached,  most  insurance  plans  currently  do  not  pay  all 
additional  expenses  incurred  for  covered  physicians’  ser- 
vices, but  rather  at  a percentile  of  physicians’  customary 
charges  for  these  services,  but  without  imposing  coin- 
surance on  the  beneficiary.  If  a plan  paid  on  a flat  indem- 
nity basis  above  the  catastrophic  threshold,  some  pa- 
tients could  continue  to  have  major  out-of-pocket  expen- 
ditures for  physicians’  services.  On  the  other  hand,  pay- 
ment for  all  costs  of  physician  services  above  the 
catastrophic  threshold  could  be  extremely  expensive  for 
the  plan.  Accordingly,  the  Council  believes  it  would  be 
desirable  for  payors  to  continue  to  relate  their  payment 
for  physicians’  services  to  physicians’  customary  charges 
in  the  catastrophic  portion  of  their  plans. 

The  Council  recognizes  that  such  a change  to 
indemnity-based  third  party  payment  for  most  services 
provided  by  physicians  represents  a significant  depar- 


VOLUME  47,  NO.  10 


639 


ture  from  past  AM  A policy.  This  is  especially  true  in 
light  of  the  fact  that  the  UCR  method  of  health  insurance 
payment  for  physician  services  began  with  a major 
thrust  from  the  sponsorship  of  state  medical  associations 
and,  later,  of  this  Association.  However,  as  health  in- 
surance has  grown,  it  has  also  become  a strong  and  in- 
dependent entity. 

In  the  past  decade,  the  AMA  has  given  formal 
recognition  to  that  independence  by  first,  in  1976, 
discontinuing  appointment  of  members  to  the  national 
Blue  Shield  Association  Board,  and,  second,  by 
establishing  the  policy  that  the  Association  should  avoid 
supporting  a competitive  advantage  to  any  one  type  of 
health  insurance  company. 

The  Council  believes  this  principle  has  served  the 
Association  well,  and  believes  that  the  recommendation 
it  makes  here  is  a valid  and  appropriate  extension  of  that 
policy.  Further,  the  Council  is  of  the  opinion  that  the 
recommendation  of  indemnity-type  payment  methods 
makes  even  clearer  the  Association's  determination  that 
such  third  parties  are  and  will  remain  separate  and 
distinct  from  organized  medicine,  serving  the  patient 
rather  than  the  physician. 

This  approach  will  not  preclude  the  Council's  continu- 
ing to  meet  with  representatives  of  both  the  Blue  Shield 
plans  and  the  Health  Insurance  Association  of  America 
in  efforts  to  improve  the  cost-effectiveness  of  medical 
care  and  in  such  pro  bono  publico  efforts  as  the  promo- 
tion of  community  health  care  coaltions. 

The  Council  recognizes  that  this  recommendation  is 
one  which  third  party  payors  may  not  choose  to  imple- 
ment at  once.  For  the  service  plans  in  particular,  such 
a change  represents  a major  shift  in  their  approach  to 
coverage  for  basic  health  expenses.  However,  the  Coun- 
cil believes  that  in  the  long  run  it  will  not  only  be  to  the 
advantage  of  such  payors,  but  that  it  leads  the  nation  in 
the  appropriate  direction. 

The  Council  also  believes  that  a change  of  this  import 
in  Association  policy  should  not  be  made  precipitously, 
but  that  members  of  this  House,  and  the  Federation  as 
a whole,  should  carefully  evaluate  for  themselves  the 
arguments  for  such  a change  before  taking  action. 

RECOMMEND  A TION: 

The  Council  recommends,  therefore,  that  members  of 
the  House  consider  this  issue  with  their  constituents  and 
other  concerned  parties  over  the  next  six  months,  com- 
municate any  additional  views  and  comments  to  the 
Council,  and  come  to  the  next  Interim  Meeting  of  this 
Association  prepared  to  further  express  their  views  on 
the  subject. 

State  medical  society  communications  to  the  Council 
indicate  that  such  consideration  is  already  underway  in 
some  areas.  One  state  association  has  recently  changed 
its  policy  to  one  of  support  for  an  indemnity-based 
system  and  two  others  indicated  that  such  a change  has 
been  or  is  being  considered. 
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The  Council  will  also  continue  its  study  of  the  subject, 
and  will  submit  recommendations  to  the  House  at  the 
1983  Interim  Meeting.  To  illustrate  the  range  of  issues 
that  may  merit  attention  by  the  Federation,  five  ex- 
amples of  the  types  of  questions  the  Council  has  ad- 
dressed in  its  study,  along  with  the  Council’s  conclu- 
sions, are  appended  to  this  report. 

Appendix 

Questions  Reguarding  UCR  and  Indemnity 

Question 

If  private  and  public  payors  were  to  change  to  paying 
for  physicians’  services  on  an  indemnity  basis,  what 
would  prevent  such  payors  from  then  requiring  physi- 
cian acceptance  of  the  indemnity  amount  as  payment  in 
full  — in  effect,  converting  such  indemnity  payment  to  a 
maximum  fee  schedule? 

Answer 

For  the  Medicare  program,  first,  requiring  all  physi- 
cians who  treat  Medicare  patients  to  accept  program 
reimbursement  (whether  a “UCR"  — or  indemnity-based 
amount)  as  payment  in  full  would  require  a change  in  the 
Medicare  law.  From  the  program's  point  of  view,  un- 
coupling payment  levels  from  physicians'  actual  charges 
would  reduce  the  need  for  such  legislative  change,  since 
it  would  eliminate  the  continuing  cost  push  on  program 
spending  exerted  by  UCR-based  payment,  and  allow 
much  more  predictable  budgeting.  It  is  true  that,  if 
Medicare  changed  to  an  indemnity  basis,  beneficiaries 
would  probably  exert  political  pressure  to  prohibit 
balance  billing  by  physicians.  However,  they  are  already 
exerting  such  pressure  because  of  the  growing 
discrepancy  between  Medicare’s  “reasonable  charge” 
and  physicians'  actual  charges.  In  the  Council's  opinion, 
the  only  net  political  effect  of  changing  Medicare  to  an 
indemnity  basis  would  be  to  eliminate  one  of  the  impor- 
tant “justifications”  advanced  for  such  mandated  assign- 
ment and  ban  on  balance-billing  — the  assertion  that  “our 
payment  is  based  on  what  most  physicians  charge 
anyway.” 

With  regard  to  private  payors,  it  should  be 
remembered  that  what  the  Council  is  suggesting  is  a 
change  to  indemnifying  the  patient  against  health  care 
expense;  a contractual  relationship  would  exist  only  be- 
tween payor  and  subscriber,  not  between  payor  and 
physician.  It  could  be  a violation  of  the  antitrust  laws  for 
service  plans  and  commercial  companies  to  market  an 
indemnity  plan  which  would  pay  only  when  the  physi- 
cian accepted  the  indemnity  amount  as  full  payment.  As 
a practical  matter,  too,  it  would  be  difficult  for  such 
plans  to  survive  in  a competitive  market,  since  they 
could  offer  no  assurance  to  subscribers  of  any 
reasonable  level  of  access  to  covered  services — that  is, 
few  physicians  would  be  likely  to  commit  themselves  to 
accepting  as  fill  payment  an  amount  no  longer  contrac- 
tually tied  to  actual  charging  patterns. 

CONNECTICUT  MEDICINE,  OCTOBER  1983 


Question 

Since  unions  and  consumer  groups  have  exhibited  a 
strong  and  continuing  preference  for  comprehensive, 
service-type  benefits,  will  changing  to  an  indemnity 
system  drive  more  of  them  out  of  the  fee-for-service  sec- 
tor and  into  alternative,  capitation-type  system? 

Answer 

It  is  probable  that  the  premiums  for  coverage  under 
capitation-type  systems  will  be  generally  higher  than 
those  for  indemnity  coverage  under  traditional  insurance 
plans.  A recent  study  by  the  Congressional  Budget  Of- 
fice indicates  that  the  average  premium  for  HMO  family 
coverage  now  is  higher  than  that  for  traditional  health  in- 
surance plans  ($  132/month  for  HMO  coverage  vs 
$104/month  for  all  employment-based  insurance).  The 
tax  law  and  other  changes  for  in  the  six  AMA  “consumer 
choice"  principles  presently  supported  by  AMA  would 
reduce  the  attractiveness  of  such  more  expensive 
coverage. 

Even  if  premiums  for  the  two  types  of  coverage  were 
comparable,  a further  shift  to  traditional  systems  are 
unable  to  compete  on  the  basis  of  either  price,  or  quali- 
ty/accessibility. But  if  traditional  fee-for-service 
medicine  offers  a better  product,  patients  will  be  still  be 
willing  to  pay  more  for  it. 

Question 

If  private  and  public  payor  levels  are  uncoupled  from 
physicians'  actual  charges  in  an  area,  how  would 
regional  differences  in  cost  be  allowed  for?  In  addition, 
would  inflation  act  over  time  to  make  the  indemnity 
allowances  increasingly  inadequate? 

Answer 

For  programs  such  as  Medicare  and  national  private 
health  insurance  accounts,  the  indemnity  amounts  could 
vary  from  one  region  to  another  based  on  cost-of-living 
differences.  Market  forces  would  act  to  insure  that  the 
indemnity  amounts  under  private  plans  would  be  set  at 
a reasonable  and  competitive  level,  and  increased  as 
economic  conditions  dictated.  For  Medicare,  consumer 
and  professional  groups  alike  could  continue  their  ad- 
vocacy for  reasonable  and  economy-indexed  increases  in 


indemnity  payment  levels,  as  they  do  now  under  present 
reimbursement  approach. 

Question 

If  the  Medicare  program  paid  for  physicians’  services 
on  an  indemnity  basis,  how  would  this  affect  Medicaid? 

Answer 

A physician  who  treats  a Medicaid  patient  and  bills  for 
his  services  is  already  required  by  law  to  accept  the 
amount  of  the  state  agency’s  reimbursement  as  payment 
in  full.  Almost  half  the  programs  now  pay  on  the  basis 
of  a fee  schedule  set  by  the  state  agency.  Those  states 
where  payment  is  now  the  same  as  or  a percentage  of 
Medicare  rates  would  have  the  option  of  establishing 
their  own  fee  schedule  or  of  keying  payment  to 
Medicare’s  new  indemnity  levels.  To  forestall  even  fur- 
ther reduction  in  access  to  care  for  beneficiaries  in  these 
latter  states,  consumer  and  professional  groups  would 
need  to  continue  and  perhaps  intensify  their  advocacy 
for  reasonable  Medicaid  payment  levels. 

Question 

Will  the  majority  of  physicians  in  fact  be  willing  to 
now  deal  solely  with  the  patient  in  fee  matters,  or  will 
they  continue  to  prefer  to  accept  a lesser  but 
"guaranteed”  payment  from  the  third  party? 

Answer 

The  Council  believes  this  is  a key  question.  The  Coun- 
cil further  believes  that  the  majority  of  physicians  will 
choose  to  make  this  change,  if  they  perceive  clearly  the 
long-term  adverse  consequences  of  not  doing  so. 
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An  added  complication... 
in  the  treatment  of  bacterial  bronchitis* 


Brief  Summary.  Consult  the  package  literature  tor  prescribing 
information. 

Indications  and  Usage:  Ceclor*  (cefaclor,  Lilly)  is  indicated  in  the 
treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  (Diplococcus  pneumoniae).  Haemophilus 
influenzae.  andS  pyogenes  (group  A beta-hemolytic  streptococci) 
Appropriate  culture  and  susceptibility  studies  should  be  performed 
to  determine  susceptibility  of  the  causative  organism  to  Ceclor 
Contraindication:  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings:  IN  PENICILLIN-SENSITIVE  PATIENTS,  CEPHALOSPORIN 
ANTIBIOTICS  SHOULO  BE  ADMINISTERED  CAUTIOUSLY  THERE  IS 
CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL  CROSS- 
ALLERGENICITY OF  THE  PENICILLINS  AND  THE  CEPHALOSPORINS, 
AND  THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
REACTIONS.  INCLUDING  ANAPHYLAXIS.  TO  BOTH  DRUG 
CLASSES 

Antibiotics,  including  Ceclor.  should  be  administered  cautiously  to 
any  patient  who  has  demonstrated  some  form  of  allergy,  particularly 
to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides,  semisynthetic 
penicillins,  and  cephalosporins),  therefore,  it  is  important  to  consider 
its  diagnosis  in  patients  who  develop  diarrhea  in  association  with  the 
use  of  antibiotics  Such  colitis  may  range  in  severity  from  mild  to 
life-threatening 

Treatment  with  broad-spectrum  antibiotics  alters  the  normal  flora 
of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a toxin  produced  by  Clostridium  difficile  is  one  primary 
cause  of  antibiotic-associated  colitis 
Mild  cases  cf  pseudomembranous  colitis  usually  respond  to  drug 
discontinuance  alone  In  moderate  to  severe  cases,  management 
should  include  sigmoidoscopy,  appropriate  bacteriologic  studies,  and 
fluid,  electrolyte,  and  protein  supplementation  When  the  colitis  does 
not  improve  after  the  drug  has  been  discontinued,  or  when  it  is 
severe,  oral  vancomycin  is  the  drug  of  choice  for  antibiotic- 
associated  pseudomembranous  colitis  produced  by  C difficile  Other 
causes  ot  colitis  should  be  ruled  out 

Precautions:  General  Precautions — If  an  allergic  reaction  to  Ceclor 
occurs,  the  drug  should  be  discontinued,  and,  it  necessary,  the 
patient  should  be  treated  with  appropriate  agents,  e g , pressor 
amines,  antihistamines,  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  betaken 

Positive  direct  Coombs'  tests  have  been  reported  during  treatment 
with  the  cephalosporin  antibiotics  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when  antiglobulm  tests  are 
performed  on  the  minor  side  or  in  Coombs'  testing  of  newborns 
whose  mothers  have  received  cephalosporin  antibiotics  before 
parturition,  it  should  be  recognized  that  a positive  Coombs'  test  may 
be  due  to  the  drug 

Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made  because 
safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor,  a false-positive  reaction  tor 
glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict's  and  Fehlmg's  solutions  and  also  with  Clinitest®  tablets  but 
not  with  Tes-Tape®  (Glucose  Enzymatic  Test  Strip,  USP.  Lilly) 
Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

Usage  in  Pregnancy— Pregnancy  Category  B— Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12  times 
the  human  dose  and  in  ferrets  given  three  times  the  maximum  human 
dose  and  have  revealed  no  evidence  of  impaired  fertility  or  harm  to 
the  fetus  due  to  Ceclor  There  are,  however,  no  adequate  and 
well-controlled  studies  in  pregnant  women  Because  animal 
reproduction  studies  are  not  always  predictive  of  human  response, 
this  drug  should  be  used  during  pregnancy  only  it  clearly  needed 
Nursing  Mothers— Small  amounts  of  Ceclor  have  been  detected  in 
mother's  milk  following  administration  of  single  500-mg  doses 
Average  levels  were  0 18.  0 20,  0.21.  and  0.16  mcg/ml  at  fwo,  three, 
four,  and  five  hours  respectively  Trace  amounts  were  detected  at  one 


hour  The  effect  on  nursing  infants  is  not  known  Caution  should  be 
exercised  when  Ceclor'  (cefaclor,  Lilly)  is  administered  to  a nursing 
woman 

Usage  in  Children— Safety  and  effectiveness  of  this  product  for  use 
in  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions:  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 

Gastrointestinal  symptoms  occur  in  about  2 5 percent  of  patients 
and  include  diarrhea  (1  in  70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment  Nausea  and  vomiting  have  been  reported 
rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1.5  percent 
of  patients  and  include  morbilliform  eruptions  (1  in  100).  Pruritus, 
urticaria,  and  positive  Coombs'  tests  each  occur  in  less  than  1 in  200 
patients  Cases  of  serum-sickness-like  reactions  (erythema 
multiforme  or  the  above  skin  manifestations  accompanied  by 
arthritis/arthralgia  and,  frequently,  fever)  have  been  reported  These 
reactions  are  apparently  due  to  hypersensitivity  and  have  usually 
occurred  during  or  following  a second  course  of  therapy  with  Ceclor. 
Such  reactions  have  been  reported  more  frequently  in  children  than  in 
adults  Signs  and  symptoms  usually  occur  a lew  days  after  initiation 
of  therapy  and  subside  within  a few  days  after  cessation  of  therapy. 

No  serious  sequelae  have  been  reported  Antihistamines  and 
corticosteroids  appear  to  enhance  resolution  of  tne  syndrome 

Cases  ot  anaphylaxis  have  been  reported,  half  ot  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included  eosmophilia 
( 1 in  50  patients)  and  genital  pruritus  or  vaginitis  (less  than  1 in  100 
patients) 

Causal  Relationship  Uncertain — Transitory  abnormalities  in  clinical 
laboratory  test  results  have  been  reported.  Although  they  were  of 
uncertain  etiology,  they  are  listed  below  to  serve  as  alerting 
information  lor  the  physician 

Hepatic— Slight  elevations  of  SGOT,  SGPT,  or  alkaline  phosphatase 
values  (1  in  40) 

Hematopoietic — Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young  children 
(1  in  40) 

Renal— Slight  elevations  in  BUN  or  serum  creatinine  (less  than  1 in 
500)  or  abnormal  urinalysis  (less  than  1 in  200) 

I061782R) 


• Many  authorities  attribute  acute  infectious  exacerbation  of  chronic 
bronchitis  to  either  S pneumoniae  or  H influenzae. 8 
Note  Ceclor  is  contraindicated  in  patients  with  known  allergy  to  the 
cephalosporins  and  should  be  given  cautiously  to  penicillin-allergic 
patients 

Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis  of 
rheumatic  fever  See  prescribing  information 
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Some  ampicillin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.1 6 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae.  H.  influenzae,  S.  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.7 
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“Better  Health” 


A New  and  Important  Concept  in  Televised  Health  Care 
BARR  H.  FORMAN,  M.D.,  KEAT-JIN  LEE,  M.D.  AND  PAUL  J.  TAYLOR 


Health  and  television:  these  two  of  America’s  favorite 
preoccupations  and  largest  “industries”  do  not  work 
especially  well  together.  Yesterday’s  “Doctor  Kildaire” 
and  “Marcus  Welby,  M.D.,”  and  today’s  “General 
Hospital"  and  “Saint  Elsewhere”  have  taken  advantage  of 
America's  addiction  to  television  as  an  entertainment 
medium,  and  the  national  mania  for  good  health  and 
fitness  to  produce  popular  television  programs.  But  such 
shows  seldom  touch  on  useful  information  when  they  try 
to  be  entertaining,  or  are  less  than  interesting  when  they 
become  too  factual. 

Now,  new  programs  about  health  are  being  produced 
that  both  educate  and  entertain.  One  of  the  pioneer  pro- 
grams in  this  new  wave  of  medical  television  program- 
ming is  “Better  Health,”  which  went  “on  the  air”  in  Con- 
necticut last  fall  and  is  beginning  its  second  season  this 
October.  This  half-hour  program,  which  received  the 
Catholic  Health  Association’s  Achievement  Citation  and 
the  American  Society  for  Hospital  Public  Relations 
Touchstone  Award  this  year,  is  telecast  weekly  on  Con- 
necticut Public  Television  (CPTV)  thanks  to  the 
Hospital  of  Saint  Raphael  with  support  from  Blue  Cross 
& Blue  Shield  of  Connecticut. 

“Better  Health”  is  an  outgrowth  of  Saint  Raphael's 
position  as  the  most  active  hospital-disseminator  of 
health  information  in  Connecticut  as  one  part  of  its  role 
in  illness  prevention  and  patient  education.  The 
American  Hospital  Association  through  its  Center  for 
Health  Promotion  encourages  hospitals  to  recognize  that 
health  promotion  — or  “health  education”  — has  become 
an  important  partner  to  their  more  traditional  roles  in 
providing  curative  and  rehabilitative  services. 


BARR  H.  FORMAN,  M.D.,  Co-chairman,  Medical  Staff  Public 
Education  Committee;  Director,  Section  of  Endocrinology,  Depart- 
ment of  Medicine;  member  of  the  Attending  Staff.  KEAT-JIN  LEE, 
M.D.,  President,  Medical  Staff;  Co-chairman,  Medical  Staff  Public 
Education  Committee;  member  of  the  Attending  Staff.  PAUL  J. 
TAYLOR,  Vice  President,  Community  Relations;  all  of  the  Hospital 
of  Saint  Raphael. 


Evidence  is  rapidly  building  that  health  promotion 
contributes  not  only  to  longer  lifespans,  but  to  healthier 
lives  as  well.  Increased  emphasis  on  health  education 
also  is  important  in  reducing  health  care  costs,  relieving 
unnecessary  anxiety  and  inconvenience,  and  making 
more  appropriate  use  of  outpatient  services,  reducing 
admissions  and  readmissions  to  inpatient  facilities,  with 
shorter  lengths  of  stay. 

Some  health  promotion  efforts  are  designed  for  use  at 
the  individual  or  small  group  level;  others  are  for  mass 
audiences.  One-on-one  efforts  by  doctors  and  other 
health  professionals,  and  Saint  Raphael’s  popular  weight 
control  and  smoking  cessation  programs,  are  among  the 
former.  They  are  quite  successful  but  reach  a limited  au- 
dience; the  use  of  print  or  broadcast  media  can  reach  far 
more  people. 

Consequently,  the  “Better  Health”  television  project 
was  developed  and  produced  for  three  main  reasons. 
First,  Saint  Raphael's  and  Blue  Cross  & Blue  Shield 
identified  a mutual  goal:  keeping  people  healthy  through 
increased  knowledge  about  health  and  medicine. 

Second,  the  series  was  a logical  extension  of  Saint 
Raphael’s  mass  media  health  promotion  efforts  which  in- 
clude a monthly  radio  talk-show,  called  “Take  One  A 
Month;”  a magazine  also  named  “Better  Health”  with  a 
circulation  to  more  than  105,000  homes  in  South  Central 
Connecticut;  the  state’s  first  Tel-Med,  the  telephone- 
access  health  information  system;  and  a travelling 
mobile  health  van  offering  free  screenings,  demonstra- 
tions and  other  health  promotion  activities. 

Third,  television  is  the  predominant  information 
source  for  many  Americans,  especially  the  young,  and 
it  has  a low  cost  (as  measured  by  a unit  value  equal  to 
per-thousand  viewers)  compared  to  other  media.  This  is 
a significant  consideration  in  developing  health  promo- 
tion priorities  amid  increasingly  restricted  resources. 

Research  showed  that  the  public  was  interested  in 
learning  more  about  maintaining  good  health.  One  1981 
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study  by  R.H.  Bruskin  Associates,  New  Brunswick, 
N.J.,  said  that  two-thirds  of  all  Americans  wanted  to 
know  more  about  personal  health,  diet,  physical  fitness, 
and  how  to  get  more  out  of  life.  Additional  studies  by 
the  same  firm  in  1982  showed  that  the  public  wanted 
more  television  programs  on  health,  science,  lifestyles, 
and  better  living -by  a two-to-one  margin  over  more 
programs  about  news,  situation  comedies,  or  sports! 

The  Connecticut  affiliate  of  the  Public  Broadcasting 
Corporation  (PBS)  was  specifically  chosen  for  the  series 
rather  than  a commercial  television  outlet  since  PBS 
combines  the  glamour  of  the  television  medium  with  the 
information  advantages  of  more  thoughtful  media. 
Moreover,  1981  Nielsen  demographic  data  indicated 
that  PBS  audiences  tend  to  be  adults  or  young  adults, 
rather  than  children,  and  are  interested  in  serious 
programming. 

“Better  Health"  consists  of  26  half-hour  programs,  the 
standard  number  in  television  for  a yearlong  series.  The 
objective  of  the  series,  which  began  in  October,  1982, 
is  to  reach  as  many  viewers  as  possible  through  the 
medium  of  television  with  a high  quality,  informative 
health  program. 

CPTV  was  so  enthusiastic  about  the  concept  that  it 
decided  to  telecast  the  series  twice  weekly,  Mondays  at 
7 p.m.  and  again  on  Sundays  at  5 p.m.  from  October, 
1982  through  April,  1983.  During  the  summer  re-run 
period,  it  is  broadcast  only  on  Mondays  at  7 p.m.  Dur- 
ing its  second  season,  “Better  Health"  will  be  broadcast 
Mondays  at  7:30  p.m.  and  rebroadcast  the  following  Sun- 
days at  1 : 30  p.m. 

The  CPTV  network  includes  channel  24  in  Hartford, 
49  in  Fairfield,  53  in  Norwich,  61  in  Waterbury,  and  65 
in  New  Haven.  Together,  these  stations  cover  Connecti- 
cut, and  parts  of  New  York.  Massachusetts  and  Rhode 
Island. 

Each  episode  focuses  on  a single  important  health  care 
topic  carefully  selected  to  respond  to  a significant  need 
in  a way  that  will  interest  viewers.  Hostess  Marjorie 
Margolies  demonstrates  the  style  that  won  her  two  Em- 
my awards  in  television  journalism  while  she  interviews 
local  physicians  and  other  health  professionals.  An 
award  winnng  team  of  production  professionals  func- 
tions smoothly  behind  the  scenes. 

Each  program's  first  15  minutes  consist  of  pre-filmed 
information.  These  segments  include  interviews  with  pa- 
tients or  their  families,  film  sequences  of  actual  medical 
or  surgical  procedures,  or  graphs  and  animation.  The 
emphasis  is  on  personal,  and  often  emotional  but  ac- 
curate, accounts  of  health  problems  and  how  to 
recognize,  deal  with,  or  overcome,  them. 

For  example,  a program  on  smoking  cessation 
featured  a New  Haven  man  who  told  how  he  developed 
cancer  of  the  larynx  after  years  of  heavy  smoking  and 
eventually  required  a laryngectomy.  Speaking  by  plac- 
ing his  hand  over  his  tracheotomy  or  by  using  a voice 


generator,  the  patient  gave  a dramatic  warning  about  the 
risks  of  smoking.  Robert  Hutter.  M.D.,  president  of  the 
American  Cancer  Society,  is  also  featured  in  the 
background  portion  of  this  show. 

The  second  half  of  each  show  consists  of  a 15-minute 
in-studio  interview  with  Ms.  Margolies  and  two  guests 
taped  at  CPTV’s  Channel  49  studio  in  Fairfield.  The 
guests  are  generally  doctors,  although  nurses,  social 
workers,  nutritionists,  physical  therapists,  and  other 
health  professionals  have  also  appeared. 

The  same  smoking  program  mentioned  above,  for  ex- 
ample, featured  interviews  with  both  the  Chief  of  the 
Pulmonary  Diseases  Section  at  Saint  Raphael's,  and  the 
non-physician  Director  of  the  National  Center  for  Health 
Promotion.  An  episode  about  child  abuse  featured  both 
a pediatrician  and  a representative  of  the  Department  of 
Children  and  Youth  Services. 

Because  of  the  complexities  of  television  production 
and  the  difficulty  of  popularizing  seemingly  technical  in- 
formation, a professional  and  experienced  production 
company.  Medstar  Communications,  Inc.,  was  given  the 
responsibility  of  selecting  program  topics,  guests,  and 
questions  for  the  interview  portion.  Medstar  is  the  pro- 
ducer and  guides  overall  direction.  The  roles  of  the 
hospital  and  Blue  Cross  & Blue  Shield  are  a combination 
of  underwriter,  backer,  advisor,  and  publicist. 

Neither  Saint  Raphael's  nor  Blue  Cross  & Blue  Shield 
are  involved  for  commercial  purposes.  Their  names 
generally  appear  only  briefly  at  the  beginning  and  end  of 
each  episode,  which  is  typical  of  credits  on  PBS. 

Program  topics  initially  were  suggested  both  by 
Medstar  and  Saint  Raphael's  based  on  prevalent  public 
health  problems,  advances  in  medicine,  and  those  that 
would  produce  visually  stimulating  programs.  At  Saint 
Raphael’s,  recommendations  for  topics  were  sought 
from  every  Medical  Staff  member,  and  then  reviewed  by 
the  Public  Education  Committee  of  the  Medical  Staff. 
Hospital  community  relations  staff  members  served  as 
advisors  and  liaisons  between  the  committee  and  the 
television  producers. 

Of  serveral  hundred  suggested  topics,  the  26  chosen 
reflected  a mixture  of  personal  health  topics  and 
medical/technological  advances.  Individual  programs 
included  genital  herpes,  laser  surgery,  hypertension, 
colo-rectal  cancer,  C-sections,  job  stress,  diabetes, 
epilepsy,  leukemia,  child  abuse,  and  microneuro- 
surgery. 

Prior  to  each  show,  guests  are  interviewed  and  asked 
to  suggest  the  most  important  points  to  be  made.  They 
also  review  possible  questions  that  may  be  asked  to  elicit 
those  points.  Once  on  camera,  however,  Ms.  Margolies 
uses  her  interviewing  skills  to  pursue  questions  and 
issues  that  will  produce  an  informative  program. 

“Better  Health’’  is  a significant  undertaking  made 
possible  by  a combination  of  resources  at  Saint  Raphael’s 
and  Blue  Cross  & Blue  Shield,  and  through  a network 
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of  five  hospitals  sharing  the  resources  of  the  same  pro- 
duction company.  Since  Medstar  produces  similar  pro- 
grams for  telecast  in  Florida,  Illinois,  Indiana,  and  New 
Jersey,  the  same  background  segments  can  be  used  in 
each  broadcast  area,  which  significantly  cuts  production 
costs.  However,  because  the  second  half  of  each  show 
is  filmed  and  broadcast  locally,  viewers  feel  that  the  pro- 
gram is  focused  on  them  and  therefore  of  more  interest. 

How  much  "Better  Health”  will  contribute  to  overall 
public  health,  if  at  all,  is  unknown.  There  is  no  question, 
however,  that  "Better  Health"  is  attracting  many 
viewers. 

Formal  television  ratings  indicate  that  "Better  Health” 
is  capturing  public  interest.  The  first  survey,  done  only 
a month  after  the  program  started,  gave  it  the  highest 
ever  ratings  for  its  time-slot  on  CPTV.  The  second 
survey,  released  in  March,  1983,  showed  "Better 


Health”  as  one  of  the  most  popular  public  service  pro- 
grams shown  on  CPTV. 

Moreover,  calls  and  letters  regularly  come  to  Saint 
Raphael’s  and  CPTV  with  viewers’  requests  for  addi- 
tional information,  transcripts  of  the  program,  or  copies 
of  specific  videotapes. 

Health  care  television  programming  like  “Better 
Health”  is  in  its  infancy,  but  growing.  The  Bruskin 
surveys  led.  in  part,  to  last  year’s  formation  of  the  Cable 
Health  Network  which  provides  24-hour-a-day  health 
programming  via  a satellite  connection  to  subscribing 
cable  television  systems  nationally. 

The  success  of  "Better  Health”  is  both  encouraging 
and  gratifying,  and  has  been  due  to  many  factors.  We 
hope  that  it  will  serve  as  a model  for  other  similar 
efforts. 


ELMCREST 


A COMPREHENSIVE 

MENTAL  HEALTH  TREATMENT  CENTER 

FOR  ADULTS  AND  ADOLESCENTS 


ELMCREST  PSYCHIATRIC  INSTITUTE  is  a 


105-bed  private  mental  health  treatment 
center  offering  a comprehensive  program  of 
diagnostic,  consultative,  treatment,  rehabili- 
tative, and  educational  services  for  adults  and 
adolescents.  Psychological  and  emotional 
disorders  are  treated  within  the  context  of  a 
therapeutic  community. 

FOR  FURTHER  INFORMATION  CONTACT: 

Gordon  R.  Beem,  M.P.H. 

Administrator 

Lane  Ameen,  M.D.,  F.A.P.A. 

Medical  Director 


THE  TREATMENT  PROGRAM  INCLUDES: 

□ DIAGNOSTIC  SERVICES  AND  PSYCHOPHARMACOTHERAPY 

□ CRISIS  INTERVENTION  AND  EMERGENCY  SERVICES 

□ INDIVIDUAL,  GROUP,  AND  FAMILY  PSYCHOTHERAPY 

□ ADOLESCENT/SCHOOL  PSYCHOEDUCATIONAL  PROGRAM 

□ DRUG,  ALCOHOL,  AND  VOCATIONAL  REHABILITATION 

□ CREATIVE  THERAPIES  SERVICE  (Art,  Recreation,  Occupa- 
tional, Dance/Movement) 

□ GERIATRIC  GUIDANCE  CENTER 

ELMCREST  PSYCHIATRIC  INSTITUTE 

25  Marlborough  Street 
PORTLAND,  CONNECTICUT  06480 
Telephone  (203)  342-0480 


Elmcrest  accepts  Blue  Cross,  CHAMPUS, 
Medicare,  and  other  insurance  coverage. 
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AYR  INSURANCE  AGENCY,  INC. 

J.  LAUREN  AYR  ALISON  AYR 

"Growing  Bigger  by  Serving  Better” 

Group  Accident  and  Sickness  Insurance 
Group  Major  Medical  Insurance 
Group  Excess  Major  Medical  Insurance 
Group  Overhead  Expense  Insurance 

SPONSORED  BY 

THE  CONNECTICUT  STATE  MEDICAL  SOCIETY 


160  St.  Ronan  Street.  New  Haven.  Connecticut  065  1 I 
TELEPHONE  787  5947 


Dx:  recurrent  herpes  labialis 


V*  i-ASt  HIGH  • 


“Herpecin-L  Lip  Balm  is  the  treatment  of 
choice  for  peri-oral  herpes.”  GP,  New  York 

. " 

"In  the  management  of  herpes  labialis, 
Herpecin-L  is  a conservative  approach 
with  low  risk- high  benefit.”  Derm.,  Miami 

'Staff  and  patients  find  Herpecin-L 
bly  effective.”  Derm.,  New  Orleans 


See  P.D.R.  for  Information. 
For  trade  packages  to  make  your 
own  clinical  evaluation,  write: 
Campbell  Laboratories  Inc. 
Box  812-N,  FDR,  NY,  NY  10150 


■ • 


In  Connecticut,  “Herpecin-L'’  Cold  Sore  Lip  Balm  is 
available  at  all  CVS  Pharmacies  and  other  select  pharmacies. 


Legislative  Report  1983 


FRANCIS  G.  SWEENEY 


The  following  is  a capsulized  report  on  some  of  the 
more  important  pieces  of  legislation  to  affect  the  practice 
of  medicine  in  Connecticut  as  a result  of  the  1983  Ses- 
sion of  the  Connecticut  General  Assembly: 

PUBLIC  ACT  NO.  83-215-AN  ACT  CONCERNING 
THE  CERTIFICATE  OF  NEED  AUTHORITY 
VESTED  IN  THE  COMMISSION  ON  HOSPITALS 
AND  HEALTH  CARE  (PASSED). 

This  bill  was  originally  entitled  AN  ACT 
CONCERNING  CERTIFICATE  OF  NEED  EXEMP- 
TION FOR  HEALTH  MAINTENANCE  ORGANIZA- 
TIONS. A meeting  was  held  with  the  HMO  Association 
leadership  concerning  this  bill  and  the  Legislative  Com- 
mittee determined  that  the  Society  had  no  interest  in  the 
bill.  However,  when  the  bill  came  to  the  floor  of  the 
Senate  for  action  an  amendment  was  introduced  requir- 
ing Certificate  of  Need  approval  for  private  practicing 
physicians  to  purchase  equipment  costing  in  excess  of 
$400,000.  The  legislative  intent  was  aimed  at  pro- 
hibiting physicians  from  purchasing  Computerized  Axial 
Tomography  (CAT)  scanning  equipment  for  use  in  their 
own  offices,  on  their  own  patients,  using  their  own 
money.  The  amendment  was  passed  on  a vote  of  23  to 
2 with  one  abstention.  The  Society  immediately  re- 
quested and  received  a period  of  one  week  to  prepare  its 
position  on  this  amendment.  The  delay  was  granted  on 
the  basis  that  the  amendment  was  a surprise  action. 
CSMS  members  worked  diligently  in  trying  to  convince 
House  members  that  this  bill  was  aimed  at  restraint  of 
trade  and  interfered  in  the  private  practice  of  medicine. 
Gardner  Wright,  Commissioner  of  Hospitals  and  Health 
Care,  who  was  promoting  the  amendment,  fought  equal- 
ly hard  to  have  the  bill  and  the  amendment  passed.  When 
the  bill  reached  the  floor  of  the  House,  much  debate  en- 
sued and  on  a vote  of  73  to  71  Senate  Amendment 
Schedule  A,  “the  CON  amendment  for  physicians  of- 
fices” was  defeated.  Commissioner  Wright  then  con- 
tacted the  Society  with  an  invitation  to  support  a new 
amendment  calling  for  a Certificate  of  Need  on  “Imaging 
Equipment”  costing  over  $400,000.  The  previous 
amendment  referred  to  all  large  pieces  of  equipment.  It 
was  quickly  evident  that  the  new  amendment  offered 
physicians  nothing  and  the  Society  therefore  rejected 
this  invitation.  After  the  71  to  73  defeat,  Commissioner 
Wright  moved  for  reconsideration  of  the  bill  and  the 
amendment.  A Republican  Representative  rose  to 
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challenge  the  chair,  stating  that  the  rules  of  the  House  re- 
quire that  a motion  for  reconsideration  must  be  acted  on 
in  the  next  session  day.  He  then  pointed  out  that  this  was 
two  days  after  the  action  of  the  House.  Representative 
Irving  Stolberg,  Speaker  of  the  House  of  Represen- 
tatives, ordered  that  the  House  stand  at  ease  while  the 
rules  were  considered.  After  a short  time  Representative 
Stolberg  called  the  House  back  to  order  and  upheld  the 
challenge  and  ruled  the  motion  for  reconsideration  out  of 
order.  Commissioner  Wright  was  allowed  to  introduce 
his  new  amendment  which  refers  to  “Imaging  Equip- 
ment” which  CSMS  opposed  vigorously.  The  amend- 
ment was  passed  by  the  House.  The  bill  then  went  back 
to  the  Senate  for  consideration  of  the  new  amendment 
and  our  request  for  a delay  of  one  week  was  denied.  The 
Senate  passed  the  new  amendment  and  the  bill. 

PUBLIC  ACT  83-413 -AN  ACT  CONCERNING 
PATIENTS  MEDICAL  RECORDS  (PASSED). 

This  legislation  requires  that  physicians  provide  a 
copy  of  the  patient’s  health  record  to  the  patient  upon 
written  request  at  a nominal  cost.  The  law  exempts 
psychiatric  patients.  It  allows  physicians  to  deny  a re- 
quest of  a patient  for  his  health  record,  if  the  physician 
believes  that  a patient  may  harm  himself  or  others  as  a 
result  of  the  information  contained  in  the  health  record. 
However,  if  a physician’s  denial  to  release  the  record  is 
challenged  in  a court  of  law,  the  physician  must  be 
prepared  to  substantiate  his  refusal  before  a judge  in  a 
court  proceeding.  According  to  the  law,  a patient’s 
health  record  must  contain  but  not  be  limited  to  “x-rays, 
copies  of  lab  reports,  prescriptions  and  other  technical 
information  used  in  assessing  the  patient’s  condition.” 

PUBLIC  ACT  83-441 -AN  ACT  CONCERNING 
MIDWIFERY  (PASSED). 

This  was  originally  a nine-page  piece  of  legislation 
which  if  enacted  into  law  would  have  given  the  nurse 
midwives  a board  comparable  to  the  Connecticut 
Medical  Examining  Board,  and  permitted  independent 
obstetrical  practice.  Through  the  joint  efforts  of  the 
CSMS  Section  on  Obstetrics  and  Gynecology  and  the 
CSMS  the  bill  was  reduced  to  a page  and  a half 
eliminating  the  midwifery  board  and  requiring  that  nurse 
midwives  be  certified.  The  bill  was  further  amended  to 
read  that  “nurse  midwifery  means  the  management  of 
care  essentially  normal  newborns  and  women,  antepar- 
tally,  intrapartally,  post-partally  and  gynecologically, 
occurring  within  a health  care  team,  directed  by  a 
qualified  obstetrician-gynecologist.” 
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PUBLIC  ACT  NO.  83-52 -AN  ACT  CONCERNING 
THE  SUBSTITUTION  OF  GENERIC  EQUIVALENT 
DRUGS  FOR  PRESCRIPTIONS  COVERED  BY 
MEDICAID  (PASSED). 

During  the  period  from  July  1,  1983  to  June  30.  1984 
inclusive,  the  Commissioner  of  Income  Maintenance 
shall  pay  a pharmacist  a professional  dispensing  fee  of 
25  cents  per  prescription  in  addition  to  any  other  dispen- 
sing fee,  for  substituting  a generically  equivalent  drug 
product  in  accordance  with  Section  20-185B  of  the 
General  Statutes  for  the  drug  prescribed  by  the  licensed 
practitioner  for  a Medicaid  recipient.  The  division  of 
criminal  justice  shall  periodically  investigate  pharmacies 
to  ensure  that  the  state  is  not  billed  for  a brand  name 
drug  product  when  a less  expensive  generic  substitute 
drug  product  is  dispensed  to  a Medicaid  recipient. 

SPECIAL  ACT  83-8 -AN  ACT  CONCERNING  EX- 
TENDING THE  TIME  OF  THE  CONNECTICUT 
MEDICAL  INSURANCE  COMPANY  (PASSED). 

This  bill  was  originally  enacted  into  law  as  a special 
act  in  1980  as  an  alternative  to  the  Commercial  Under- 
writing of  Malpractice  Insurance  for  physicians.  The  bill 
has  now  been  passed  and  the  Connecticut  Medical  In- 
surance Company  could  be  activated  by  CSMS  anytime 
during  the  next  three  years  if  it  were  decided  that  such 
a move  were  necessary. 

mLL  JS59-AN  ACT  ENABLING  OPTOMETRISTS 
TO  UTILIZE  DRUGS  FOR  DIAGNOSTIC  PUR- 
POSES (DEFEATED). 

This  bill  was  defeated  in  the  State  Senate  by  a vote  of 
24-12.  The  bill  was  opposed  vigorously  by  the  State 
Medical  Society  and  the  county  societies.  The  opposition 
was  led  by  the  Connecticut  Society  of  Eye  Physicians. 
The  bill,  as  originally  presented,  would  have  allowed 
optometrists  to  use  four  classes  of  drugs,  including 
miotics  which  are  treatment  drugs  for  glaucoma.  In  the 
course  of  the  campaign  for  the  bill,  optometrists  made 
many  assertions  about  the  safety  of  this  drug  use  by  non- 
medical practioners  and  their  need  to  have  access  to 
these  drugs  “ to  do  a better  job."  The  medical  community 
countered  that  the  use  of  drugs,  particularly  in  the  eye, 
was  not  appropriate  for  non-medically  trained 
personnel. 

BILL  218  — AN  ACT  CONCERNING  THE  DEFINI- 
TION OF  DEATH  (NO  ACTION). 

This  bill  was  originally  assigned  to  the  Judiciary  Com- 
mittee of  the  General  Assembly.  A public  hearing  was 
held  but  no  action  was  taken  on  the  bill.  The  Judiciary 
Committee  believed  that  this  bill  might  interfere  with 
presently  existing  statutes.  Dr.  William  Whalen  of 
Willimantic  presented  the  position  statement  in  which  he 
said:  “The  accepted  standard  for  determining  death  has 
been  the  permanent  absence  of  respiration  and  circula- 
tion. Advances  in  medical  technology  now  permit  physi- 


cians to  generate  breathing  and  heart  beat  when  the 
capacity  to  breathe  spontaneously  has  been  irretrievably 
lost.  Such  artifically  maintained  bodies  present  a new 
category  for  the  law  to  which  the  application  of  tradi- 
tional means  for  determining  death  is  neither  dear  nor 
fully  satisfactory.”  In  his  position  statement  Dr.  Whalen 
urged  support  of  the  Uniform  Determination  of  Death 
Act  for  the  State  of  Connecticut  which  states,  an  in- 
dividual who  has  sustained  either:  (1)  Irreversible  cessa- 
tion of  circulatory  and  respiratory  function,  or  (2)  Ir- 
reversible cessation  of  all  function  of  the  entire  brain,  in- 
cluding the  brain  stem,  is  dead.  A determination  of  death 
must  be  made  in  accordance  with  accepted  medical 
standards.  After  the  hearing,  the  bill  never  came  out  of 
committee. 

RAISED  JUDICIARY  COMMITTEE  BILL  6949-AN 
ACT  CONCERNING  THE  STATUTE  OF  LIMITA- 
TIONS IN  WRONGFUL  DEATH  AND  NEGLIENCE 
CASES  (DEFEATED). 

The  present  Statute  of  Limitations  for  medical 
malpractice  actions  provides  that  “No  action  to  recover 
damages  for  injury  to  the  person  or  to  personal  proper- 
ty ..  . shall  be  brought  but  within  two  years  from  the 
date  when  the  injury  is  first  sustained  or  discovered  or 
in  the  exercise  of  reasonable  care  should  have  been 
discovered  and  except  that  no  such  action  may  be 
brought  more  than  three  years  from  the  date  of  the  act 
or  omission  complained  of  ...”  In  effect,  this  is  a three 
year  statute  of  limitations.  Judiciary  Committee  Bill 
6949  would  have  deleted  from  the  present  statute  “an  ex- 
cept that  no  such  action  may  be  brought  more  than  three 
years  from  the  date  of  the  act  or  omission  complained 
of  . . . ,”  thereby  extending  the  statute  of  limitations  in- 
definitely from  the  date  of  an  act  or  omission  of  or  the 
discovery  thereof  in  medical  malpractice  actions.  CSMS 
opposed  this  Bill  strenuously  and  was  able  to  defeat  it  in 
Committee. 

SPECIAL  ACT  83-1 -AN  ACT  CONCERNING 
STATE  REVENUE  FOR  THE  FISCAL  YEAR  COM- 
MENCING JULY  1,  1983  (PASSED). 

The  Governor's  $3.6  billion  budget  for  Fiscal  1983 
was  passed  during  the  special  session  of  the  General 
Assembly  and  without  the  dreaded  professional  services 
tax.  There  had  been  a considerable  amount  of  sentiment 
for  such  a tax  among  many  legislators  which  had  to  be 
reversed.  Also,  interest  income  has  been  added  to  the 
dividend  tax  already  in  effect,  and  the  income  threshold 
was  raised  from  $20,000  to  $50,000  adjusted  gross  in- 
come. The  established  rate  spread  is  for  6 to  13  percent. 
A real  estate  conveyance  tax  of  0.5  percent;  a 10  percent 
surcharge  on  inheritance  taxes;  an  increase  in  the 
cigarette  tax  from  21  to  26  cents  per  pack  and  an  in- 
crease in  the  liquor  tax  from  $2.50  to  $3.00  per  gallon. 
In  total  the  $3.6  billion  tax  package  represents  an  11.1 
percent  increase  over  the  budget  of  the  current  year. 
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Month  in  Washington 


Congress  Faces  Tough  Budget  Decisions 
After  Summer  Recess 

For  most  of  1983,  predictions  of  the  imminent  demise 
of  the  eight-year-old  Congressional  budget  process  have 
circulated  in  Washington. 

And  after  a long  summer  recess.  Congress  once  again 
faced  the  thorny  issues  raised  by  the  budget.  The  fate  of 
a spate  of  proposed  Medicare  changes  — including  limits 
on  Medicare  payments  to  physicians  — may  hang  in  the 
balance  this  fall. 

Enacted  in  1974,  the  never-easy  Congressional  budget 
process  has  grown  progressively  more  difficult  as  the 
federal  budget  deficit  climbed  to  $200  billion  and  it 
became  clear  that  only  large  tax  increases,  sizable  reduc- 
tions in  popular  entitlement  programs,  or  both  could 
make  a dent  in  the  deficit. 

Never  at  ease  with  either  of  those  tasks  and  facing  an 
election  year  in  which  both  the  presidency  and  the  ma- 
jority in  the  Senate  are  at  stake,  many  members  in  both 
parties  would  rather  not  take  on  the  budget. 

That  has  led  to  derisive  comments  from  some  such  as 
Sen.  Robert  Dole  (R-KS)  who  called  the  budget  process 
this  year  a "floating  craps  game.”  It  has  also  resulted  in 
the  postponement  of  the  key  part  of  the  budget  game  — 
“reconciliation”  of  the  Congressional  budget  with  pro- 
gram changes  to  achieve  the  spending  and  revenue 
balance. 

An  $860  billion  Congressional  budget  resolution  ap- 
proved earlier  this  year  directed  Congressional  commit- 
tees to  find  savings  of  $12.3  billion  and  increase 
revenues  by  $73  billion  for  fiscal  years  1984-86.  It  set 
a July  22  deadline  for  completion  of  this  part  of  the 
reconciliation  process. 


Prepared  by  the  Washington,  D C. 
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The  deadline  was  pushed  back  to  September  23, 
however,  when  both  the  House  Ways  and  Means  and 
Senate  Finance  Committees  indicated  they  would  not 
meet  the  target  date.  Now,  Congress,  if  it  is  to  have  the 
budget  in  place  by  the  beginning  of  the  new  fiscal  year 
October  1,  will  have  just  three  weeks  to  resolve  the  fun- 
damental ideological  differences  that  underlie  the  budget 
debate. 

Perhaps  the  biggest  stickler  in  the  debate  is  the  need 
to  raise  new  taxes  — a task  for  which  both  Finance  and 
Ways  and  Means  appear  to  have  little  stomach  in  a pre- 
election year. 

Health  programs,  and  Medicare  in  particular  also  will 
come  in  for  a share  in  the  controversy.  The  budget 
resolution  calls  for  $400  million  in  Medicare  cuts  next 
year  and  budget  conferees  specified  that  the  cuts  are  not 
to  come  at  the  expense  of  beneficiaries. 

On  the  other  hand,  the  Reagan  budget  had  called  for 
about  $2  billion  in  Medicare  reductions,  some  $900 
million  of  which  would  have  come  from  freezing 
Medicare’s  customary  and  prevailing  charge  levels  at  the 
1982/83  level.  Most  of  the  remainder  was  to  come  from 
increased  costs  to  beneficiaries. 

Debate  during  reconciliation  may  well  center  on  the 
Medicare  physician  fee  freeze  backed  by  President 
Reagan.  The  Senate  Finance  Committee  voted  to  finance 
health  insurance  for  the  unemployed  through  a limited 
physician  fee  freeze  affecting  only  prevailing  fees. 
Though  that  proposal  is  not  likely  to  survive  as  a means 
of  financing  benefits  for  the  unemployed,  it  may  well  be 
offered  again  as  a Medicare  reduction. 

There  are  many  who  will  argue  that  freezing  payments 
to  physicians  defies  the  conferees’  directive  that 
Medicare  reductions  not  affect  beneficiaries,  but  few 
alternatives  are  available  and  Sen.  Dole,  who  chairs  the 
Finance  Committee,  is  expected  to  contend  that  physi- 
cian fee  freezes  may  be  one  of  the  least  onerous  ways  of 
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meeting  the  budget  targets.  It  is  possible  that  a physician 
fee  limit  would  be  tied  to  provisions  — such  as  changes  in 
the  Medicare  assignment  rules  — intended  to  soften  the 
impact  on  beneficiaries. 

Health-related  budget  recommendations  will  come 
from  the  House  Ways  and  Means  and  Commerce  Com- 
mittees in  addition  to  Senate  Finance.  The  House  and 
Senate  will  have  to  approve  their  respective  committees’ 
recommendations.  A House  and  Senate  conference  then 
must  resolve  any  differences  in  the  budget  recommenda- 
tions of  the  two  bodies.  Both  chambers  then  have  to  give 
final  approval  to  the  conference  committee’s  budget. 
Whether  that  can  all  be  accomplished  prior  to  October 
1 is  in  doubt,  although  it  is  possible  that  Congress  will, 
as  it  has  once  before,  postpone  final  budget  action  until 
after  the  beginning  of  the  fiscal  year  for  which  the 
budget  is  effective. 

Once  it  has  dealt  with  — or  given  up  on  — the  budget 
reconciliation,  Congress  can  move  on  to  other  issues. 
Chief  among  these  will  be  the  Health  and  Human  Ser- 
vice Department’s  appropriations  for  fiscal  1984, 
reauthorization  of  the  National  Institutes  of  Health  and, 
perhaps,  health  insurance  for  the  unemployed  and 
reauthorization  of  the  federal  health  planning  program. 

* * * * 

Surgeon  General  Claims  Three  Babies 
Saved  by  “Baby  Doe”  Investigations 

Surgeon  General  Everett  Koop,  MD,  attempting  to 
muster  support  for  the  government’s  latest  “Baby  Doe” 
proposals,  told  the  press  that  government  investigators 
saved  the  lives  of  three  handicapped  newborns  this 
summer. 

The  three  newborns  — one  with  spina  bifida,  another 
with  spina  bifida  and  hydrocephalus,  and  a third  with 
hydrocephalus  and  an  imperforate  anus  — were  denied 
food  and  treatment  in  June,  according  to  the  Surgeon 
General’s  office.  The  cases  were  confirmed  by  pediatric 
neurosurgeon  David  McLone,  MD.  In  all  cases,  con- 
sultation by  government-appointed  physicians  convinced 
the  infants’  parents  or  guardians  to  consent  to  treatment, 
the  government  claims. 

In  the  first  case,  the  hospital  promptly  initiated 
surgery  to  repair  the  membrane  on  the  child’s  back.  In 
the  second  case,  a hospital  that  did  not  have  the  capabili- 
ty of  doing  surgery  referred  the  infant  to  a second 
hospital  that  refused  to  do  the  operation.  The  Spina 
Bifida  Association  became  the  temporary  court- 
appointed  guardian  and  transferred  the  child  to  a medical 
center  which  closed  the  exposed  spinal  cord  and  im- 
planted a shunt  to  drain  fluid  from  the  brain.  In  the  third 
case,  a shunt  implantation  and  colostomy  were  under- 
taken two  days  after  the  start  of  the  investigation. 

Neither  the  names  nor  the  locations  of  the  infants  were 
disclosed. 
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According  to  McLone,  a member  of  the  Chicago- 
based  region  5 team,  physicians  were  not  intentionally 
withholding  treatment;  they  simply  were  unaware  that 
new  advances  in  spina  bifida  surgery  could  help,  he  said. 
“Government  dissemination  of  information  benefited  the 
patient,  the  parents,  and  the  physician.  In  this  way,  the 
government  was  the  prime  mover  in  changing  the  out- 
come of  the  case,”  he  said. 

But  according  to  Surgeon  General  Koop,  the  infants 
were  not  fed  because  it  was  decided  that  their  prognosis 
was  poor.  “In  fact,  they  were  top  candidates  for  surgery 
and  are  doing  quite  well.  Somehow,  they  slipped 
through  the  net,”  said  Koop. 

“We  have  successfully  investigated  and  seen  suc- 
cessful outcomes  of  three  cases  that  were  reported  to  us, 
and  two  of  those  were  reported  by  nurses.  I think  a Baby 
Doe  hotline  is  a very  effective  mechanism,”  said  Koop. 

News  of  the  three  cases  came  at  a politically  sensitive 
time  as  Congress,  the  courts,  and  the  Reagan  Ad- 
ministration are  all  considering  various  versions  of  Baby 
Doe-style  regulations.  A new  Department  of  Health  and 
Human  Services  (HHS)  rule,  revised  after  being 
defeated  in  court  by  the  medical  community,  again  re- 
quires that  hospitals  post  notices  warning  that  it  is  illegal 
to  withhold  medical  treatment  or  sustenance  from  han- 
dicapped newborns.  In  Congress,  two  pieces  of  legisla- 
tion require  that  states,  as  a condition  of  receiving  child 
abuse  grants,  develop  procedures  to  insure  that  proper 
medical  services  are  provided. 

The  medical  community  has  questioned  the  need  for 
the  squad-team  approach.  “We’ve  always  felt  that  it  is 
the  role  of  the  government  to  distribute  information  and 
act  as  a clearinghouse,  not  deal  with  it  through  law  en- 
forcement mechanisms.  The  problem  is  education,  not 
maliciousness,”  said  an  AMA  spokesman. 

Says  Stephan  E.  Lawton,  attorney  for  the  American 
Academy  of  Pediatrics:  “Rather  than  have  the  Surgeon 
General’s  office  manning  telephones  across  the  country 
and  sending  untrained  police  into  nurseries,  there  should 
be  an  educational  program  that  is  assisted  by  ethical 
review  committees  with  special  expertise.” 

Among  other  investigations  recently  completed: 

• Strong  Memorial  Hospital  in  Rochester,  NY:  a caller 
alleged  that  physicians  were  denying  care  to  Siamese 
twins.  The  federal  investigation  revealed  no 
wrongdoing. 

• Yale/New  Haven  Hospital  in  New  Haven,  CT:  The 
newspaper  reported  neglect  of  20  handicapped  in- 
fants. After  an  18-month  investigation  involving 
more  than  200  medical  records,  federal  officials 
found  no  wrongdoing. 

• Vanderbilt  Hospital  in  Nashville:  An  anonymous 
caller  charged  that  10  children  were  not  being  fed  or 
provided  proper  medical  treatment.  Federal  in- 
vestigation found  no  wrongdoing. 
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• Good  Shepard  Hospital  in  Barrington,  IL:  The  Fami- 
ly Life  League  complained  about  failure  to  provide 
treatment  to  handicapped  babies.  Federal  in- 
vestigators found  a child  with  a wide  range  of  con- 
genital defects  unassociated  with  any  chromosomal 
defect,  and  could  not  identify  any  procedures  that 
might  have  changed  the  child’s  outcome. 

• Bloomington  Hospital  in  Bloomington,  IN:  An  infant 
born  with  Down’s  Syndrome  with  esophageal  atresia, 
with  a likelihood  of  lower  tracheoesophageal  connec- 
tion, was  allegedly  denied  treatment  and  sustenance. 
A judge  ruled  that  the  state  failed  to  show  that  the 
child’s  physical  or  mental  condition  was  seriously  im- 
paired or  endangered  as  a result  of  neglect  of  food  or 
medical  care. 

• Crawford  Memorial  Hospital  in  Robinson,  IL:  An 
anonymous  phone  call  from  a nurse  to  Laura  Chan- 
ning  of  the  Family  Life  League  alleged  neglect  of  a 
spina  bifida  baby.  Investigators  found  no  emergency 
need  for  surgery,  noted  the  risk  associated  with 
surgery,  and  noted  that  the  parents  refused  to  have  the 
surgery  performed.  According  to  investigators,  the 
hospital  provided  all  the  medical  treatment  of  which 
they  were  capable. 

• Kapiolani-Children’s  Medical  Center  in  Honolulu: 
An  infant  born  with  Downs  Syndrome  and  an  in- 
testinal obstruction  allegedly  was  denied  treatment. 
Although  the  hospital  changed  its  written  consent 
procedures  as  a result  of  the  investigation,  no  wrong- 
doing was  found. 

• St.  Francis  Hospital  in  Tulsa,  OK:  A student  nurse 
alleged  that  the  hospital  denied  nourishment  and 
water  to  a baby  with  hydrocephalus  and  transition  of 
the  Great  Vessels.  Investigators  said  the  allegation 
was  not  supported  by  medical  opinion  and  that  care 
was  consistent  with  the  diagnosis. 

* * * * 

PRO  Draft  Regulations  by  OMB 

Long-awaited  regulations  for  the  Professional  Review 
Organization  (PRO)  program  finally  have  been  cleared 
by  the  Office  of  Management  and  Budget. 

But  the  proposed  regulations  are  so  vague,  that  they 
provide  little  guidance  to  the  many  groups  lining  up  for 
one  of  the  52  new  two-year  contracts  to  scrutinize  the 
care  of  hospitalized  Medicare  and  Medicaid  patients.  In- 
terested parties  were  awaiting  completion  of  bidding 
principles  and  specifications  that  were  available  late  in 
August.  The  bidding  principles  may  be  more  easily 
modified  in  the  future  than  the  regulations. 

The  regulations  will  help  implement  legislation 
adopted  in  September  of  1982.  That  law,  sponsored  by 
Sen.  David  Durenberger  (R-MN),  created  PROs  to 
replace  Professional  Standards  Review  Organizations 


(PSROs)  established  in  1972  to  review  Medicare  and 
Medicaid  patients’  care. 

The  regulations,  which  establish  new  geographic  areas 
of  operation  for  PROs  and  outline  eligibility  criteria  for 
organizations  proposing  to  become  PROs,  leave  in  doubt 
the  specifics  of  how  eligible  organizations  will  be  judged 
against  each  other  and  even  exactly  how  many  PROs 
there  will  be. 

In  most  instances,  PROs  would  operate  on  a statewide 
basis,  with  the  194  geographic  areas  now  in  effect  for 
PSROs  being  cut  to  about  52  — one  for  each  state,  plus 
one  for  the  District  of  Columbia  and  one  for  the  Virgin 
Islands  and  Puerto  Rico.  The  Health  Care  Financing  Ad- 
ministration (HCFA)  also  is  considering  merging  PROs 
in  Alaska,  Delaware,  Nevada,  Vermont,  and  Wyoming 
with  PROs  in  adjacent  states. 

The  new  regulations  would  permit  organizations  com- 
posed of  only  5%  of  the  licensed  practicing  physicians 
in  the  area  to  qualify  as  PROs.  If  at  least  10%  of  the  area 
physicians  participated  in  a proposed  PRO,  it  would 
automatically  be  deemed  “representative”  of  physicians 
in  the  area.  If  more  than  5%  but  less  than  10%  par- 
ticipated, the  group  would  have  to  submit  statements  of 
support  from  other  physicians  to  demonstrate  that  it  is 
“representative.” 

Organizations  that  are  not  physician-sponsored  but 
had  “available”  — through  “arrangement”  or  otherwise  — 
sufficient  numbers  of  licensed  physicians  in  the  area  to 
assure  “adequate”  review  of  services  are  considered 
“physician  access  organizations”  and  can  qualify  as 
PROs.  The  regulations  do  not  specify  how  the  organiza- 
tions are  to  assure  “availability.”  To  prove  they  can  con- 
duct “adequate”  review,  physician  access  organizations 
must  have  at  least  “one  physician  in  every  generally 
recognized  specialty.” 

Payer  organizations  such  as  insurers  could  not  bid  on 
PRO  contracts  in  areas  where  they  pay  the  bills  until 
after  October  1,  1984.  Apparently,  however  they  could 
bid  on  PRO  contracts  prior  to  that  time,  if  they  had 
5-10%  physician  involvement  and  bid  for  contracts  in 
areas  where  they  did  not  pay  the  bills. 

States  also  could  compete  for  PRO  contracts  because 
operation  of  a state  Medicaid  program  would  not  dis- 
qualify them  as  a payor,  the  regulations  say.  If  the  state 
had  some  other  health  insurance  underwriting  ar- 
rangements, it  would  be  prohibited  from  bidding  before 
October  1,  next  year. 

Even  after  that  date,  physician-sponsored  and  physi- 
cian access  organizations  that  submit  a “minimally  ac- 
ceptable” plan  would  still  have  preference  over  a payer 
organization.  Hospitals  or  other  facilities  within  the 
PRO  area  could  not  become  PROs. 

In  evaluating  the  bid  proposals,  HCFA  first  will  iden- 
tify eligible  organizations,  determine  which  have 
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“minimally  acceptible”  plans,  and  “assign  priority  to  all 
physician-sponsored  organizations”  by  awarding  them  a 
“set  number  of  bonus  points”  to  be  enumerated  in  the 
principles  and  specifications  to  be  published  later. 

Eligible  bids  then  will  be  evaluated  and  compared  on 
the  basis  of  whether  the  organization's  proposed  review 
system  is  “adequate,”  its  review  resources  “sufficient,” 
and  its  “quantifiable  objectives  acceptable.”  Prior  ex- 
perience will  be  considered.  No  criteria  for  determining 
“adequacy”  of  the  review  system  or  “sufficiency”  of  the 
review  resources  are  included.  Nor  is  there  any 
guidance  on  what  constitutes  an  acceptable  objective. 
These,  too,  are  expected  to  follow  as  bidding  principles 
or  "scope  of  work”  criteria  which  will  identify  how  much 
weight  will  be  placed  on  various  factors  such  as  cost  of 
review,  past  experience  and  preference  for  physician 
sponsorship.  They  will  outline  the  expected  duties  of  the 
PROs,  such  as  validating  diagnoses  to  assure  that 
hospitals  are  not  circumventing  Medicare's  new 
diagnostic-related  groups  payment  arrangement.  They 
also  will  lay  out  the  objectives  PROs  are  expected  to 
meet. 

The  “scope  of  work”  provisions  would  then  be  fol- 
lowed by  an  announcement  of  the  availability  of  the 
specific  requests  for  (bid)  proposals  in  the  PRO  areas. 

HCFA  staff  says  the  RFPs  may  be  issued  in  November 
or  December.  The  first  contracts  are  expected  to  be 
awarded  next  spring. 

* * * * 

New  Medicare/Medicaid  “Fraud” 
Regulations  Take  Effect  September  26 

New  regulations  — set  to  go  into  effect  September  26, 
1983  — will  penalize  physicians,  hospitals  and  other 
health  care  providers  who  file  false  Medicare  and 
Medicaid  claims. 

The  regulations  permit  the  Department  of  Health  and 
Human  Services  to  suspend  providers  who  file  false  or 
improper  claims  from  participation  in  Medicare  and 
Medicaid.  In  addition,  HHS  may  impose  assessment  of 
up  to  twice  the  amount  of  the  improper  claim  and  add 
a penalty  of  up  to  $2,000  for  each  medical  item  or  ser- 
vice improperly  claimed.  The  length  of  the  suspension 
and  amount  of  the  penalties  will  vary  according  to  the 
case. 

HHS  Inpector  General  Richard  Kusserow  said  the  new 
regulations,  which  implement  the  Civil  Monetary 
Penalties  Faw  of  1981,  were  necessary  because  the 
Justice  Department  traditionally  has  declined  to  pro- 
secute many  Medicare  and  Medicaid  fraud  cases  due  to 
a backlog  of  cases  and  the  relatively  small  amounts  of 
money  involved  in  individual  cases.  For  instance, 
Kussrow  said,  in  the  first  six  months  of  this  year.  Justice 
turned  down  60  of  198  cases  HHS  asked  it  to  prosecute. 


He  estimates  that  the  new  law  could  save  the  government 
up  to  $1  billion  a year. 

Published  in  the  August  26  Federal  Register,  the 
regulations  give  HHS  the  right  to  impose  sanctions  for 
up  to  five  years  from  the  date  the  fraudulent  claim  was 
filed.  The  sanctions  also  could  be  applied  to  claims  filed 
before  the  law  was  implemented  on  August  13,  1981. 

A provider  may  appeal  the  suspension  or  sanctions  by 
filing  his  intent  to  do  so  within  30  days  from  the  date  he 
is  notified  of  the  intended  action.  Appeals  will  be  heard 
by  a government  administrative  law  judge.  The  case 
then  may  be  appealed  to  the  HHS  Secretary  and  then  to 
the  civil  courts.  Records  of  the  case  are  available  to  the 
public  as  the  action  occurs. 

HHS  Secretary  Margaret  Heckler  said  the  new  law 
“should  convince  those  who  are  tempted  to  cheat  the 
government  that  the  punishment  far  outweighs  the 
benefits  of  the  crime.” 

* * ^ ^ 

Hospice  Regs  Published 

The  Reagan  Administration  on  August  22  published 
new  Medicare  payment  rates  for  hospices  that  are  much 
greater  than  those  in  earlier  draft  regulations  which 
prompted  Congressional  hearings. 

The  draft  regulations  which  created  a furor  earlier  this 
year  would  have  capped  expenditures  per  hospice  patient 
at  $4,232  and  set  prospective  rates  at  $53  per  day  for 
hospice  home  care  and  $57  per  day  for  inpatient  hospice 
care;  acute  inpatient  care  was  to  be  paid  at  the  new 
diagnostic-related  groups  (DRG)  rates  Medicare  will 
start  for  hospitals  in  October. 

In  a turn  around  attributed  to  Health  and  Human  Ser- 
vices Secretary  Margaret  Heckler,  the  new  regulations 
eliminate  the  DRG  payment  to  hospices  and  set  an 
average  daily  inpatient  rate  of  $271  a day.  They  also 
upgrade  staffing  requirements  and  require  hospice 
physicians  to  deliver  care  — not  just  serve  as  ad- 
ministrators. They  do  not  change  the  overall  cap,  but 
promise  to  do  so  if  legislation  to  increase  it  is  approved. 

The  proposed  new  regulations  are  the  product  of  in- 
tense negotiations  between  the  National  Hospice 
Organization,  the  Congress  and  Secretary  Heckler, 
herself  a sponsor  of  the  legislation  which  created  hospice 
benefits  while  she  was  a member  of  Congress. 

They  represent  a defeat  for  Office  of  Management  and 
Budget  Director  David  Stockman  who  claimed  the 
benefit  will  cost  Medicare  $350  million  over  the  next 
three  years  and  proposed  to  restrict  hospice  coverage. 
Stockman  also  asked  Congress  to  leave  the  cap  at 
$4,332. 

Instead,  Congress  voted  to  increase  the  cap  to  $6,500 
and  President  Reagan  reportedly  has  agreed  to  sign  the 
new  measure. 
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Treatment  of  Cardiac  Arrhythmias 

THE  MEDICAL  LETTER 


This  article  is  divided  into  two  parts.  Part  I dis- 
cusses the  arrhythmias;  Table  I lists  the  treatment 
of  choice  and  alternative  treatments  for  each  arrhyth- 
mia. Part  II  discusses  antiarrhythmic  drugs;  Table  II 
lists  dosage,  adverse  effects,  and  therapeutic  plasma 
concentrations  for  each  drug. 

Part  I — The  Arrhythmias 

Atrial  Fibrillation — Emergency  cardioversion  is 
the  treatment  of  choice  for  atrial  fibrillation  of  recent 
onset  with  compromised  circulation  due  to  an  exces- 
sively rapid  ventricular  rate.  Cardioversion  should  also 
be  attempted  in  other  patients  with  sustained  atrial  fibril- 
lation. When  fibrillation  has  persisted  for  more  than  a 
few  days,  anticoagulation  is  recommended  for  two 
weeks  before  cardioversion  and  for  at  least  several 
weeks  following,  to  decrease  the  risk  of  embolism. 
When  sinus  rhythm  cannot  be  maintained  or  when 
atrial  fibrillation  is  paroxysmal,  digitalis  or  verapamil 
(Isoptin;  Calan)  can  decrease  the  resting  ventricular 
rate.  If  further  slowing  of  the  rate  is  required  for  pa- 
tients receiving  digitalis,  oral  propranolol  (Inderal)  or 
verapamil  may  be  effective.  Quinidine,  procainamide 
(Pronestyl;  and  others),  or  disopyramide  (Norpace)  is 
often  started  before  and  maintained  following  conver- 
sion to  sustain  sinus  rhythm,  but  their  effectiveness  for 
this  indication  is  uncertain. 

Digitalis,  \\doca\ne  (Xylocaine;  and  others),  or  vera- 
pamil can  sometimes  cause  extremely  rapid  ventricular 
rates  and  even  ventricular  fibrillation  in  patients  with 
Wolff-Parkinson-White  syndrome  and  atrial  fibrilla- 
tion or  atrial  flutter  ( LH  Opie,  Lancet,  1:861,  1 980;  M 
Akhtar  et  al.  Circulation,  63:435,  1981;  S Gulamhu- 
sein  et  al.  Circulation,  65:348,  1982). 

Atrial  Flutter — Cardioversion  is  almost  always 
successful  in  converting  atrial  flutter  to  normal  rhythm 
and  is  used  by  most  Medical  Letter  consultants  before 
drugs.  Digitalis  slows  the  ventricular  rate  and  may  con- 
vert the  rhythm  to  normal  or  into  atrial  fibrillation.  If 
digitalis  does  not  control  the  ventricular  rate  adequate- 
ly, propranolol  or  verapamil  may  be  given.  As  in  atrial 
fibrillation,  maintenance  with  quinidine,  procainamide. 

Reprinted  with  permission  from  The  Medical  Letter,  Vol.  25, 
March  4,  1983. 


or  disopyramide  may  decrease  the  chance  of  recurrence. 

Atrial  pacing  does  not  require  a general  anesthetic 
and  is  safer  than  cardioversion  for  patients  who  have 
received  multiple  drug  therapy  with  digitalis,  verapamil, 
and  propranolol;  cardioversion  often  causes  asystole  in 
such  patients.  Atrial  tachypacing  can  convert  atrial  flut- 
ter to  sinus  rhythm  or  atrial  fibrillation  in  many  patients. 
This  is  particularly  useful  in  the  period  immediately 
after  cardiac  surgery  when  flutter  is  common  and  pa- 
tients often  have  implanted  temporary  atrial  pacing  wires 
that  can  be  attached  to  a pacemaker,  or  in  patients  taking 
digitalis,  for  whom  cardioversion  can  be  dangerous. 

Supraventricular  Tachycardia — Supraventricular 
tachycardia  often  responds  to  rest,  sedation,  or  measures 
to  increase  vagal  tone,  such  as  carotid  sinus  massage, 
gagging,  or  the  Valsalva  maneuver.  Vagal  tone  can  also 
be  increased  by  increasing  systolic  pressure  slowly  to 
levels  30  to  50  mmHg  higher  than  normal  with  alpha- 
adrenergic  drugs,  such  as  phenylephrine  (Neo-Syneph- 
rine)  or  methoxamine  ( Vasoxyl).  Edrophonium  (Ten- 
silon) in  doses  of  5 to  1 0 mg  intravenously  also  increases 
vagal  effects  on  the  heart  and  may  result  in  conversion, 
especially  when  followed  immediately  by  vagotonic 
maneuvers.  Edrophonium  should  be  used  with  caution 
in  digitalized  patients  and  those  with  ischemic  heart 
disease,  acute  myocardial  infarction,  or  chronic  lung 
disease;  no  more  than  2 mg  should  be  given  as  a bolus, 
and  no  more  than  10  mg  should  be  given  in  10  minutes. 
Some  cardiologists  use  a bolus  of  phenylephrine  to  in- 
crease blood  pressure  rapidly  (MD  Waxman  et  al.  Am 
J Cardiol,  46:655,  1980). 

If  vagal  maneuvers  fail,  intravenous  verapamil  ( Medi- 
cal Letter,  23:29,  1981)  is  the  drug  of  choice.  However, 
hypotension  is  a relatively  common  adverse  effect;  pa- 
tients receiving  propranolol  and  those  with  congestive 
heart  failure  should  not  be  given  IV  verapamil.  If  vera- 
pamil fails  or  is  contraindicated,  digitalis  may  restore 
normal  rhythm. 

Cardioversion  with  low  energies  is  usually  reserved 
for  patients  with  compromised  hemodynamic  function 
or  for  use  when  drug  treatment  fails,  and  should  be  used 
with  great  caution  in  patients  receiving  large  doses  of 
digitalis.  Pacing,  however,  is  not  dangerous  even  in  the 
presence  of  digitalis  toxicity. 
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Supraventricular  tachycardia  tends  to  recur;  avoid- 
ing caffeine,  alcohol,  and  nicotine  may  help  prevent  re- 
currences. Quinidine,  procainamide,  propranolol, 
verapamil,  or  digitalis  may  also  be  effective  prophylac- 
tically. 

“Sick  Sinus  Syndrome”— The  bradycardia-tachy- 
cardia (“sick  sinus”)  syndrome  is  a disorder  of  the 
sinus  node  with  failure  of  subsidiary  pacemakers  to  es- 
tablish a physiological  rate.  In  some  patients  paroxysmal 
tachycardia  may  alternate  with  sinus  bradycardia.  The 
syndrome  has  been  known  to  be  caused  by  clonidine 
(Catapres),  guanethidine  (Ismelin),  methyldopa  (Al- 
domet),  and  propranolol  and  may  disappear  when  they 
are  withdrawn  (MM  Scheinman  et  al.  Am  J Med, 
64:1013,  1978).  A pacemaker  may  be  required  initially 
to  control  symptoms  due  to  bradycardia,  while  the 
tachycardia  can  be  treated  with  drugs  if  necessary  (K 
Breivik  et  al,  Acta  Med  Scand,  206:153,  1979).  Ven- 
tricular pacing  may  be  required  because  of  AV  nodal 
dysfunction,  but  asymptomatic  sinus  bradycardia  need 
not  be  treated.  The  “sick  sinus”  syndrome  frequently 
causes  syncope  and  can  result  in  cardiac  arrest. 

Ventricular  Arrhythmias — When  a ventricular  ar- 
rhythmia occurs  in  the  presence  of  high-grade  heart 
block,  antiarrhythmic  drugs  can  cause  cardiac  stand- 
still. When  high-grade  heart  block  is  present,  there- 
fore, a temporary  pacemaker  should  be  inserted  before 
using  antiarrhythmic  drugs;  tachypacing  may  abolish 
the  arrhythmia.  When  a drug  must  be  used  in  the  pre- 
sence of  heart  block,  lidocaine  or  phenytoin  (Dilantin; 
and  others)  is  least  likely  to  increase  the  block. 

Ventricular  Premature  Complexes  ( VPCs) — Ven- 
tricular premature  complexes  in  healthy  people  general- 
ly require  no  treatment  (DB  Shaw,  Br  Med  J,  284: 
367,  1982).  In  patients  with  acute  myocardial  infarc- 
tion, prophylactic  treatment  with  lidocaine  suppresses 
VPCs,  decreases  the  incidence  of  ventricular  fibrilla- 
tion, and  possibly  decreases  mortality  (DC  Harrison 
and  LE  Berte,  JAMA,  247:2019,  1982).  Quinidine, 
procainamide,  and  disopyramide  are  probably  effective 
alternatives  to  lidocaine.  Suppression  of  the  arrhythmia 
can  be  maintained  with  an  infusion  of  lidocaine,  or  with 
procainamide  given  intravenously  or  orally.  Oral  quini- 
dine, disopyramide,  or  - in  patients  with  digitalis-in- 
duced arrhythmias  - phenytoin  can  also  be  used  for 
continued  suppression. 

Ventricular  Tachycardia — Cardioversion  is  pre- 
ferred by  most  cardiologists  for  ventricular  tachycar- 
dia causing  hemodynamic  compromise,  but  some  first 
try  a chest  thump,  IV  lidocaine,  or  both.  If  ventricular 
tachycardia  is  immediately  life-threatening,  and  cardio- 
version and  lidocaine  are  ineffective,  bretylium  (Bre- 
tylol)  may  be  effective  ( Medical  Letter,  20:105,1978). 
Specially  designed  pacemakers,  with  varying  pacing 
rate,  can  be  used  for  refractory  tachycardia;  such  pace- 
makers can  sense  rhythms  and  adjust  their  rate  to  cor- 
rect tachycardia  as  well  as  bradyarrhythmias  caused 


by  drug  treatment.  Hypokalemia  should  be  corrected. 
To  prevent  recurrence,  procainamide,  quinidine,  diso- 
pyramide, or  phenytoin  can  be  used  in  addition  to  lido- 
caine. 

Antiarrhythmic  drugs  - often,  but  not  necessarily,  in 
higher  than  therapeutic  concentrations  - can  themselves 
cause  ventricular  tachyarrhythmias  (V  Velebit  et  al, 
Circulation,  65:886, 1982).  Some  antiarrhythmic  drugs, 
particularly  quinidine  (but  also  disopyramide  and  pro- 
cainamide), cause  a distinctive  ventricular  arrhythmia 
known  as  “les  torsades  de  pointes”  ( WM  Smith  and  JJ 
Gallagher,  Ann  Intern  Med,  93:578,  1980);  atrial 
pacing  or  ventricular  overdrive  pacing  (at  a rate  above 
the  physiological  rate)  is  usually  required  for  treat- 
ment. 

Ventricular  Fibrillation — Cardioversion  is  required 
immediately  for  ventricular  fibrillation.  If  treatment  is 
delayed  even  momentarily,  cardiopulmonary  resusci- 
tation will  be  required.  If  cardioversion  fails  or  fibrilla- 
tion recurs,  giving  lidocaine  may  enhance  the  effective- 
ness of  cardioversion.  If  lidocaine  is  contraindicated  or 
ineffective,  bretylium  should  be  tried.  Procainamide 
may  be  effective,  but  giving  a series  of  injections  or 
a loading  infusion  may  take  too  much  time.  For  recur- 
rent fibrillation,  implantable  defibrillators  are  avail- 
able. 

Digitalis-Induced  Arrhythmias— Digitalis  toxicity 
can  cause  arrhythmias  that  should  be  treated  differ- 
ently from  similar  arrhythmias  occurring  in  patients  not 
taking  digitalis.  The  first  step  is  to  stop  the  digitalis 
preparation;  if  the  arrhythmia  is  not  life-threatening, 
other  therapy  may  not  be  required,  but  intensive  moni- 
toring is  usually  necessary. 

Tachyarrhythmias  due  to  digitalis  in  patients  with 
low  or  normal  potassium  concentrations  can  be  treated 
with  potassium  chloride  with  careful  monitoring  of  the 
ECG  and  serum  potassium.  Usually  20  mEq/hr  through 
an  intravenous  catheter  or  80  mEq  orally  every  six 
hours  will  be  adequate;  with  serious  arrhythmias  such 
as  ventricular  tachycardia  or  multifocal,  frequent  ven- 
tricular premature  complexes,  the  infusion  rate  can  be 
as  high  as  40  mEq/hr.  Extreme  care  must  be  taken  to 
keep  serum  potassium  below  5.5  mEq/L.  In  the  pre- 
sence of  heart  block  not  associated  with  paroxysmal 
atrial  tachycardia,  potassium  should  be  withheld  if  the 
serum  concentration  is  greater  than  4.0  to  4.5  mEq/L, 
since  high  serum  potassium  may  increase  atrioventri- 
cular block. 

If  the  arrhythmia  requires  immediate  treatment  with 
antiarrhythmic  drugs,  lidocaine  is  preferred,  with  pheny- 
toin as  an  alternative.  Propranolol  or  procainamide  can 
aggravate  digitalis-induced  heart  block;  they  can  be 
used  with  caution,  however,  if  lidocaine  and  phenytoin 
are  ineffective.  The  initial  improvement  in  A-V  conduc- 
tion caused  by  these  drugs  can  lead  to  a rapid  ventricu- 
lar rate  in  patients  with  atrial  tachycardia.  Bretylium 
can  increase  digitalis  toxicity  and  should  not  be  used. 
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Table  1 


TREATMENT  OF  COMMON  ARRHYTHMIAS 


Arrhythmia 

Treatment  of  Choice 

Alternatives 

Remarks 

Atrial  fibrillation 

Cardioversion 

Digitalis  to  control 
ventricular  rate 

Verapamil  or  propranolol  may  also  slow  ventricular 
rate.  Quinidine,  disopyramide,  or  procainamide  may 
be  used  for  long-term  suppression.  Wolff-Parkinson- 
White  patients  may  have  adverse  response  to  IV 
digitalis,  lidocaine,  or  verapamil. 

Atrial  flutter 

Cardioversion 

Digitalis 

Same  as  atrial  fibrillation. 

Supraventricular 

tachycardia 

Vagotonic 

maneuvers 

Edrophonium 

Phenylephrine 

Verapamil 

Digitalis 

Propranolol 

Choice  of  therapy  depends  on  cardiac  status  during  the 
arrhythmia.  Cardioversion  is  effective  when 
indicated. 

Ventricular 
premature  com- 
plexes (VPC) 

Lidocaine 

Procainamide 

Quinidine 

Disopyramide 

Decrease  lidocaine  dosage  in  heart  failure;  quinidine, 
procainamide,  disopyramide,  propranolol,  or 
phenytoin  for  prolonged  suppression. 

Ventricular 

tachycardia 

Cardioversion 

Lidocaine 

Procainamide 

Bretylium 

Same  as  VPC. 

Ventricular 

fibrillation 

Digitalis-induced 

tachyarrhythmias 

Cardioversion 

Lidocaine 

KCI 

See  text 

Phenytoin 

Procainamide 

Propranolol 

Cardiopulmonary  resuscitation  essential. 

Self-limited  if  short-acting  digitalis  stopped.  Avoid 
cardioversion  and  bretylium.  Propranolol  or  procain- 
amide can  make  heart  block  worse. 

Cardioversion  should  be  avoided,  if  possible,  because 
it  may  produce  ventricular  tachycardia  or  fibrillation 
resistant  to  further  shock;  if  cardioversion  must  be 
used,  the  initial  energy  setting  should  be  5 joules  and 
lidocaine  or  phenytoin  should  be  available.  Until 
electrolyte  disturbances  are  corrected,  and  for  severe 
bradyarrhythmias,  temporary  ventricular  pacing  may 
be  required. 


Part  II  — The  Drugs 

Bretylium  (Bretylol;  Bretylate  in  Canada) — Bre- 
tylium  can  stabilize  cardiac  rhythm  in  about  half  of  pa- 
tients with  resistant  ventricular  fibrillation  or  recurrent 
ventricular  tachycardia  that  does  not  respond  to  other 
treatment  (Medical  Letter,  20:105,  1978;  RH  Heis- 
senbuttel  and  JT  Bigger,  Jr,  Ann  Intern  Med,  91:229, 
1979).  Bretylium  was,  however,  originally  used  as  an 
antihypertensive  agent,  and  it  can  cause  hypotension 
due  to  sympathetic  blockade.  Increased  responsive- 
ness to  sympathomimetic  vasopressors  leading  to  hy- 
pertension has  been  reported  in  patients  treated  with 
bretylium. 

Digitalis — Digoxin  is  the  most  widely  used  digi- 
talis glycoside.  The  dosage  required  to  treat  arrhyth- 
mias may  be  considerably  higher  than  that  used  for  car- 
diac failure.  Patients  should  be  carefully  monitored  for 
clinical  and  electrocardiographic  evidence  of  toxicity. 
For  details  of  dosage  and  administration  of  digitalis, 
see  BF  Hoffman  and  JT  Bigger,  Jr,  in  AG  Gilman  et  al, 
eds,  Goodman  and  Gilman’s  The  Pharmacological 
Basis  of  Therapeutics,  6th  ed.  New  York:Macmillan, 
1980,  p 729. 


Disopyramid e(Norpace;  Rythmodan  in  Canada) 
— Disopyramide  is  similar  to  quinidine  and  procaina- 
mide in  its  spectrum  of  antiarrhythmic  effectiveness 
(Medical  Letter,  19:101, 1977).  Disopyramide  can  in- 
duce or  aggravate  heart  failure  (PJ  Podrid  et  al,  N Engl 
J Med,  302:614,  1980)  and  can  cause  hypotension, 
heart  block,  ventricular  fibrillation,  and  tachyarrhyth- 
mias. Anticholinergic  effects  are  often  prominent,  and 
urinary  retention  frequently  requires  discontinuation  of 
therapy  in  both  men  and  women.  Nausea,  vomiting, 
diarrhea,  hepatic  toxicity,  uterine  contractions  in  preg- 
nancy, acute  psychosis,  and  agranulocytosis  have  been 
reported.  About  50%  of  disopyramide  is  eliminated  by 
the  kidneys  and  the  dosage  must  be  decreased  in  renal 
failure.  Hepatic  impairment  increases  the  half-life  of 
the  drug  and  also  requires  a decrease  in  dosage.  Most 
Medical  Letter  consultants  reserve  this  drug  for  pa- 
tients not  in  heart  failure  who  cannot  tolerate  quinidine 
or  procainamide. 

Lidocaine  ( Xylocaine ; and  others) — Lidocaine  is 
metabolized  mainly  by  the  liver.  Plasma  concentra- 
tions may  be  helpful  as  a guide  to  dosage.  Patients  with 
decreased  hepatic  function  or  diminished  hepatic  blood 
flow  ( as  in  heart  failure  after  cardiac  surgery),  or  those 
over  70  years  old,  should  receive  half  to  two-thirds  the 
usual  loading  dose,  and  also  should  be  given  lower 
maintenance  doses  of  intravenous  lidocaine.  When 
used  for  several  days,  as  in  arrhythmia  prophylaxis, 
dosage  should  be  decreased  on  the  second  or  third  day 
as  clearance  decreases.  At  plasma  concentrations 
above  5 jug/ml,  central-nervous-system  depression, 
stimulation,  or  seizures  may  occur.  Severe  reactions 
are  often  preceded  by  somnolence,  confusion,  or  pares- 
thesias, apparently  mild  symptoms  that  should  not  be 
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ignored.  Cardiovascular  adverse  effects  (conduction 
system  abnormalities,  decreased  contractility,  or  both) 
may  follow  central-nervous-system  symptoms;  though 
uncommon,  they  can  occur  in  the  presence  of  preexist- 
ing conduction  defects  or  high  plasma  levels  of  lido- 
caine.  Both  propranolol  and  cimetidine  can  prolong  the 
serum  half-life  of  lidocaine  and  increase  its  toxicity 
(HR Ochs  et  al,  N Engl  J Med,  303:373, 1980;  J Feely 
et  al,  Ann  Intern  Med,  96:592,  1982). 

Phenytoin  (Dilantin  and  others;  in  Canada:  Dan- 
toin,  Novophenytoin) — Phenytoin  can  be  given  intra- 
venously or  orally.  Since  phenytoin  can  precipitate  in 
aqueous  infusion  solutions,  for  intravenous  use  it  must  be 
given  undiluted  from  the  vial,  at  a rate  of  no  more  than 
50  to  100  mg  every  five  minutes.  Death  from  cardiac 
arrest  has  occurred  when  intravenous  administration  of 
the  drug  was  too  rapid.  When  phenytoin  is  given  orally, 
slow  accumulation  may  cause  a delay  of  several  days 
before  therapeutic  concentrations  are  attained,  but  a 
more  rapid  onset  of  action  can  be  achieved  with  a load- 
ing dose  (see  Table  II).  The  major  route  of  elimination 
is  by  hepatic  metabolism.  Because  of  individual  vari- 
ability in  drug  clearance,  plasma  concentrations  may  be 
helpful  as  a guide  to  dosage.  In  uremia  and  hyperbili- 
rubinemia the  drug’s  protein  binding  is  altered;  where 
such  analyses  are  available,  free  drug  concentration 
should  be  monitored.  The  major  adverse  effects  of  oral 
phenytoin  are  neurological  and  correlate  closely  with 
plasma  concentrations  above  20  /xg/ml;  nystagmus, 
ataxia,  stupor,  and  coma  can  occur  with  increasing 
plasma  concentrations. 

Procainamide  (Pronestyl;  and  others)  — Procaina- 
mide can  be  given  intravenously,  intramuscularly,  or 
orally;  a long-acting  oral  preparation  is  also  available. 
Measurement  of  plasma  concentrations  of  procaina- 
mide permits  adjusting  the  dosage  to  the  patient’s 
needs.  About  half  the  dose  is  excreted  unchanged  in  the 
urine,  and  decreased  renal  function  requires  a substan- 
tial decrease  in  dosage.  N-acetylprocainamide(NAPA), 
a metabolite  of  procainamide  that  also  has  antiarrhyth- 
mic  activity  in  some  patients  (DM  Roden  et  al.  Am  J 
Cardiol.  46:463,  1 980),  can  accumulate  to  therapeutic 
or  toxic  concentrations  when  renal  function  is  dimin- 
ished. Because  the  older  analytical  methods  do  not 
detect  NAPA,  patients  with  decreased  renal  function 
should  be  treated  with  lower  doses  of  procainamide  and 
their  cardiograms  should  be  monitored  to  detect  QRS  or 
marked  QT  prolongation. 

Procainamide  can  be  given  intravenously  more  safe- 
ly than  quinidine,  although  hypotension  can  occur  with 
rapid  loading  doses.  Blood  pressure  and  ECG  should 
be  monitored  continuously.  Patients  allergic  to  pro- 
caine may  have  anaphylactic  reactions  when  treated 
with  procainamide.  The  common  occurrence  of  extra- 
cardiac adverse  effects  such  as  fever,  rash,  and  a lupus- 
like syndrome  with  long-term  use  of  the  drug  is  a major 
disadvantage.  Most  patients  ( 80  to  90%)  develop  anti- 


nuclear antibodies  (ANA)  after  three  to  six  months  of 
procainamide  therapy  and  many  develop  a lupus-like 
syndrome,  which  usually  disappears  when  therapy  is 
discontinued.  Thrombocytopenia,  Coombs’  positive 
hemolytic  anemia,  and  agranulocytosis  occur  occa- 
sionally. The  dosage  of  procainamide  should  be  con- 
sidered excessive  when  the  QRS  is  prolonged  by  30  to 
50  percent. 

Propranolol  (Inderal) — Propranolol,  a beta- 
adrenergic  blocking  drug,  controls  the  ventricular  rate 
in  atrial  tachyarrhythmias  by  increasing  the  degree  of 
block  at  the  atrioventricular  node  and  depressing  the 
rate  at  the  sinoatrial  node.  Plasma  concentrations 
between  50  and  100  ng/ml  are  usually  associated  with 
blockade  of  beta-adrenergic  receptors,  but  a much 
wider  range  may  be  effective  for  treatment  of  ventri- 
cular arrhythmias  (RL  Woosley  et  al,  Circulation, 
60:819,  1979).  The  large  difference  between  oral  and 
intravenous  doses  is  due  to  the  rapid  first-pass  removal 
of  the  drug  by  the  liver  after  oral  administration.  The 
half-life  of  propranolol  is  prolonged  in  liver  disease. 

Propranolol  is  usually  well  tolerated  but  is  potenti- 
ally dangerous  in  patients  with  heart  disease,  since  it 
can  cause  congestive  failure,  even  with  low  doses,  by 
blocking  sympathetic  stimulation  of  the  heart.  Pro- 
pranolol is  generally  not  the  first  choice  for  emergency 
treatment  of  ventricular  arrhythmias.  Hypotension, 
acute  heart  failure  with  pulmonary  edema,  and  cardio- 
vascular collapse  (with  or  without  complete  heart 
block)  can  occur  with  doses  as  small  as  1 mg  intra- 
venously, or  after  several  days  of  oral  treatment.  The 
drug  can  also  cause  severe  bronchospasm  in  patients 
with  asthma  or  chronic  obstructive  pulmonary  disease. 
Sudden  withdrawal  of  propranolol  in  patients  with  an- 
gina pectoris  can  precipitate  increasing  angina,  cardiac 
arrhythmias,  or  a myocardial  infarction. 

Several  other  beta-blockers  are  available  in  the  USA 
for  treatment  of  hypertension  and  other  indications.  All 
have  an  antiarrhythmic  effect,  but  they  have  not  been 
approved  for  this  indication  by  the  US  Food  and  Drug 
Administration. 

Quinidine — Quinidine  is  usually  given  as  the  gluco- 
nate for  intramuscular  use  or  the  sulfate  for  oral  use,  al- 
though oral  quinidine  gluconate  may  be  better  tolerated 
by  a few  patients.  For  most  patients,  sustained-release 
preparations  offer  no  significant  advantage,  and  they 
may  be  erratically  absorbed.  Quinidine  is  metabolized 
by  the  liver  and  excreted  by  the  kidneys.  Active  meta- 
bolites accumulate  in  patients  with  renal  failure  and 
dosage  adjustment  may  be  required  (DE  Drayer  et  al, 
Clin  Pharmacol  Ther,  24:31,  1978).  Patients  in  car- 
diac failure  may  also  require  lower  doses.  Measure- 
ment of  plasma  quinidine  is  a helpful  guide  to  therapy 
(see  Table  II).  Phenobarbital  and  phenytoin  stimulate 
the  hepatic  metabolism  of  quinidine,  decreasing  plasma 
concentrations  and  causing  a loss  of  antiarrhythmic 
effect;  discontinuing  the  anticonvulsant  may  lead  to 
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quinidine  toxicity  (JL  Data  et  al,  N Eng]  J Med, 
294:699,  1976). 

When  quinidine  is  given  to  a patient  with  a rapid  atrial 
arrhythmia,  the  ventricular  rate  may  occasionally 
increase  due  to  a decrease  in  atrioventricular  block. 
For  this  reason,  digitalis,  which  increases  the  atrioven- 
tricular block,  is  usually  given  first.  Several  reports 
have,  however,  described  increased  and  potentially 
toxic  digoxin  concentrations  when  quinidine  is  given  to 
patients  receiving  digoxin  (EB  Leahey,  Jr,  et  al,  Ann 


Intern  Med,  92:605,  1 980;  DR  Mungall  et  al,  Ann  In- 
tern Med,  93:689,  1 980).  The  same  interaction  probably 
occurs  with  digitoxin  ( M Garty  et  al,  Ann  Intern  Med. 
94:35,  1981).  Plasma  concentrations  should  be  moni- 
tored and  patients  should  be  observed  closely  for  digi- 
talis intoxication  when  quinidine  and  either  digoxin  or 
digitoxin  are  used  concurrently.  Quinine  and  verapa- 
mil can  also  increase  the  plasma  concentration  of 
digoxin;  procainamide  and  disopyramide  do  not  (HI 
Bussey,  Am  Heart  J,  104:289,  1982). 


Table  II 

ANT1ARRHYTHMIC  DRUGS 


Drug* 

Dosage**  and  Interval 

Effect  on  ECG 

Adverse  Effects 

Effective  Plasma 
Concentrations 

Bretylium 
(Bretvlol;  Bre- 
tylate  in  Canada) 

Loading:  5 mg/kg  IV  with 
additional  doses  of  1 0 mg/kg 
to  maximum  of  30  mg/kg 

(effect  delayed  "v  lh) 

Maintenance:  5-10  mg/kg 
q6h  IV  or  IM 

No  change 

Hypotension;  nausea  and  vomiting;  in- 
creased sensitivity  to  catecholamines; 
initial  increase  in  arrhythmias 

Not  established 

Disopyramide 
(Norpace; 
Rythmodan  in 
Canada) 

Loading:  4 mg/kg  PO 
Maintenance:  100-200 
mg  q6h 

Prolongs 
QRS,  QT 
and  PR  (±) 

Anticholinergic  effects,  hypotension, 
heart  failure,  tachyarrhythmias, 
heart  block 

2 to  8 pg/ml;  manufacturer 
suggests;  2 to  4 jug/ml  but 
higher  levels  required  for 
some  arrhythmias 

Lidocaine 
(Xylocaine; 
and  others) 

Loading:  1 mg/kg  IV  given 
over  2 min,  then  2 mg/kg 
over  20  min  or  50  mg  IV 
given  over  1 min  and 
repeated  every  5 min  x 3 
or  20  mg/min  IV  infused 
over  10  min 
Maintenance:  30  jug/kg 
each  min  IV  for  24-30  hrs 

No  change 

Drowsiness  or  agitation,  disorientation, 
coma,  seizures,  paresthesias,  cardiac 
depression,  especially  with  excessive 
accumulation  in  heart  failure  or  liver 
failure  or  infusions  for  more  than  24  hr 

1.5  to  6 p.g/ml 

Phenytoin 
(Dilantin;  and 
others;  in 
Canada  Dan- 
toin,  Novo- 
phenytoin) 

PO  Loading:  14  mg/kg 
PO  Maintenance:  200-400 
mg/day 

IV  Loading:  50  mg  q5min 
to  total  dose  of  1 000  mg 
("v  12  mg/kg) 

IV  Maintenance:  200-400 
mg/day 

No  change 

Ataxia,  nystagmus,  drowsiness,  coma, 
blood  dyscrasias,  cardiac  toxicity  with 
rapid  IV  injection 

5 to  20  pg/ml 

Procainamide 
(Pronestyl;  and 
others) 

PO  Loading:  14  mg/kg 
PO  Maintenance:  7 mg/kg 
q4h 

IM:  250-500  mg  q3-6h 
IV  Loading:  no  more  than 
100  mg  q6min  to  1 gram 
(^  12  mg/kg) 

IV  Maintenance:  2-6  mg/min 

Prolongs 
QRS,  QT 
and  PR  (±) 

Lupus-like  syndrome,  confusion,  dis- 
orientation, GI  symptoms,  rash,  hypo- 
tension, arrhythmias,  blood  discrasias 

4 to  10  jug/ml 
10  to  15  jiig/ml  in  recurrent 
ventricular  tachycardia 

Propranolol 
(Inderal;  In- 
deral  and  others 
in  Canada) 

PO:  10-80  mg  q6h 

IV:  1-5  mg  total  ( 1 mg/min) 

Prolongs 

PR(±) 

No  change 
QRS 

Shortens  QT 

Heart  block,  hypotension,  heart  failure, 
asthma 

Not  established;  50-100 
ng/ml  required  for  beta- 
adrenergic  blockade 

Quinidine  (many 
brands) 

PO  Loading:  12  mg/kg 
Maintenance:  6 mg/kg 
q4  to  6h 

Prolongs 
QRS,  QT 
and  PR  (±) 

GI  symptoms,  cinchonism,  thrombocyto- 
penia, rashes,  hypotension,  heart  block, 
or  tachyarrhythmias 

2 to  7 pg/ml 

Verapamil  HCI 
(Isoptin;  Calan) 

IV:  5-10  mg  over  2 to  3 
minutes*** 

(See  text  for  maintenance 
infusion) 

Prolongs  PR 

Heart  block,  hypertension,  asystole, 
bradycardia 

Probably  100-300  ng/ml 

* Digitalis  has  been  omitted  from  the  table.  See  references  cited  in  text. 

**  Patients  with  decreased  hepatic  or  renal  function  may  require  reduced  dosage  (see  text). 

***  A second  dose  of  10  mg  may  be  given  30  minutes  later. 
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Quinidine  can  cause  blood  dyscrasias,  gastrointes- 
tinal disturbances,  and  a combination  of  headache, 
visual  and  auditory  disturbances  called  cinchonism. 
Adverse  cardiovascular  effects,  particularly  vasodila- 
tation and  hypotension,  are  more  common  when  the 
drug  is  given  intravenously,  and  least  common  with 
oral  use;  quinidine  should  therefore  generally  be  re- 
stricted to  oral  or  intramuscular  use.  For  treatment  of 
acute  arrhythmias,  however,  it  can  be  given  intra- 
venously. Serious  ventricular  tachyarrhythmias  asso- 
ciated with  excessive  QT  prolongation  can  occur  and 
are  the  likely  cause  of  “quinidine  syncope;”  most  pa- 
tients with  this  syndrome  were  also  receiving  digoxin. 
Syncope  may  also  be  due  to  vasodilation,  postural 
hypotension  and,  rarely,  atrioventricular  block. 

Verapamil  (Isoptin;  Calan) — Verapamil  is  highly 
effective  for  treatment  and  prevention  of  supraventri- 
cular tachycardias.  This  calcium-entry  blocker  is  parti- 
cularly useful  in  treating  re-entrant  tachycardias  that 
use  the  AV  node  as  part  of  their  re-entrant  circuits  (RJ 
Sung  et  al,  Ann  Intern  Med,  93:682,  1980;  HL 
Waxman  et  al,  Ann  Intern  Med,  94:1,  1981;  DR 
Mauritson  et  al,  Ann  Intern  Med,  96:409,  1982).  In 
addition,  verapamil  can  decrease  ventricular  response 
in  atrial  flutter  or  fibrillation;  it  has  little  effect  on 
ventricular  arrhythmias  (Medical  Letter,  23:29,  1981; 
24:56,  1982).  Two  other  calcium-entry  blocking  agents, 
nifedipine  ( Procardia ) and  diltiazem  (Cardizem)  are 
available  in  the  USA  for  treatment  of  angina  pectoris 


(Medical  Letter,  24:39,  1982;  25:17,  Feb  18,  1983); 
only  diltiazem  is  effective  for  the  treatment  of  arrhyth- 
mias (supraventricular),  but  it  has  not  been  approved 
for  this  indication  by  the  US  Food  and  Drug  Adminis- 
tration. 

The  usual  IV  dosage  of  verapamil  is  5 to  10  mg  given 
over  two  to  three  minutes  under  continuous  ECG 
monitoring;  if  necessary,  a second  dose  may  be  given 
30  minutes  later.  If  the  risk  of  adverse  effects  is  high,  as 
in  patients  with  heart  failure  or  conduction  defects, 
much  smaller  initial  dosages  should  be  used.  A sus- 
tained IV  infusion  regimen  has  been  proposed;  the  ini- 
tial dose  of  10  mg  is  followed  by  0.375  mg/min  for  30 
minutes  and  then  a maintenance  infusion  of  0.125 
mg/min(MJ  Reiter  et  al,  Am  J Cardiol,  50:7 16, 1982). 

Because  of  its  potent  AV  nodal  depressant  activity, 
verapamil  should  be  used  with  caution  or  not  at  all  in 
patients  with  AV  nodal  dysfunction,  including  those 
taking  digitalis.  The  drug  does  not  usually  cause  sinus 
bradycardia,  but  concurrent  use  with  propranolol  has 
occasionally  caused  extremely  slow  sinus  rates  or 
asystole,  as  has  verapamil  alone  in  patients  with  sinus 
node  dysfunction.  Verapamil  has  little  hemodynamic 
effect  in  patients  with  normal  hearts.  However,  rapid 
administration,  especially  in  large  doses,  can  cause 
marked  depression  of  contractility  in  patients  with 
underlying  heart  failure.  Verapamil  can  increase  digoxin 
concentrations  by  impairing  renal  and  extrarenal  clear- 
ance of  digoxin  ( KE  Pedersen  et  al,  Eur  J Clin  Pharm- 
acol, 22:123,  1982). 


Transplant  Insurance  Program  Developed  by  Massachusetts  Plan 

Blue  Cross  and  Blue  Shield  of  Massachusetts,  Boston,  has  developed  a new  insurance 
program  to  cover  heart,  heart-lung,  and  liver  transplants.  The  comprehensive  Transplant 
Insurance  Plan  (TIP),  scheduled  to  begin  Nov.  1 , will  be  offered  to  the  Plan’s  3.5  million 
members.  This  is  thought  to  be  the  first  program  of  its  type  in  the  nation,  according  to 
a Plan  spokesman.  The  program  will  cover  experimental  transplant  surgery  for  five  days 
before  surgery  and  one  year  after  surgery.  A special  statewide  risk  pool  was  created  to 
finance  the  program,  the  spokesman  said.  Monthly  premium  rates  for  group  and  nongroup 
plans  are  $2  for  families,  55  cents  for  individuals,  and  5 cents  for  members  receiving 
a Medicare  supplement. 

In  a letter  to  allied  hospital  associations,  Alex  McMahon,  AHA  president,  said  the  new 
insurance  program  “may  well  . . . presage  a way  to  finance  new  procedures,  and  thus  pro- 
vide third  parties  with  a way  to  limit  their  increases  in  costs  of  regular  coverage,  while 
still  providing  options  for  people  desiring  broader  coverage.” 

— Hospital  Week,  September  2,  1983 
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The  President’s  Page 

DRGs 


The  rise  in  our  aging  pop- 
ulation combined  with  a 
diminished  tax  base  for 
contributing  to  health  care 
costs,  as  well  as  a general 
rise  in  the  cost  of  hospital 
care,  has  created  an  ac- 
tuarial scenario  whereby 
The  Hospital  Insurance 
Trust  Fund  is  likely  to  be 
facing  bankruptcy  by  the  year  1990. 

In  addressing  this  problem,  the  Reagan  administration, 
in  cooperation  with  the  Congress,  passed  the  Tax  Equity 
and  Fiscal  Responsibility  Act  (TEFRA).  This  Act,  P.L. 
87-247,  regulates  a complicated  system  of  reimbursement 
to  hospitals  for  in-patient  care.  It  establishes  a list  of  467 
diagnostic  categories  which  were  originally  developed  by 
researchers  at  Yale  University.  Under  this  new  system 
of  reimbursement,  purchasers  of  hospital  care  will  pay 
a single  amount  for  the  treatment  of  an  illness. 

Based  on  the  Diagnostic  Related  Groups  (DRGs),  this 
payment  is  the  same  regardless  of  the  variations  in  the 
specific  services  that  are  provided  to  patients  with  the 
same  diagnosis.  Payment  to  the  hospital  would  be  pay- 
ment in  full,  with  beneficiaries  responsible  for  deductibles 
and  coinsurance.  The  administration  presumably  hopes 
that  by  putting  a fixed  ceiling  on  hospital  costs  for  Medi- 
care patients,  it  will  stimulate  the  hospitals  to  improve 
efficiency  allowing  them  to  pocket  the  difference  between 
the  actual  cost  and  their  reimbursement  fee.  The  hospitals 
whose  costs  run  beyond  the  reimbursement  schedule  will, 
of  course,  operate  with  a deficit.  With  such  a deficit,  these 
hospitals  would  eventually  have  to  close.  On  the  other 
hand,  if  this  proves  to  be  successful,  it  may  well  appeal 
to  the  third  party  payers  who  may  then  follow  suit. 

Since  this  policy  has  in  fact  been  passed  by  law,  it 
behooves  all  physicians  to  be  familiar  with  its  provisions. 
As  approved  by  Congress,  the  bill  would  provide  the 
following: 

1 . DRG  payments  would  be  phased  in  over  three  years. 
The  hospitals’  first  cost  reporting  period  will  begin  after 
October  1,  1983.  In  the  first  year,  25%  of  the  payment 
would  be  based  on  the  DRG  rates  and  75%  dependent  on 
the  hospitals’  cost  base.  The  percentage  of  the  payment 
based  on  DRGs  would  gradually  increase  until  it  reached 
the  full  100%  in  the  fourth  year. 

2.  In  the  first  year,  the  DRG  portion  of  the  payment 
would  be  a regional  rate.  A rural  and  an  urban  rate  would 


subsequently  be  calculated  for  each  of  nine  regions.  In 
the  second  and  third  years,  the  DRG  portion  would  be 
a blend  of  national  and  regional  rates.  Finally  by  the  fourth 
year,  the  eighteen  regional  rates  would  give  way  to  two 
national  rates:  one  urban  and  one  rural. 

3.  Capital  costs  incurred  before  the  system  takes  effect 
will  continue  to  be  reimbursed  on  a reasonable  cost  basis 
until  October  1986.  New  capital  costs  may  or  may  not 
be  reimbursed  on  a reasonable  cost  basis. 

4.  After  October  1,  1983,  hospitals  will  be  required  to 
contract  with  a Peer  Review  Organization  (PRO)  to 
monitor  utilization,  and  they  will  not  be  paid  by  Medicare 
if  a PRO  review  is  not  performed. 

The  Connecticut  State  Medical  Society  has,  in  accor- 
dance with  the  wishes  of  the  House  of  Delegates,  pro- 
ceeded to  implement  the  Connecticut  Peer  Review 
Organization  (CPRO),  a private,  non-profit,  state-wide, 
physician-member  peer  review  organization.  This  is  in 
cooperation  with  a coalition  of  representatives  from  in- 
dustry, hospitals,  and  third  party  payers.  It  is  hoped  that 
this  organization  will  be  federally  designated  as  the  PRO 
organization  for  Connecticut. 

Since  the  DRG  program  is  being  phased  in  gradually, 
we  will  not  know  immediately  how  effective  it  will  be 
in  reducing  hospital  costs.  The  Council  on  Medical  Ser- 
vice of  the  AMA  has  expressed,  however,  a number  of 
concerns.  First,  and  most  basically,  there  is  concern  as 
to  whether  the  DRGs  will  be  cost-effective  as  a 
methodology  for  hospital  payment.  Second,  hospitals  may 
limit,  for  example,  admission  of  patients  with  long  term 
illnesses  and  also  may  discourage  diagnostic  testing. 
Third,  hospitals  may  shift  some  unpaid  Medicare  costs 
over  to  the  private  sector.  Finally,  the  initial  and  ongo- 
ing administration  costs  incurred  by  all  hospitals  utiliz- 
ing DRGs  may  be  greater  than  the  cost  savings  anticipated. 
Note  that  only  25%  of  the  average  case  load  is  classified 
as  Medicare  beneficiaries. 

Presently,  these  regulations  apply  to  hospitals.  Fest  we 
be  apathetic,  however,  let  me  mention  one  more  provi- 
sion of  this  bill:  Health  and  Human  Services  (HHS)  is 
to  report  in  1985  on  the  “advisability  and  feasibility”  of 
applying  DRGs  to  physician  charges  for  hospital  services 
and  on  legislation  to  effect  this  additional  change. 

Keep  in  touch. 

Daniel  W.  Doctor,  M.D. 

President 
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If  you  could  examine  professional  liability  insurance 
the  way  you  examine  your  patients . . . 

the  choice  would  be  clear. 


Professional  liability  insurance  programs  are  not  created  equal.  When  you  choose  a 
program  to  protect  your  practice,  you  want  to  be  sure  you’re  getting  the  very  best  coverage 
available-  and  that’s  exactly  what  you  get  with  your  County  Association/CSMS-sponsored 
Physicians  Protection  Program  from  CNA  Insurance. 

For  example,  claims  handling  is  one  important  feature  which  makes  this  association- 
sponsored  program  the  clear  choice.  As  an  insured  member  of  the  program,  any 
professional  liability  claim  brought  against  you  is  fully  evaluated  by  a county-based  Claim 
Review  Committee.  Comprised  of  physicians  like  yourself,  and  including  any  needed 
specialists  in  the  particular  medical  field  concerning  the  claim,  this  committee  will  provide 
expert  appraisal  of  medical  facts.  In  no  case  will  CNA  ever  settle  a claim  without  your 
prior  consent. 

Find  out  more  reasons  why  the  Physicians  Protection  Program  from  CNA  is  the  clear 
choice  of  your  County  Association  and  the  CSMS.  You’ll  find  it’s  the  clear  choice  for  you, 
too!  Contact  your  local  CNA  agent  or  program  administrator  today. 

Program  Administrator: 

Joseph  Flynn 

AAW  Physician  Plans,  Inc. 

225  Spring  Street 
Wethersfield,  Connecticut  06109 
(230)563-8111 

Your  association/society-sponsored  CNA  Physicians  Protection  Program  is  underwritten  by 
Continental  Casualty  Company,  one  of  the  CNA  Insurance  Companies. 


CNA 
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Reflections  from  the  Dean’s  Office 

It  Began  with  the  Lensmakers 


ROBERT  U.  MASSEY,  M.D. 


It  was  just  300  years  ago  this  fall  that  Antonj  van 
Leeuwenhoek,  cloth  merchant  and  lensmaker  of  Delft, 
using  a simple  microscope,  first  described  bacteria  and 
recorded  what  he  saw  in  a letter  dated  16  September 
1683.  He  reported  seeing  individual  bacilli  as  well  as 
clumps  and  chains  in  material  scraped  from  the  surface 
of  teeth. 

Two  centuries  were  to  pass  before  the  science  of 
bacteriology  would  provide  firm  ground  for  modern 
medicine  and  public  health,  before  Koch  would  set  down 
the  four  steps  necessary  to  prove  the  relationship  of  a 
microorganism  to  a specific  disease. 

Two  of  the  great  discoveries  of  the  17th  century  rested 
upon  the  work  of  Dutch  lens  grinders.  Hans  Lipperhey 
had  applied  to  the  Count  of  Nassau  for  a patent  on  his 
telescope  in  1608,  and,  by  January  1610,  Galileo  had 
seen  jagged  mountains  on  the  moon,  individual  stars  in 
the  Milky  Way,  and  four  satellites  rotating  around 
Jupiter.  He  had  obtained  a Dutch  telescope,  modified  it 
with  the  help  of  his  own  lens  grinder,  whom  he  initiated 
to  the  excitement  and  danger  of  the  new  astronomy,  and 
convinced  the  Republic  of  Venice  that  his  instrument 
had  obvious  military  value,  and  that  to  continue  he  must 
have  the  security  of  a lifetime  university  appointment. 

Antonj  Leeuwenhoek’s  work  came  more  than  a 
generation  later;  for  him  lensmaking  was  an  avocation; 
his  career  was  that  of  a shopkeeper  and  cloth  merchant. 
He  had  used  magnifying  glasses  to  inspect  cloth,  saw 
their  possibilities  for  scientific  work,  and  set  about  to 
learn  the  art  of  the  lens  grinder.  He  acquired  unusual 
skill  in  producing  minute  lenses  of  outstanding  quality. 
There  is  one  of  his  lenses  in  the  University  Museum  of 
Utrecht  which  has  a magnifying  power  of  270,  and  a 
resolving  power  of  1 .4/r.  Some  of  his  observations  sug- 
gest that  he  must  have  made  and  used  lenses  of  500 
power;  it  is  known  that  he  produced  about  550  lenses 
during  the  50  years  of  his  scientific  life. 

The  work  of  both  Galileo  and  Leeuwenhoek  depended 
upon  technology;  more  precisely  upon  the  perfection  of 
an  old  technology;  optical  lenses  had  been  around  for 
centuries.  Leeuwenhoek  improved  upon  a simple  tool  of 
the  cloth  merchant;  Galileo  persuaded  his  political 

ROBERT  U.  MASSEY,  M.D.,  Professor  and  Dean,  School  of 
Medicine,  University  of  Connecticut  Health  Center,  Farmington. 


masters  that  his  telescope  would  be  useful  in  spotting 
enemy  ships  and  estimating  their  firepower.  Advances  in 
science  sometimes  must  wait  upon  the  skill  of  artisans, 
the  inventiveness  of  mechanics  and  engineers,  and 
money  from  political  masters.  Koch’s  bacteriology 
depended  in  part  upon  stains  developed  by  the  German 
dye  industry;  Pasteur’s  bacteriology  was  supported  in 
part  by  the  government  because  of  its  concern  for  the 
French  wine  and  silk  industry. 

Leeuwenhoek  was  not  only  a skilled  craftsman;  he 
was  a keen  observer  who  discovered  and  eloquently 
described  — always  in  Dutch -a  whole  new  world  which 
he  had  seen  through  his  exquisite  little  lenses,  and  he 
never  had  to  leave  Delft  to  find  it.  His  remarkable 
descriptions  of  plankton,  blood  cells,  spermatozoa,  and, 
in  1683,  bacilli,  comprised  the  object  of  his  work.  His 
was  simply  a voyage  of  joyful  discovery,  and  it  sustain- 
ed his  enthusiasm  and  delighted  the  citizens  of  Delft  and 
the  Royal  Society  of  London  for  more  than  half  of  his 
91  years. 

Galileo  on  the  other  hand  was  out  to  prove  a 
hypothesis;  he  was  disturbed  by  what  Ptolemy’s  system 
failed  to  explain,  and  he  had  come  to  know  and  accept 
the  ideas  of  the  Polish  priest  and  astronomer,  Coper- 
nicus. His  too  was  a voyage  of  discovery;  Berthold 
Brecht  has  him  say  to  his  landlady’s  young  son,  “But 
we're  travelling  out,  Andrea,  on  a great  journey. 
Because  the  old  time  has  ended,  and  there’s  a new 
time  — I like  to  think  it  all  began  with  the  ships.”1 

One  night  when  Galileo  could  find  only  three  of 
Jupiter’s  four  moons,  he  surmised  that  the  fourth  had 
moved  behind  the  planet;  that  was  more  than  discovery: 
it  was  proof  that  not  every  body  in  the  heavens  turned 
around  the  “encapsulated”  earth  resting  motionless  in  the 
center  of  the  crystal  spheres. 

The  greatest  discoveries  are  mostly  made  by  looking; 
the  navigators  with  their  ships  and  the  lensmakers  with 
their  exquisite  glasses  gave  the  “one  talent  which  is  death 
to  hide”2  the  tools  it  needed  to  launch  us  upon  a voyage 
of  discovery  which,  300  years  later,  has  only  begun  to 
get  underway. 

REFERENCES 

1.  Brecht  B:  Leben  des  Galilei,  Suhrkamp  Verlag.  Berlin,  1955. 

2.  Milton  J:  On  his  blindness. 
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THE 

BEST  MEDICAL 
ADDRESS  IN 
FAIRFIELD  COUNTY 
IS  GETTING 
EVEN  BETTER 


Because  of  its  proximity  to 


lums,  we  will  design  and  finish  your 
space  according  to  your  needs  and 
tastes  and  . . . in  addition  to  all  the 
other  financial  benefits  of  office 
condominium  ownership  . . you 
will  be  entitled  to  a significant 
tax  credit  which  applies  to  the 
renovation  of  existing  buildings. 


Bridgeport  Hospital,  the  Columbia 
Towers  complex  (long  known  sim- 
ply as  "the  Towers")  has  been  the 
preferred  address  for  physicians 


and  other  medical  professionals  in 
the  Bridgeport  area. 


Now,  as  Columbia  Center,  it's 


roofs  and  exteriors,  new  energy-ef- 
ficient heating  and  air-conditioning, 
new  elevators,  expanded  and  im- 

pr< 1 — 


going  to  be  even  better.  A total  ren- 
ovation program  includes  new 


Worth  a look?  Of  course  it  is. 
You’ll  find  us  at  the  corner  of 
Barnum  and  Ridgefield,  just  a 
block  away  from  Bridgeport 
Hospital.  We  have  a finished 


model  suite  ready  for  your 


( Columbia  Center 


50  Ridgefield  Avenue.  Suite  215 
Bridgeport.  Connecticut  06010 

(203)  335-3 148 
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The  Resident’s  Page 

Family  Violence 


When  a weekly  newsmagazine  recently  featured  a 
cover  story  about  domestic  violence,  I was  again 
reminded  of  how  helpless  I feel  when  I am  brought  face 
to  face  with  it.  I’m  quite  content  to  manage  the  technical, 
surgical  aspects  of  an  injury  but  the  larger  issues  that 
brought  about  the  injury  are  not  to  be  so  neatly  sewn  up. 

This  is  neither  a small  problem  nor  a rare  one.  How 
many  people  are  beaten,  injured  or  raped  each  year  is 
anyone’s  guess,  but  it  is  beyond  dispute  that  the  numbers 
are  growing.  Almost  one  fifth  of  murders  involved  fami- 
ly members;  almost  five  thousand  killings  a year.  It 
seems  certain  that  almost  every  physician  will  see  pa- 
tients suffering  from  family  attacks. 

Those  of  us  who  staff  the  emergency  rooms  are  on  the 
front  lines.  We  are  the  first  to  see  the  obvious  casualties: 
sew  up  the  lacerations,  set  the  fractures,  probe  and 
diagnose  and  worry  about  the  internal  injuries.  Once  go- 
ing beyond  this  immediate  care  however,  I feel  out  of 
my  element,  uncertain  and  insecure,  probably  just  like 
my  patients. 

In  some  cases  I can  recall,  the  violence  was  clear,  in 
others  far  more  subtle.  Yet  even  when  I knew  what  was 
going  on,  I felt  I had  little  to  offer.  The  first  thought  is 
to  call  in  the  police,  but  most  patients  resist  this. 
Understandably,  police  are  also  reluctant  to  get  involv- 
ed: wife  or  child  abuse  is  never  a clear-cut  or  pleasant 
case.  Despite  the  fact  that  they  spend  one  third  of  their 
time  answering  family  violence  calls,  few  police  officers 
are  comfortable  in  this  area.  In  addition  forty  percent  of 
injuries  and  twenty  percent  of  police  killed  on  duty  stem 
from  domestic  disputes. 

There  are  now  specialized  centers  available  for  bat- 
tered women  in  many  areas,  but  it  still  requires  a big 
step  to  reach  one.  First,  both  physician  and  patient  have 
to  realize  that  family  violence  is  not  normal  or  accep- 
table, and  not  just  an  isolated  bout  of  rage,  but  a 
systematic  pattern  of  injury  and  intimidation  that  can  on- 
ly get  worse. 

It  is  too  easy  just  to  treat  the  superficial  injury  and  ig- 
nore the  cause.  We  owe  our  patients  more  than  that.  To 
do  them  justice  will  require  more  than  just  a token  effort 
on  our  part. 

The  first  step,  as  with  most  treatment,  is  to  listen  to 
the  patient  and  examine  them  with  care  and  compassion. 
People,  especially  children,  who  have  been  injured  by 
loved  ones  are  not  in  a frame  of  mind  to  be  talkative  or 
trusting  and  need  to  be  sought  out  with  care.  Since  vic- 
tims often  blame  themselves,  they  may  invent  phony 
histories  and  attempt  to  conceal  evidence  of  injury;  any 
of  this  plus  any  unusually  nervous  or  depressed  patient 


should  prompt  some  direct  but  compassionate  inquiry 
about  the  family  situation. 

Often  it  may  be  difficult  for  a women  who  has  been 
raped  or  beaten  to  open  up  to  a male  physician.  In  such 
a case  asking  a female  colleague,  nurse,  social  worker 
or  medical  student  to  talk  with  the  patient  may  really 
work  wonders. 

Having  made  the  diagnosis,  what  then  is  the  treat- 
ment? This  is  where  I always  have  the  most  trouble.  It 
seems  though  that  if  violence  has  become  a habitual  part 
of  a family  relationship,  something  must  be  done  to  in- 
terrupt that  cycle.  To  return  a patient  to  a destructive  en- 
vironment is  never  good  medicine. 

To  this  end,  let’s  resolve  now  to  face  this  problem 
squarely.  Each  and  every  physician,  especially  those 
who  staff  emergency  rooms  and  those  who  care  for 
traumatic  injuries,  must  acknowledge  family  violence  as 
a malignant  syndrome,  and  actively  counter  it.  A person 
who  has  just  been  hurt  badly  enough  to  see  a physician 
is  at  a spiritual  low  point  and  may  be  receptive  to 
thoughtful,  caring  intervention. 

What  can  be  done?  A sympathetic  ear  is  a start.  Hear- 
ing someone  through  and  supporting  them  emotionally 
can  start  the  process.  The  next  step  may  be  referral.  To 
do  this,  each  of  us  must  become  familiar  with  the  social 
agencies  and  professional  resources  available  in  our  own 
locale  and  what  each  one  can  offer.  To  me  this  is  as 
much  a part  of  my  education  as  the  prescribing  informa- 
tion for  a new  drug.  I would  hope  that  by  introducing 
someone  to  a new  alternative,  by  making  it  more 
available  and  less  remote,  I could  be  giving  some  real 
solace.  Victims  of  family  abuse  stay  in  the  family 
because  that  is  all  they  have  in  the  world;  I try  to  point 
out  a hope  of  a change. 

The  last  ingredient  is  follow-up  and  continuing  care. 
Any  patient  appreciates  a thoughtful  phone  call.  For  a 
frightened,  lonely,  beating  victim  this  is  irreplaceable. 
In  other  cases  a visit  by  a social  or  community  worker 
to  the  home  might  be  in  order.  In  any  event,  the  feeling 
of  concern  is  the  key  feature:  someone  does  care  what 
becomes  of  you. 

I have  already  seen  enough  rape,  child  abuse,  and 
domestic  violence  to  last  me  a lifetime,  but  I am  far  from 
comfortable  with  it.  With  at  least  one  million  children 
and  six  million  adults  victims  of  domestic  attacks  each 
year  we  owe  it  to  them  to  serve  them  better. 

Lee  R.  Morisy,  M.D.,  President 
CSMS  Postgraduate  Physicians  Section 
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Why  do  more  than  2,800  Connecticut 
physicians  participate  in 
the  Century  Plan? 


They  looked  at  the  facts. 

And  they  liked  what  they  saw. 

They  appreciated  the  convenience 
of  Blue  Cross  & Blue  Shield's  policy 
of  direct  payment  for  covered  services 
to  Century  Plan  participating  providers 
- a feature  not  readily  available  in 
other  health  coverage  plans. 

The  fact  that  Blue  Cross  & Blue 
Shield  finances  the  health  care  of 
over  half  the  population  of  Connecti- 
cut really  impressed  them.  They 
recognized  this  is  especially  significant 
during  a tight  economy  when  cost- 
conscious  subscribers  tend  to  select 
participating  providers. 

Why  do  more  than  2,800  Connecti- 
cut physicians  participate  in  the  Cen- 
tury Plan?  They  liked  what  they  saw. 


If  you'd  like  more  information 
regarding  participation,  call  our  Pro- 
fessional Relations  Department  at 
toll-free  1-800-922-1742,  ext.  202 
or  in  the  New  Haven  area  265-8202, 
or  write  to  Professional  Relations  De- 
partment, Blue  Cross  & Blue  Shield 
of  Connecticut,  370  Bassett  Road, 
North  Haven,  CT  06473. 


Blue  Cross 
Blue  Shield 

of  Connecticut 
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EDITORIALS 

Recent  Advances  in  Cardiology 

Recent  advances  in  cardiology  have  been  impressive 
and  have  had  a strong  impact  on  other  medical 
specialties  and  sub-specialties.  To  enable  the  internists, 
family  physicians,  and  physicians  in  other  fields  to  keep 
up  with  the  dynamic  cardiological  field,  the  Editor  of 
Connecticut  Medicine  has  asked  me  to  guest-edit  a sym- 
posium entitled:  “Recent  Advances  in  Cardiology.”  I 
found  the  assignment  most  challenging. 

I am  grateful  to  my  fellow  cardiologists  for  having 
written  excellent  review  articles  that  highlight  important 
developments  in  the  diagnosis  and  treatment  of  car- 
diovascular disease.  However,  within  the  space  limita- 
tion of  this  Journal,  all  aspects  of  cardiology  could  not 
be  covered.  To  appreciate  the  remarkable  progress  made 
in  the  diagnosis  and  management  of  heart  disease,  the 
reader  is  referred  to  the  January  1983  issue  of  the  Jour- 
nal of  The  American  College  of  Cardiology  which  is 
devoted  to:  “Advances  in  Diagnosis  and  Treatment  of 
Cardiovascular  Disease:  1958-1983."  As  I survey  these 
years  that  span  my  career  in  cardiology,  I find  it  difficult 
to  realize  that  only  25  years  ago,  we  practiced  car- 
diology without  echo-cardiography,  ambulatory  elec- 
trocardiography, multi-stage  exercise  testing,  nuclear 
techniques.  Swan  Ganz  catheterization,  coronary 
arteriography,  electrophysiology,  without  beta  blockers, 
calcium  channel  blockers,  vaso-dilators,  thrombolytic 
agents,  the  newer  diuretics,  antihypertensive,  and 
antiarrhythmic  drugs  and  without  Coronary  Care  Units, 
CPR,  transluminal  angioplasty,  coronary  artery  bypass 
surgery,  prosthetic  valve  replacement,  etc.  Moreover, 
during  the  past  quarter-of-a-century,  two  major  entities, 
i.e.,  hypertrophic  cardiomyopathy  and  mitral  valve  pro- 


Editorials  are  expressions  of  personal  opinion  and  do  not  necessarily 
reflect  the  policies  of  CSMS. 


lapse  have  joined  the  rostrum  of  cardiac  diagnoses.  I can 
only  marvel  at  this  unparalleled  expansion  in  research 
and  at  its  application  to  cardiovascular  medicine  and 
surgery. 

Robert  M.  Jeresaty,  M.D. 

Guest  Editor 

Professor  of  Medicine, 

University'  of  Connecticut  School  of  Medicine,  Farmington 
Director,  Section  of  Cardiology , 

Saint  Francis  Hospital  and  Medical  Center,  Hartford 

Medicine’s  Latest  Tool:  Television? 

An  article  on  p.  643  in  this  issue  of  Connecticut 
Medicine  describes  how  and  why  the  Hospital  of  Saint 
Raphael  and  Blue  Cross  & Blue  Shield  of  Connecticut 
launched  the  weekly  television  series  “Better  Health.” 

“Why”  can  be  found  in  our  hospital's  mission  of  pro- 
viding both  acute  and  preventive  care.  The  latter  goes  by 
many  names  and  comes  in  many  forms,  but  we  believe 
that  great  good  can  be  accomplished  by  promoting 
healthful  living  through  the  various  mass  communication 
media.  Saint  Raphael's  uses  them  all,  but  entered  the 
world  of  television  this  last  year.  It  is  a powerful  and 
pervasive  medium. 

For  example: 

• News  reports  in  July  announced  that  the  rock  group 
called  Scandal  had  a national  hit  record  that  never 
had  been  played  on  radio.  Until  its  success,  it  could 
be  heard  only  on  cable  television's  all-music  chan- 
nel, M-TV. 

• Many  television  programs  have  capitalized  on  the 
nation's  fascination  with  medicine  and  health,  but 
more  for  entertainment  rather  than  to  improve 
viewers'  health.  Programs  like  “Better  Health”  can 
be  seen  locally,  but  the  national  networks  don't 
have  a single  series  designed  to  seriously  help 
viewers’  health.  The  producers  of  the  successful 
“Sesame  Street”  tried  with  “Feeling  Good,"  but 
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failed.  The  new  Cable  Health  Network  is  national 
in  scope,  but  is  available  only  to  subscribers  of  cer- 
tain cable  television  systems. 

• A public  opinion  survey  by  the  Roper  Organization 
for  the  National  Association  of  Broadcasters'  found 
that  frequent  television  viewers  have  exaggerated 
perceptions  of  doctors’  curing  powers.  The  dean  of 
the  University  of  Pennsylvania’s  Annenberg  School 
of  Communications,  has  cited  research  showing  that 
such  perceptions  are  likely  to  lead  to  "live  for  to- 
day” attitudes  and  a lack  of  interest  in  disease 
prevention. 

The  point?  As  the  predominant  information  source  for 
many  Americans,  television  is  a powerful  communica- 
tions medium  that  often  unknowingly  gives  false  impres- 
sions about  medicine  and  health,  and  is  doing  little  to 
promote  good  health. 

Its  ability  to  help  is  not  in  question.  The  experts  once 
asked.  "Can  the  mass  media  work  in  promoting  health?" 
Now  they  say,  “How  can  we  make  it  work  best?”  Thanks 
to  the  state's  most  public-minded  health  insurer.  Blue 
Cross  & Blue  Shield  of  Connecticut,  and  the  medium  of 
Connecticut  Public  Television,  we  believe  we  have 
together  found  a way  through  the  weekly  series  ap- 
propriately called  "Better  Health.” 

Sister  Anne  Virginie 

President 

Hospital  of  Saint  Raphael 


Letters  to  the  Editor 


Letters  to  the  Editor  are  considered  for  publication  (subject  to 
editing  and  abridgment),  provided  that  they  are  submitted  in 
duplicate,  signed  by  all  authors,  typewritten  in  double  spacing, 
and  do  not  exceed  Wi  pages  of  text  (excluding  references).  They 
should  not  duplicate  similar  material  being  submitted  or  pub- 
lished elsewhere.  Letters  referring  to  a recent  Journal  article 
should  be  received  within  six  weeks  of  the  article’s  publication. 


MORE  ABOUT  THE  HEIMLICH  MANEUVER 

To  the  Editor:  One  more  word  on  drowning  and  the  subdiaphragmatic 
thrust,  (Heimlich  maneuver). 

One  of  the  first  maneuvers,  I feel,  that  should  be  performed  on  a 
drowning  victim  in  need  of  resuscitation  is  an  "upside  down”  maneuver. 
This  means  lifting  the  victim  by  the  feet  or.  in  a heavy  adult,  by  the 
hips,  head  down,  causing  whatever  water  may  be  in  the  lungs  to  gush 
out  by  gravity. 

If  a foreign  body  is  present,  a subdiaphragmatic  thrust  can  than  be 
done  as  described  in  Dr.  Heimlich's  letter  to  the  editor  in  the  May,  1983 
issue  of  Connecticut  Medicine,  but  this  maneuver  may  not  empty  fluid, 
often  the  major  problem. 

As  a medical  examiner  (Berlin,  Connecticut),  I have  practiced  this 
"upside  down"  jnaneuver  several  times  at  the  scene  of  drowning  and 
observed  this  gushing  out  of  aspirated  water  and  cleaning  of  the  airway. 

Ludmil  A.  Chotkowski,  M.D. 

Clinical  Director  of  Medicine 
Connecticut  Valley  Hospital 


Why  have  over  150 
Connecticut  doctors  made 
Medical  Data  Processing 
their  office  management 

system? 

• Low  650  per  active  patient  account  cost 

• Increased  cash  flow/reduced  receivables 

• Electronic,  paperless  submission  of  Blue 
Shield,  Medicare,  Medicaid/Welfare 

• Local  service,  support,  training 

No  wonder  Connecticut  doctors  choose 
MDP,  the  medical  office  management 
specialists. 

Give  Medical  Data  Processing  a look. 

Call  or  write  us  for  a demonstration. 

90  National  Drive 
Glastonbury,  CT  06033 
Hi  III  ill  (203) 659*2747 

Managing  Medical  Offices 
Through  Data  Processing 
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CALL 

SEMI-ANNUAL  MEETING  OF  THE  HOUSE  OF  DELEGATES 
The  1983  Annual  Meeting  of  the  House  of  Delegates  will  be  held  at  the  Ramada  Inn,  North  Haven, 
commencing  at  12:30  P.M.  on  Thursday,  November  17. 

Daniel  W.  Doctor,  M.D. 

Lawrence  B.  Ahrens,  M.D.,  Speaker  of  the  House 
Norman  A.  Zlotsky,  M.D.,  Secretary 

INTRODUCTION  OF  RESOLUTIONS 

Article  V,  Section  12,  Par.  3 of  the  Bylaws  of  the  Society  provides: 


Resolutions  may  be  introduced  by  any  Active  or  Life  Member  or  student  members  or  postgraduate  physician  members  of  the  Society,  in 

compliance  with  the  following  provisions: 

a.  AH  resolutions,  reports  and  similar  items  of  business  submitted  in  writing  and  received  at  the  office  of  the  Executive  Director  not  later 
than  thirty  days  before  the  date  scheduled  for  that  meeting  shall  be  considered  as  regular  business  of  the  House  of  Delegates. 

b.  Component  county  associations  or  the  student  members  or  postgraduate  physician  members,  whose  meetings  are  held  later  than  thirty- 
five  days  prior  to  the  date  of  the  House  of  Delegates  shall  be  allowed  five  days  after  the  close  of  such  meeting  in  which  to  submit 
resolutions,  reports  and  similar  items  of  business  to  the  Executive  Director's  office  and  still  have  such  material  considered  as  regular 
business.  Innoevent,  however,  may  such  resolutions,  etc.  be  considered  regular  business  if  they  are  received  later  than  fifteen  days  prior 
to  the  date  of  the  meeting. 

c.  Reports,  recommendations,  resolutions  or  other  new  business  may  be  presented  to  the  House  of  Delegates  by  the  Council  of  The  Society 
at  any  time  and  shall  be  considered  as  regular  business. 

d.  Any  business  which  does  not  qualify  as  regular  business  in  accordance  with  the  foregoing  pro  visions  may  be  accepted  for  consideration 
by  a majority  vote  of  the  delegates  present  and  shall  be  referred  at  once  by  the  Speaker  to  a reference  committee.  When  business  is 
introduced  under  the  provision  of  this  paragraph  the  vote  shall  be  taken  without  debate,  except  that  the  introducer  shall  be  allowed  not 
more  than  two  minutes  to  explain  why  it  should  be  considered  as  regular  business. 


Mark  Your  Calendar 


CONNECTICUT  STATE  MEDICAL  SOCIETY 
SEMI-ANNUAL  MEETING  - HOUSE  OF  DELEGATES 
Thursday,  November  17,  1983 
RAMADA  INN 
NORTH  HAVEN,  CT 


CONNECTICUT  STATE  MEDICAL  SOCIETY 
192nd  ANNUAL  MEETING 

PARKVIEW  HILTON  HOTEL 
HARTFORD,  CT 

* * * * 


HOUSE  OF  DELEGATES 

Wednesday,  May  9,  1984 

* * * * 


ANNUAL  SCIENTIFIC  ASSEMBLY 
OF  THE  SOCIETY 
Thursday,  May  10,  1984 

* * * 


PLAN  NOW  TO  SAVE  THE  DATE 
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PHYSICIAN  PLACEMENT  SERVICE 

The  Society  maintains  the  Physician  Placement  Service  as  a service  to  the  medical  profession  in  Connecticut. 
Opportunities  for  physicians  to  locate  in  Connecticut  will  be  published  as  space  permits  and  will  be  distributed 
to  physicians  making  inquiries  of  such  opportunities.  Information  should  be  sent  to  160  St  Ronan  St.,  New 
Haven,  CT  06511  (203-865-0587). 

Physicians  wishing  to  establish  practice  in  Connecticut  are  invited  to  submit  a resume  to  be  kept  on  file  with 
the  Society.  An  announcement  of  a physician’s  availability  will  be  published  in  two  issues  of  Connecticut 
Medicine  as  space  permits. 


OPPORTUNITIES  FOR  PRACTICE 

(If  no  name  is  listed,  contact  the  Physician  Placement  Service  for  more 
details.) 

FAMILY  PRACTICE 

B/E,  B/C  practitioner  need  to  associate  with  residency-trained  board 
certified  Family  Practitioner  in  Connecticut  community  on  Long 
Island  Sound.  No  O.B.  Excellent  opportunity  in  established  expanding 
practice.  Please  respond  to:  E.  Reaney,  203  Montauk  Ave.,  New  Lon- 
don. CT  06320. 

Excellent  Family  Practice  opening  in  multi-specialty  group  in  beautiful 
rural  Connecticut.  Minimum  salary  guarantee  with  incentive.  Send  CV 
to  CSMS,  FP/SC 

EMERGENCY  MEDICINE 

Central  Connecticut  Hospital  with  access  to  good  recreational  areas  is 
seeking  a Director  for  its  Emergency  Department,  which  has  an  Active 
EMS  system,  30,000  annual  visits,  and  is  currently  designing  a new 
facility.  The  position  combines  administration  functions  with  oppor- 
tunity to  practice  medicine.  Requirements  include  Board  Certification 
in  Emergency  Medicine  or  in  a primary  care  specialty,  or  a physician 
who  is  actively  seeking  such  Board  Certification.  Preference  given  to 
candidates  who  have  both  medical  and  administrative  experience.  Ex- 
cellent salary  and  benefits.  Please  send  resume  and  salary  re- 
quirements to:  Search  Committee,  Meriden-Wallingford  Hospital,  181 
Cook  Ave.,  Meriden,  CT  06450. 

Southington.  Connecticut:  Full-time  Emergency  Department  Physi- 
cian sought  for  Hartford  Area  Hospital.  Desire  primary  care  physician 
with  Emergency  Medicine  experience.  Contact  H Karl  Dimlich, 
M.D..  Director.  Emergency  Department,  Bradley  Memorial  Hospital, 
Southington,  CT  06489  Telephone  203-621-3661. 

FAMILY  PRACTICE/PREVENTIVE  MEDICINE 

FOR  SALE.  Flourishing  private  practice.  Completely  equipped,  quali- 
ty staff,  available  immediately.  Must  move  out  of  state  immediately. 
Reply  R.  Welch,  38  Millstone  Rd..  Waterford,  CT  06385  Phone 
442-0992  after  2:00  P.M 

INTERNAL  MEDICINE 

Internist  with  subspecialty  in  Gastroenterology,  Cardiology, 
Pulmonary  Medicine  or  other  subspecialties  to  associate  with 
established  Internist  in  community  near  Hartford  and  New  Haven. 
Send  curriculum  vitae  to  CSMS.  IM/JKY. 

OBSTETRICS/GYNECOLOGY 

WANTED:  Board  eligible  or  Board  Certified  Obstetrician/ 
Gynecologist  as  part-time  Medical  Director  for  Connecticut  statewide 
family  planning  agency  serving  40,000  women/year.  Challenging  and 
interesting  work  in  a growing  and  developing  Agency.  If  interested, 
contact  Executive  Director,  Planned  Parenthood  League  of  Connec- 
ticut. Inc  . 129  Whitney  Ave..  New  Haven,  CT  06510. 

PEDIATRICS 

Pediatrician -BC/BE,  to  join  established  Pediatrician  near  Yale.  Early 
partnership.  Position  available  immediately,  send  C.V.  to  CSMS, 
PED/RH 


Pediatrician  to  take  over  practice  immediately.  Established  for  ten 
years.  Nice  town  with  good  schools,  churches,  and  convenient  shopp- 
ing area.  Eastern  Connecticut  State  University  and  the  University  of 
Connecticut  are  nearby.  Office  space  is  available  by  lease  and  is 
located  within  walking  distance  of  the  Hospital.  Returning  to  full-time 
academics.  Call  (203)  423-9707  or  (203)  456-4347. 

PHYSICIANS  WISHING  TO  LOCATE  IN 
CONNECTICUT 

DERMATOLOGY 

Jan.  '84.  Nat'l  bds.  AB  cert.  (IM).  MD.  Yale  Medical  School;  Int.  and 
Res.,  University  of  Alabama  Hospitals  & Clinics  (IM);  University  of 
Arizona.  Tucson  (Derm.)  Prefers  solo,  group  or  associate  type  prac- 
tice in  a medium  to  large-sized  community.  Write,  John  C.  Wiles, 
M.D.,  Section  of  Dermatology.  Arizona  Health  Sciences  Center,  1501 
North  Campbell  Ave.,  Tucson.  AZ  85724. 

July  '84.  Nat'l  bds.  Age  29  AB  elig.  MD.  New  Jersey  Medical 
School,  Neward,  NJ;  Int  , Hartford  Hospital,  Hartford,  CT:  Res., 
University  of  North  Carolina.  Prefers  solo,  group  or  associate  type 
practice  Write,  CSMS,  DDF/DERM. 

July  "84.  Age  29.  Nat'l  bds  AB  elig.  MD,  NY  University:  Int., 
Brookdale  Hospital-Downstate;  Res.,  Mt,  Sinai  Medical  Center. 
Prefers  group,  associate,  solo  or  partnership  type  practice  in  medium 
to  large-sized  community.  Write,  CSMS.  JNB/DERM. 

EMERGENCY  MEDICINE 

Immediately  available.  Presently  in  practice.  Licensed  in  Connecticut. 
Age  46.  LMCC.  MD,  University  of  Western  Ontario  Medical  School; 
Int,,  St  Joseph's  Hospital.  Prefers  solo,  group,  associate  or  Primary 
Care  type  practice.  Write,  Bernard  S.  Glass.  M.D..  981  Main  Street, 
W,.  Apt.  419.  Hamilton,  Ontario,  Canada  L851A8. 

FAMILY  PRACTICE 

July  '84.  Age  26.  Nat'l  bds.  AB  elig.  MD,  Columbia  University  Col- 
lege of  Physicians  and  Surgeons;  Int.  and  Res.,  Duke  University  Fami- 
ly Practice  Program.  Seeking  group  or  associate  practice.  Write,  Gary 
A.  Sobelson.  M.D.,  12  Willow  Bridge  Dr.,  Durhamm,  NC  27707. 

July/August  '84.  Age  28.  Nat'l  bds.  AB  elig.  MD,  University  of  Il- 
linois; Int.  and  Res.,  MacNeal  Memorial  Hospital.  Prefers  solo,  group 
or  associate  type  practice  in  a medium  to  large-sized  community. 
Subspecialization  in  substance  abuse.  Prefers  no  O.B.  Write,  James  C. 
Leonard,  M.D  . 1505  Coventry  Lane,  Darien.  IL  60559 

Immediately  available.  Licensed  in  Connecticut.  Age  50.  Nat'l  bds. 
AB  elig.  MD,  New  York  University;  Int.,  Nassau  County  General; 
Res.,  Brooklyn  VA  Hospital.  Prefers  group,  associate  or  institutional 
type  practice  in  a medium-sized  community.  Write,  Marvin  Leven- 
stein.  M.D.,  14B  Summit  Dr.,  New  Milford,  CT  06776. 

Aug.  '84.  Age  27.  Nat'l  bds.  AB  elig.  MD,  SUNY  at  Stony  Brook;  Int. 
and  Res.,  York  Hospital,  York,  PA.  Prefers  group  practice  in 
medium-sized  community.  Also,  would  consider  HMO/Emergency- 
Center.  Write,  David  Neidorf,  M.D.,  1701  Taxville  Rd.,  #7A,  York, 
PA  17404. 

Oct.  '84.  Presently  in  practice.  Age  30.  Nat’l  bds.  AB  cert.  MD.  St. 
Louis  University;  Int.  and  Res.,  Medical  College  of  Wiscon- 
sin/Deaconess Hospital.  Interested  in  multi-specialty  or  group  Family 
Practice.  No  OB.  Write,  Michael  Ostrov,  M.D  , 704  S.  McCullough, 
Urbana,  IL  61801. 
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FAMILY  PRACTICE  — Continued 


Available  within  2 months  of  notification.  Licensed  in  Connecticut. 
Presently  in  practice.  Age  32.  Nat’l  bds.  AB  cert.  MD,  University  of 
Florida;  Int.  and  Res.,  St.  Margaret's  Hospital,  Pittsburgh,  PA. 
Prefers  group  or  associate  type  practice  in  medium-sized  community 
(Southern  Connecticut).  Write,  Larry  Novik,  M.D  , 277  West  10th 
Street,  *11-H,  New  York.  NY  10014. 

GENERAL  PRACTICE 

Aug.  '84.  Age  27.  Nat'l  bds.  AB  elib.  MD.  Philadelphia  College  of 
Osteopathic  Medicine;  Int.  and  Res.,  Metropolitan  Hospital-Parkview 
Division,  Philadelphia,  PA.  Prefers  solo  or  group  type  practice  on  the 
Eastern  coast  of  Connecticut.  Is  a permanent  resident  of  Connecticut. 
Write.  John  F.X.  Horan.  D O . 1414  Lardner  St..  Philadelphia,  PA 
19149. 

INTERNAL  MEDICINE 

June  '84.  Presently  in  practice.  Age  31.  Nat'l  bds.  AB  cert.  MD, 
University  of  Alabama  School  of  Medicine.  MD;  Int.  and  Res., 
William  Beaumont  Army  Medical  Center.  El  Paso.  TX  Would  like  to 
practice  general  Internal  Medicine  with  solo,  group  or  association  type 
practice  in  a medium  to  large-sized  community.  Write.  J.  Walter 
Sledge,  M.D..  2115  Bedford  Way.  Columbia.  SC  29209 

GASTROENTEROLOGY  July  '84.  Age  31.  Nat'l  bds.  AB  cert.  MD. 
Chicago  Medical  School;  Int.  and  Res..  Nassau  County  Medical 
Center,  East  Meadow,  NY;  Fellowship.  Lahey  Clinic  Medical  Center, 
Burlington,  MA.  Prefers  group,  associate,  or  institutional  type  prac- 
tice. Formerly.  Director.  Medical  Emergency  Room.  Nassau  County 
Medical  Center  and  Clinical  Instructor  in  Medicine,  State  University 
of  New  York  at  Stony  Brook.  Write.  Richard  C.  Dai.  M.D..  16  Ken- 
mar  Dr..  Apt.  127,  Billerica.  MA  01821. 

GASTROENTEROLOGY  March  '84.  Presently  in  practice.  Age  43. 
MD.  University  of  Missouri;  Int.,  Kings  County  Hospital,  Brooklyn. 
NY;  Res.,  Kings  County  Hospital  and  University  of  Minnesota 
Hospitals;  Fellowship,  Yale  affiliated  program/Hartford  Hospital 
(Gastroenterology).  Prefers  group  or  associate  type  practice  in 
medium  to  large-sized  community.  Wishes  to  practice  Internal 
Medicine  and  Gastroenterology.  Write,  CSMS,  MAR/IM. 

July  '84.  Age  3 1 . Nat'l  bds.  AB  cert.  MD,  New  York  Medical  College; 
Int.  and  Res.,  Maimonides  Medical  Center;  Fellowship;  St.  Luke’s 
Hospital  Center  (Pulmonary  Medicine).  Prefers  group,  associate  or  in- 
stitutional type  practice  in  a larged-sized  community.  Write,  Alan  H 
Gross,  M.D..  65  Fourth  Avenue.  Apt.  4-B,  New  York.  NY  10003. 

July  '84.  Age  28.  Licensed  in  Connecticut.  Nat’l  bds.  AB  elig.  MD, 
New  York  University  Int.  and  Res.,  Hartford  Hospital.  Desires  solo, 
group  or  associate  type  practice  within  fifty-mile  radius  of  Hartford, 
write,  Stephen  B.  Yuan,  M.D.,  39  Gayfeather  Lane,  Glastonbury,  CT 
06033. 

Aug.  '84.  Age  29.  Nat’l  bds.  AB  elig.  MD,  University  of  Tennessee 
Medical  center;  Int.  and  Res  Hahnemann  University  Hospital.  Prefers 
group,  associate,  institutional  or  industrial  type  of  practice  in  a 
medium  to  large-sized  community.  Write,  Shun  Ying,  M.D.,  95 
Bullard  St.,  Walpole,  MA  02081 

NEUROLOGY 

July  '84.  Age  33.  Nat’l  bds.  AB  cert.  MD,  Ohio  State  University;  Int., 
Cleveland  Clinic  (IM);  Res.  and  Fellowship,  Duke  Medical  Center. 
Prefers  group  or  associate  type  practice  in  a large-sized  community. 
Primary  specialty  is  Neurology  and  secondary  specialty  is 
Neuropathology.  Write,  Elizabeth  Kamenar,  M.D.,  12701  Shaker 
Blvd.,  Apt.  *410,  Cleveland,  OH  44120. 

OBSTETRICS/GYNECOLOGY 

July  '83.  Age  38.  FLEX.  AB  elig.  MD,  Bangalore  Medical  College, 
India;  Int.,  Unity  Hospital,  Brooklyn,  NY;  Res.,  Cornell  Medical 
Center,  NY;  Fellowship,  Downstate  Medical  Center.  Desires  institu- 
tional, multi-specialty  or  HMO  type  of  practice  in  a medium  to  large- 
sized community.  Write,  CSMS,  VLKR/OB. 


OBSTETRICS/GYNECOLOGY-Continued 

Immediately  available.  Age  42.  Presently  in  practice.  FLEX.  AB  cert 
MD,  Catholic  Medical  College;  Int.,  Muhlenberg  Hospital,  Plainfield, 
NJ;  Res,,  Montefiore  Hospital  and  Medical  Center,  Bronx,  NY  and 
Maimonides  Medical  Center,  Brooklyn,  NY.  Fellow  American  Col- 
lege of  Obstetrics  and  Gynecologists.  Prefers  solo,  group  or  associate 
type  practice.  Write.  Wook  Chung,  M.D.,  2212  Watterworth  Dr  , 
Kalamazoo,  MI  49008. 

ORTHOPEDICS 

HAND  SURGERY  Feb.  '84  Age  32  Nat'l  bds.  AB  elig.  MD,  Johns 
Hopkins  University;  Int.  and  Res.,  Medical  College  of  Virginia; 
Fellowship.  University  of  Miami  School  of  Medicine/Jackson 
Memorial  Hospital.  Interested  in  General  orthopedics  with  emphasis 
(but  not  limited  to)  upper  extremity  Trained  in  micorsurgical  techni- 
que Prefers  solo,  group  or  associate  type  practice  in  medium-sized 
community.  Write,  Steven  R.  Groman,  M.D.,  7995  SW  86th  St.. 
*308.  Miami,  FL  33143. 

PEDIATRICS 

July  '83.  Age  32.  Licensed  in  Connecticut.  Nat'l  bds.  AB  cert.  MD, 
Johns  Hopkins;  Int  and  Res.,  Mt  Sinai  Hospital,  New  York; 
Fellowship,  Medical  College  of  Pennsylvania.  Prefers  group, 
associate  or  institutional  type  practice  either  full  or  part-time.  Write, 
CSMS.  SL/PED 

July  '84.  Age  32.  Connecticut  licensed  pending.  FLEX.  AB  elig.  MD, 
Univesidad  Central  del  Este,  Dominican  Republic;  Int  , Long  Island 
Jewish-Hillside  Medical  Center;  Res.,  Brookdale  Hospital  Medical 
Center.  Prefers  group  or  associate  type  practice.  Write,  Dennis  Maser, 
M.D.,  346  Lehrer  Ave.,  Elmont,  NY  11003 

July  '84.  Age  29.  Nat'l  bds.  AB  elig.  MD,  University  of  Pittsburgh; 
Int.  and  Res.,  Upstate  Medical  Center.  Prefers  group  or  associate  type 
practice  in  a medium  to  large-sized  community.  Write,  Howard  Mintz, 
M D.,  60  Presidential  Plaza,  *308.  Syracuse.  NY  13202 

July  '84.  Age  29.  Nat’l  bds.  AB  elig.  MD,  University  of  Maryland 
School  of  Medicine;  Int.,  Res.  and  Fellowship,  Children's  Hospital  of 
Pittsburgh  (Pediatric  Cardiology).  Prefers  group,  associate  or  institu- 
tional type  practice  within  easy  driving  distance  from  New  Haven. 
Write,  Gerald  N.  Zubkoff,  M.D.,  340  S.  Highland  Ave.,  *3A,  Pitts- 
burgh, PA  15706. 

July  '83.  Age  32.  Licensed  in  Connecticut.  Nat'l  bds.  AB  cert.  MD. 
John  Hopkins;  Int.  and  Res.,  Mt.  Sinai  Hospital.  NY;  Fellowship 
Medical  College  of  Pennsylvania.  Prefers  group,  associate,  institu- 
tional. industrial  type  practice  — full  or  part  time.  Write.  CSMS. 
SL/PED 

RADIOLOGY 

NUCLEAR  MEDICINE.  July  '84  Age  31.  Nat'l  bds  AB  cert.  MD. 
Boston  University;  Int.,  The  Boston  VA  Medical  Center/Tufts  Univer- 
sity; Res.,  Beth  Israel  Hospital,  Boston;  Fellowship,  Harvard  Univer- 
sity (Nuclear  Medicine).  Flexible  with  practice  type  and  size.  Write, 
Conrad  P Ehrlich.  M.D..  1243  Beacon  St.,  *3-B,  Brookline.  MA 
02146, 

UROLOGY 

Sept.  '83.  Licensed  in  Connecticut.  Presently  in  practice.  Age  52.  AB 
cert.  (Urology).  MD,  University  of  Naples  Medical  School,  Naples. 
Italy;  Int.,  Fort  Sanders  Hospital,  Knoxville  TN;  Res.,  St.  Sacrement 
Hospital,  Quebec  (Surgery),  NY  Medical  College,  Valhalla,  NY 
(Urology)  and  New  Jersey  College  of  Medicine,  Neward,  NJ 
(Urology).  Prefers  solo  pracctice.  Write,  Allessandro  Colalillo,  M.D  . 
P.O.  Box  403,  Brainerd,  MN  56401. 
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SECOND 

MORTGAGE 

MONK* 


WE’VE  ARRANGED  OVER 
$250  MILLION  IN  LOANS. 

WE  CAN  HELP  YOU. 


College  costs  money  Lots.  So  does  remodeling  the 
house  Maybe  you  want  to  consolidate  your  bills  or 
make  a business  investment 

But  where  will  you  get  all  that  money?  Easy  By 
using  the  equity  in  your  home  to  secure  a loan  with  us. 
How  much  can  you  borrow?  Up  to  80%  of  your  equity. 
It's  a great  way  to  tackle  really  big  family  expenses 
And  the  nice  thing  about  dealing  with  us  is  that 
you  get  prompt,  personal  service,  a highly  competitive 
rate,  and  terms  to  fit  your  needs 

Do  it  all  by  phone  Find  out  how  much  you  can 
borrow  and  get  an  application  by  phoning  Ron 
v Matusovich  collect  at  (203)  255-5713 
Need  money?  Get  it  the  easy  way, 

..  Just  ask  us 

FIRST  NEW  ENGLAND 


EQUAL  HOUSING  lENOER 


FINANCIAL 


CORPORATION 


Southport,  CT  06490 


NEW  YORK  FERTILITY 
RESEARCH  FOUNDATION,  INC. 

For  the  Investigation  of  Problems  of 
Human  Infertility 

The  Foundation  provides  a complete  diag- 
nostic and  consultation  service  for  infertile 
couples.  Investigations  are  conducted  by  well- 
known  specialists  in  conjunction  with  consul- 
tants in  the  various  fields  of  medicine  related 
to  infertility. 

The  Foundation  is  supported  by  an  in-house 
modern  laboratory  equipped  to  do  most  tests 
required  for  diagnosis  and  treatment.  Litera- 
ture on  request. 

1430  Second  Avenue,  New  York,  N.Y.  10021 
Phone:  744-5500 


CLASSIFIED 


1984  CME  CRUISE/CONFERENCES  ON  LEGAL-  MEDICAL 
ISSUES-Caribbean.  Mexican,  Hawaiian,  Alaskan,  Mediterranean. 
7-14  days  in  Winter,  Spring,  Summer.  Approved  for  18-24  CME  Cat. 
1 credits  (AMA/PRA).  Distinguished  professors.  FLY  ROUNDTRIP 
FREE  ON  CARIBBEAN,  MEXICAN,  & ALASKAN  CRUISES.  Ex- 
cellent group  fares  on  finest  ships.  Registration  limited.  Pre-scheduled 
in  compliance  with  present  IRS  requirements.  Information:  Interna- 
tional Conferences,  189  Lodge  Ave.,  Huntington  Station,  N.Y. 
11746.  (516)  549-0869. 


NYU  POST-GRADUATE  MEDICAL  SCHOOL  presents:  November 
1 1-12  Chymopapain  for  Neurosurgeons  and  Orthopedists,  14-18  Clinical 
Pharmacology  and  Toxicology:  The  Use,  Misuse  and  Abuse  of  Drugs; 
December  3-4  Chymopapain  for  Neurosurgeons  and  Orthopedists,  3-4 
Basic  Review  of  Pathology  and  Radiology  for  Urologists,  7-9  Clinical 
Electrodiagnosis  of  Neuromuscular  Disease,  8-10  Cancer  Surgery  1983, 
10-11  Operative  Urology,  12-14  Managing  Clinical  Problems  in  the 
Elderly.  14-18  Computed  Tomography.  Information:  NYU  Post- 
Graduate  Medical  School,  550  First  Avenue,  New  York,  NY  10016 
(212)  340-5295 


MATERIAL  printed  in  Connecticut  Medicine,  the  Journal  of  the  Con- 
necticut State  Medical  Society,  is  covered  by  copyright.  Written  per- 
mission must  be  obtained  before  reproducing,  in  part  or  in  whole,  any 
material  published  in  Connecticut  Medicine. 

Connecticut  Medicine  does  not  hold  itself  responsible  for  statements 
made  by  any  contributor. 

PROSPECTIVE  authors  preparing  manuscripts  for  submission  to  Con- 
necticut Medicine  should  consult  “Information  for  Authors.”  This  material 
may  be  obtained  from  the  Journal  office.  The  manuscript,  including 
references,  should  be  typed  double  spaced;  all  material,  including  figures, 
should  be  submitted  in  duplicate.  The  transmittal  letter  should  designate 
one  author  as  correspondent  and  include  his  complete  address  and 
telephone  number. 


MANUSCRIPTS  should  be  submitted  to  the  Editor,  J.  Alfred  Fabro, 
M.D  , Connecticut  Medicine,  160  St.  Ronan  St.,  New  Haven,  CT. 
0651 1.  Manuscripts  are  received  with  the  explicit  understanding  that 
they  are  not  simultaneously  under  consideration  by  any  other  publication. 

ALTHOUGH  all  advertising  material  is  expected  to  conform  to  ethical 
medical  standards,  acceptance  does  not  imply  endorsement  by  this 
journal. 

REPRINTS  are  available  at  an  established  schedule  of  costs.  A reprint 
rate  and  order  form  is  sent  to  the  author  with  his  page  proofs. 

SUBSCRIPTION  RATE:  The  subscription  price  per  year  for  members 
of  the  Connecticut  State  Medical  Society  is  included  in  the  annual 
membership  dues.  The  subscription  price  per  year  for  nonmembers  is 
$15.00  (Canada  and  foreign,  $30.00).  Single  copies  $2.50. 

ADDRESS  editorial  and  business  correspondence  to: 

Connecticut  Medicine,  160  St.  Ronan  St.,  New  Haven,  CT.  0651 1 . Tel. 
(203)  865-0587. 

CONNECTICUT  MEDICINE  is  the  official  publication  of  the  Con- 
necticut Medical  Society,  a voluntary  non-profit  association  organized 
for  scientific  and  educational  purposes,  published  monthly  for  members 
of  the  Connecticut  State  Medical  Society. 
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Perspectives  on  Teaching  Medical  and 
Experimental  Virology  in  China 

FRANK  J.  BIA,  M.D.,  M.P.H. 


ABSTRACT -During  October,  1982,  an  intensive 
course  in  medical  and  experimental  virology  was 
taught  in  the  People’s  Republic  of  China  under  the 
auspices  of  the  Yale-China  Association  and  two 
Chinese  medical  schools.  This  joint  venture  clearly  il- 
lustrates some  of  the  problems  and  interesting  solu- 
tions which  are  required  for  effective  teaching  of  high 
technology  courses  in  developing  countries.  Such 
solutions  may  include  the  use  of  published  bilingual 
texts  and  simultaneous  translation  of  lectures  to 


Course  Background 

The  Yale-China  Association  began  its  ninth  decade  of 
medical  and  educational  involvement  in  China  by 
cosponsoring  a unique  course  in  virology,  representing 
an  interesting  amalgam  of  two  medical  traditions  at 
Yale.  This  lecture  and  laboratory  program  in  medical 
and  experimental  virology  was  under  the  direction  of 
Dr.  G.D.  Hsiung,  vice-chairperson  of  the  Yale-China 
medical  committee,  and  was  jointly  sponsored  by  Hubei 
Medical  College  in  Wuhan.  Hubei,  and  Hunan  Medical 
College  in  Hunan,  Changsha,  People’s  Republic  of 
China. 

The  growth  of  the  Yale-China  Association’s  ex- 
changes in  the  medical  sciences  with  the  People's 
Republic  has  some  interesting  roots.  Its  earliest  are  those 
of  the  Association  itself,  and  its  most  recent  grow  from 
a highly  unusual  and  long-running  course  in  the  medical 
and  diagnostic  aspects  of  virology.  The  program  in 
China  was  a direct  outgrowth  of  these  two  traditions. 


FRANK  J.  BIA,  M.D.,  M.P.H. , Clinical  Investigator,  Virology 
Laboratory,  Veterans  Administration  Medical  Center,  West  Haven, 
CT;  Assistant  Professor,  Infectious  Disease  Section,  Department  of 
Medicine  and  the  Department  of  Laboratory  Medicine,  Yale  Universi- 
ty School  of  Medicine. 

Reprints  requests  to:  Virology  15 IB,  West  Haven  VA  Medical 
Center,  West  Haven,  CT  06516  (Dr.  Bia). 


alleviate  problems  caused  by  differences  in  language, 
emphasis  on  practical  hands-on  experience  via  super- 
vised laboratory  experiments,  and  adequate  prepara- 
tions for  such  laboratory  sessions  on  the  part  of  guest 
faculty.  The  latter  could  require  transport  of  nearly 
all  laboratory  supplies  and  reagents  to  the  par- 
ticipating host  institutions.  Our  experience  in  China 
may  have  broad  applicability  for  medical  scientists 
contemplating  such  projects. 


To  understand  the  history  of  Yale’s  formal  involve- 
ment in  medical  education  within  China  one  must  look 
back  to  the  early  20th  century.  This  topic  has  recently 
been  reviewed  in  the  Yale  Journal,  1 but  deserves 
reiteration.  In  1906,  five  years  after  the  founding  of  the 
Yale-China  Association,  it  opened  a hospital  in 
Changsha,  followed  by  a nursing  school  in  1911,  and 
medical  school,  three  years  later.  Despite  interruptions 
in  operations  due  to  revolution  (1927)  and  war  (1938), 
direct  involvement  by  the  Yale-China  Association  in 
China  continued  until  1951,  when  the  new  government 
of  the  People’s  Republic  of  China  halted  its  activites 
there.  The  Association’s  programs  were  continued  in 
Hong  Kong  until  the  opening  of  normalized  diplomatic 
relations  between  the  United  States  and  China  in  1979. 
A short  time  thereafter  the  six-member  medical  commit- 
tee of  the  Association  began  to  examine  those  medical 
institutions  which  might  provide  mutually  productive 
contacts  and  future  exchanges  between  Yale  and  China. 
Newly  instituted  exchange  fellowships  facilitated  two 
Chinese  scientists  attending  the  1979  course  in 
diagnostic  medical  virology  at  Yale,  about  which  more 
will  be  said  later.  A short  visit  by  Dr.  Gao  Shang  Yin, 
(Ph.D.,  Yale,  1935),  professor  of  Microbiology  at 
Wuhan  University,  was  followed  by  a series  of 
reciprocal  exchanges  among  physicians  at  Yale  and 
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Hubei  Medical  College  in  Wuhan.  This  set  the  ground- 
work for  further  concrete  and  productive  interaction.  By 
the  end  of  1980  a medical  delegation  from  Yale  had 
visited  a number  of  cities  in  China  and  examined  their 
medical  and  research  facilities,  including  those  in  the 
cities  of  both  Wuhan  and  Changsha.  What  they  saw 
clearly  demonstrated  the  feasibility  of  institutions  in  both 
cities  sponsoring  an  intensive  course  in  medical  and  ex- 
perimental virology. 

The  resurgence  of  an  active  Yale-China  program  on 
the  Chinese  mainland  was  but  one  aspect  of  initiating 
this  course.  The  other  basis  for  its  organization  lies  in 
a unique,  intensive  approach  devised  for  teaching 
medical  and  diagnostic  virology  to  a generation  of  physi- 
cians and  young  research  scientists.  By  1960  techno- 
logical advances  in  the  ability  to  diagnose  viral  infec- 
tions had  produced  a large  body  of  scientific  informa- 
tion, useful  for  both  the  isolation  and  characterization  of 
viruses  associated  with  human  disease.  This  material 
was  both  new  and  of  such  a nature  that  both  clinicians 
and  supervisors  of  diagnostic  laboratories  would  require 
considerable  up-dating  in  their  knowledge  of  these 
techniques  if  a mutually  successful  approach  to  viral 
diagnosis  was  to  result.  Dr.  G.D.  Hsiung  was  appointed 
director  of  the  Diagnostic  Virology  Laboratory  at  Yale- 
New  Haven  Hospital  in  1960.  To  transmit  these  newly 
developed  techniques,  a course  in  medical  and 
diagnostic  virology  for  small  groups  of  students  was 
organized; 2 out  of  the  laboratory  manual  for  this 
course  grew  the  first  edition  of  Diagnostic  Virology  in 
1964,  with  its  third  edition  published  by  Yale  University 
Press  in  1982. 3 

In  June  1977,  after  completing  my  own  clinical  train- 
ing as  a fellow  in  Infectious  Diseases,  I entered  the 
virology  laboratory  for  the  first  time  to  begin  a research 
project  in  the  pathogenesis  of  herpesvirus  infections. 
Fortunately  the  course  in  diagnostic  virology  was  given 
that  year,  allowing  for  acquisition  of  some  initial  ex- 
perience with  most  of  the  techniques  required  to  begin 
research  in  virology,  and  to  do  so  over  a short  period  of 
time. 

The  course  has  generally  been  given  every  other  year, 
and  is  based  on  the  premise  that  hands-on  experience  in 
the  laboratory  will  determine  the  rate  at  which  one  ac- 
tually learns  diagnostic  virology.  Hence,  for  two  weeks, 
besides  daily  lectures,  six  to  eight  hours  per  day  are  set 
aside  for  laboratory  work.  Students  work  in  teams  of 
two,  often  pairing  Ph.D.’s  and  M.D.’s  to  the  mutual  ad- 
vantage of  both.  The  work  is  intense,  much  of  it  based 
on  the  use  of  classical  virological  techniques  to  identify 
assigned  “unknown”  viruses.  The  end  results  for  par- 
ticipants include  a thorough  working  knowledge  of  both 
classical  and  newly  developed  techniques  in  diagnostic 
virology.  On  the  basis  of  this  experience  a similar  course 
was  organized  for  China  at  Hubei  Medical  College, 
Wuhan.  By  my  own  participation  in  this  joint  venture  I 
derived  some  general  principles  with  regard  to  the 
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teaching  of  a technical  medical  course  in  developing 
countries,  which  are  described  in  this  paper. 

Course  Organization 

From  Monday  to  Saturday  for  a period  of  two  weeks, 
each  morning  at  Hubei  Medical  College  was  set  aside  for 
lectures  given  by  the  nine  participating  faculty  members 
from  the  United  States  and  Canada  (Table  1).  The  class 
taking  the  course  consisted  of  200  people  from  28  pro- 
vinces and  cities  within  China  with  very  dissimilar 
scientific  backgrounds.  They  ranged  in  age  from  ap- 
proximately 25  to  50,  from  graduate  students  to  pro- 
fessors of  Microbiology,  with  either  little  or  extensive 
experience  in  laboratory  virology.  Simultaneous  transla- 
tion from  English  into  Chinese  was  provided  by  various 
participating  Chinese  faculty  members.  Each  lecturer’s 
notes  were  available  in  bound  texts,  published  both  in 
English  and  in  Chinese  just  prior  to  the  beginning  of  the 
course  (Figure  1). 

For  afternoon  and  evening  sessions  students  were 
divided  into  two  sections.  Forty  participants  attended 
laboratory  sessions,  divided  into  groups  of  10  to  per- 
form the  experiments  in  Table  2.  This  aspect  of  the 
course  represented  the  most  sought-after  and  popular 
part  of  the  experience  for  the  Chinese  participants.  The 
remainder  of  the  160  students  were  divided  into  groups 
of  40  for  seminars,  discussions,  and  lectures  given  by 
visiting  and  resident  Chinese  professors,  microbiologists 
and  virologists.  All  lectures  were  taped  and  all  slides 
which  were  presented  as  part  of  the  lecture  series  were 
actually  copied  at  the  Hubei  Medical  College  for  partici- 
pant’s reference  and  for  future  use. 

The  course  itself  was  divided  into  three  parts.  The  first 
demonstrated  methods  for  recognition  and  characteriza- 
tion of  human  viruses.  Techniques  which  were  em- 
phasized included  the  use  of  various  cell  culture 
systems,  virus  assays,  staining  procedures  and  im- 
munologic techniques  using  indirect  im- 
munofluorescence with  monoclonal  antibodies,  the 
enzyme-linked  immunosorbent  assay  (ELISA)  and  im- 
mune electron  microscopy.  The  second  part  of  the 
course  emphasized  viral  diseases,  antiviral  therapy,  and 
the  epidemiology  of  viral  infections.  Assays  of  in- 
terferon potency  and  methods  for  selection  of  influenza 
recombinants  were  performed  in  the  laboratory.  Part 
three  dealt  almost  exclusively  with  molecular  virology, 
transmitting  those  basic  techniques  for  cloning  viral 
DNA  fragments  into  bacterial  plasmids  and  screening 
bacterial  clones  by  DNA-DNA  hybridization.  Identifica- 
tions of  unknown  viral  DNA  by  restriction  endonuclease 
cleavage  and  agarose  electrophoresis,  detection  of  viral 
DNA  (herpes  simplex)  in  infected  cells  by  dot  hybridiza- 
tion, and  transformation  of  peripheral  leukocytes  by 
Epstein-Barr  virus  were  also  performed. 

In  the  laboratory,  the  40  participating  students  were 
divided,  4 students  per  group.  Groups  were  given  an 
unknown  virus  on  the  first  day  for  identification.  They 
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Table  1 

INSTRUCTORS:  ADVANCED  COURSE  IN  MEDICAL  AND  EXPERIMENTAL  VIROLOGY 


Course  Director:  G.D.  Hsiung,  Ph.D. 


Co-Director:  W.C.  Summers,  M.D.,  Ph  D 


Instructors:  F.J.  Bia,  M.D.,  M.P.H. 


P.W.  Chang,  D.V.M.,  Ph. 


M.A.  Chernesky,  Ph  D. 


G.J.  Galasso,  Ph  D. 


M S.  Hirsch,  M.D. 
P.M.  Palese,  Ph  D. 
W.J.  Summers,  Ph  D. 


Table  2 

LABORATORY  PROCEDURES:  MEDICAL  AND  EXPERIMENTAL  VIROLOGY 

1.  Virus  isolation  and  characterization. 

2.  Virus  assay  and  identification:  cytopathic  effect,  plaque  formation 
and  hemagglutination  inhibition. 

3.  Interferon  assay. 

4.  Monoclonal  antibody;  typing  of  HSV-1  and  HSV-2  by 
immunofluorescence . 

5.  Immune  electron  microscopy,  standard  and  solid  phase,  negative 
staining  and  thin  sectioning. 

6.  Enzyme  linked  immunosorbent  assay  (ELISA)  for  detection  of 
rotavirus  and  rubella  IgM  antibodies. 

7.  Recombination  among  influenza  A viruses. 

8.  Digestion  of  DNA  with  restriction  endonuclease  and  electrophoresis 
of  fragments. 

9.  Transformation  of  E.  coli  with  plasmid  DNA. 

10.  Hybridization  of  DNA  in  biological  materials. 

1 1 . Transfer  of  DNA  from  agarose  to  nitrocellulose  filters  (“blotting”) 
and  DNA-DNA  hybridization. 

12.  Transformation  of  mononuclear  cells  by  Epstein-Barr  virus. 


Professor,  Dept,  of  Laboratory  Medicine,  Yale 
University  School  of  Medicine,  New  Haven,  CT; 
Chief,  Virology  Laboratory,  Veterans  Administra- 
tion Medical  Center,  West  Haven,  CT. 
Professor,  Depts.  of  Therapeutic  Radiology, 
Molecular  Biophysics  and  Biochemistry,  and 
Human  Genetics,  Yale  University  School  of 
Medicine,  New  Haven,  CT. 

Assistant  Professor,  Depts.  of  Medicine  and 
Laboratory  Medicine,  Yale  University  School  of 
Medicine,  New  Haven,  CT;  Clinical  Investigator 
West  Haven  Veterans  Administration  Medical 
Center. 

Professor  of  Animal  Pathology,  College  of  Resource 
Development,  University  of  Rhode  Island, 
Kingston,  RI. 

Associate  Professor,  Depts.  of  Pediatrics  and 
Pathology,  McMaster  University;  Director, 
Regional  Virology  Laboratory,  Hamilton,  Ontario, 
Canada. 

Chief,  Development  and  Applications  Branch, 
Microbiology  and  Infectious  Disease  Program  Na- 
tional Institute  of  Allergy  and  Infectious  Diseases, 
NIH,  and  Director,  WHO  National  Center  on  In- 
terferon, Bethesda,  MD. 

Associate  Professor,  Dept,  of  Medicine,  Harvard 
Medical  School,  Boston,  MA. 

Professor,  Dept,  of  Microbiology,  Mount  Sinai 
Medical  School,  New  York,  NY. 

Senior  Research  Associate,  Dept,  of  Therapeutic 
Radiology,  Yale  University  School  of  Medicine, 
New  Haven,  CT. 


Figure  1 

Bound,  inexpensively  printed,  softcover  texts  of  visiting  lecturers’ 
notes  in  both  English  and  Chinese  translation.  These  texts,  in  addition 
to  laboratory  manuals,  were  produced  by  the  Chinese  sponsors  of  this 
course  in  medical  and  experimental  virology,  successfully  avoiding 
many  of  the  inevitable  language  difficulties  which  might  have  arisen. 
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Figure  2 

Chinese  participants  in  the  course  inoculating  virus  into  tissue  culture 
during  one  of  their  laboratory  sessions.  The  wood  and  glass  enclosure 
admits  hands  for  performing  various  manipulations  and  is  the 
equivalent  of  a biological  safety  hood. 

took  up  the  challenge  (Figures  2-5),  worked  diligently 
and  with  impressive  organizational  talents.  All  ten 
unknown  viruses  were  presumptively  identified  in  only 
five  days  using  the  methods  described.  Success  in  pro- 
ducing these  results  must  largely  be  attributed  to  their 
own  efforts  and  enthusiasm,  since  the  supplies  and 
equipment  were  limited  and  the  working  environment 
was  strange  to  all  involved  in  teaching  the  course. 


Lessons  Learned 

Much  could  be  taken  home  by  participating  in  the 
teaching  of  a course  such  as  this,  and  much  is  applicable 
to  attempts  at  transmitting  scientific  information  in  the 
basic  or  clinical  sciences  from  a high  technology  en- 
vironment to  that  of  developing  countries.  The  ex- 
perience has  broad  applications  and  its  salient  points  can 
be  summarized  as  follows. 

The  lecture  schedule,  and  the  careful  attempts  on  the 
part  of  our  Chinese  hosts  to  have  printed  texts  of  notes 
available  for  each  student  have  been  described  (Figure 
1).  As  well  received  as  lectures  were,  it  was  clear  to 
those  participating  in  the  course  that  they  did  not  con- 
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Figure  3 

Course  participants  examining  small  stoppered  bottles  containing 
tissue  culture,  observing  cells  for  the  presence  of  virus  induced 
cytopathic  effect.  Note  the  almost  exclusive  use  of  monocular 
microscopes. 

stitute  the  “main  event”  as  far  as  the  Chinese  were  con- 
cerned. That  status  was  clearly  accorded  to  laboratory 
sessions.  Again  and  again  our  Chinese  hosts  emphasized 
to  us  that  it  made  the  expenditures  in  time,  money,  and 
resources  worth  it  all  for  them  to  have  the  opportunity 
for  practical,  hands-on  laboratory  experience,  and  to  ac- 
tually perform  the  work  required  to  diagnose  viral  infec- 
tions. The  information  transmitted  in  lectures,  though 
often  interesting  and  presented  in  a format  which  allows 
interaction  between  student  and  lecturer,  may  be  largely 
available  in  written  texts.  These  texts  can,  and  often  are, 
reproduced  quite  inexpensively  within  China.  It  is 
laboratory  instruction  which  is  seen  as  an  irreplaceable 
aspect  of  such  a course,  and  which  was  felt  to  justify  the 
efforts  of  the  Chinese  organizers.  It  was  also  made  clear 
to  us  that  future  scientific  courses  should  be  oriented 
around  a core  laboratory  experience,  whatever 
disciplines  they  include.  Although  only  40  of  the  200 
students  who  participated  in  the  course  could  take  part 
in  the  laboratory  sessions,  the  clamor  and  interest  among 
the  remaining  students  was  so  intense  that  an  additional 
smaller  group  was  allowed  to  attend  the  laboratory  as 
observers.  This  lesson  should  not  be  lost  on  those  who 
plan  courses  in  which  technological  expertise  is  part  of 

CONNECTICUT  MEDICINE,  NOVEMBER  1983 


the  body  of  information  to  be  transmitted  to  students  and 
workers  within  a developing  country. 

In  cultures  as  dissimilar  as  those  of  China  and  the 
United  States,  the  inevitable  problems  of  language  com- 
munication arise.  The  solutions  serve  as  a model  for 
those  in  similar  circumstances.  In  this  case  lecture  notes 
were  assembled  in  toto,  first  at  Yale,  and  then 
transported  to  China  for  reproduction  as  bound  texts 
several  months  prior  to  the  arrival  of  lecturers  in  China. 
The  two  texts,  one  in  English  and  one  in  Chinese  (Figure 
1),  for  both  lectures  and  the  laboratory  sessions  were  in- 
valuable in  preventing  these  potential  problems. 
Students  were  quite  heterogenous,  varying  from  older 
clinicians  to  laboratory-trained  virologists.  Without 
previously  organized  and  translated  lecture  notes  and 
laboratory  instructions  it  would  have  been  nearly  im- 
possible for  many  participants  to  assimilate  a large  por- 
tion of  the  course  from  lectures  alone. 

Given  the  emphasis  on  laboratory  experience,  a far 
more  critical  problem  was  that  of  providing  the 
necessary  equipment,  supplies  and  reagents  required  for 
the  laboratory  course.  It  should  be  appreciated  that 
neither  CO2  incubators,  low  temperature  freezers  nor 
dry  ice  were  available  to  us  at  Hubei  Medical  College. 
Our  hosts  were  extremely  solicitous  about  providing 
laboratory  help  when  necessary;  nevertheless,  nearly  all 
laboratory  supplies  were  hand-carried  to  China  by  those 
who  taught  the  course.  Numerous  boxes  containing 
culture  flasks,  reagent  bottles,  media,  staining  solutions, 
distilled  water,  buffers  and  commercial  ELISA  kits  were 
brought  into  China  intact  with  the  loss  of  only  a single 
broken  bottle  of  95%  ethanol.  It  is  imperative,  given 
these  circumstances,  that  experiments  planned  for  such 
a course  be  given  a “dry  run”  at  home.  One  should 
anticipate  bringing  all  reagents  and  supplies  presuming 
that  essentially  nothing  will  be  readily  available.  Having 


Figure  4 

Dr.  G.D.  Hsiung  (center)  demonstrating  a biological  technique  which 
she  developed  for  distinguishing  herpes  simplex  1 and  2 using  dif- 
ferences in  growth  and  plaque  formation  in  tissue  culture. 


successfully  instructed  course-participants  in  various 
techniques,  one  should  leave  enough  reagents  and  equip- 
ment behind  for  workers  to  both  reinforce  their  initial 
experience  and  allow  them  to  initiate  their  own  projects. 
Very  little  that  was  brought  for  the  laboratory  course  in 
China  returned  to  the  United  States  with  us.  These  sup- 
plies will  hopefully  provide  some  small  impetus  for  the 
continued  growth  and  development  of  a more  advanced 
science  of  virology  in  China. 

Lastly,  for  participants  from  Yale  teaching  this  course 
we  found  it  particularly  stimulating  to  work  along  side 
faculty  from  other  institutions.  The  mix  of  faculty  from 
various  universities  served  to  make  this  course  a learn- 
ing experience  for  all  who  were  involved. 

Teaching  any  course  in  a developing  nation  is  a con- 
tinued source  of  excitement  and  challenge  for  those  who 
participate.  The  unique  aspects  of  attempting  to  in- 
troduce a sizable  group  of  heterogenous  scientists  to  the 
techniques  of  medical  and  experimental  virology  serve 
to  clearly  illustrate  the  challenging  problems  associated 
with  such  a venture.  In  each  instance  the  solutions  may 
provide  future  guidelines  for  undertaking  such  work 
under  similar  circumstances,  particularly  with  reference 
to  transference  of  laboratory  techniques. 
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Figure  5 

Students  in  laboratory  during  experimental  work  in  molecular  biology 
in  which  E.  coli  bacteria  were  transformed  with  plasmid  DNA. 
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Immunobiology  of  Large  Cell  Lymphomas 


MARTIN  E.  KATZ,  M.D. 


Prior  to  1970  the  treatment  of  advanced  stage 
histologically  aggressive  malignant  lymphomas  was  un- 
satisfactory although  brief  clinical  remissions  could  be 
achieved  with  the  use  of  single  agents  and  combinations 
of  drugs  such  as  cyclophosphamide,  vincristine  and 
prednisone.  12  In  1970  workers  at  the  National  Cancer 
Institute  reported  prolonged  disease  free  survival  in 
three  of  eight  patients  with  diffuse  histiocytic  lymphoma 
(DHL)  treated  with  MOPP  (nitrogen  mustard,  vin- 
cristine, procarbazine,  prednisone). 3 In  1983,  approx- 
imately 40-80%  of  all  patients  presenting  with  advanced 
DHL  can  achieve  a complete  remission  with 
polychemotherapy  and  of  this  group  at  least  one  half  will 
be  long  term  survivors.4  With  advances  in  im- 
munobiology and  cytochemistry,  it  has  been  recognized 
that  DHL  is  a heterogeneous  group  of  neoplasms. 

Historical  Perspective 

Before  1956  three  morphologic  groups  of  non- 
Hodgkin  lymphomas  were  recognized:  lymphosarcoma, 
giant  follicular  lymphoma  and  reticulum  cell  sarcoma. 
In  1956,  Dr.  Henry  Rappaport  described  a classification 
for  malignant  lymphomas  which  provided  a foundation 
for  our  current  understanding  of  lymphoma  biology. 5 
The  Rappaport  classification  became  the  mainstay  upon 
which  almost  all  clinical  studies  from  the  mid-1960s 
through  the  early  1980’s  have  been  based  (Table  1).  Rap- 
paport proposed  that  malignant  lymphomas  be  classified 
as  either  lymphocytic  or  histiocytic  or  as  mixtures  of 
these  cell  types  and  as  either  nodular  or  diffuse  in 
architecture. 6 Advances  in  immunology  have  shown, 
however,  that  the  Rappaport  classification  as  originally 
presented  is  an  oversimplification  of  lymphocyte  biology 
and  that  the  purported  cell  of  origin  for  a number  of  lym- 
phomas has  been  incorrectly  identified.  It  has  also  been 
recognized  that  several  distinct  clinicopathologic  entities 
have  been  “lost”  within  the  Rappaport  schema  and  that 
“lumping”  of  several  distinct  lymphoid  neoplasms  has 
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Table  1 

RAPPAPORT  CLASSIFICATION  OF  NON-HODGKIN  LYMPHOMAS. 


Nodular 

Diffuse 

Lymphocytic,  poorly 

Lymphocytic,  well  differentiated 
Lymphocytic,  poorly  differentiated 

differentiated 

Mixed 

Mixed  lymphocytic-histiocytic 

lymphocytic-histiocytic 

Histiocytic 

Histiocytic 

Undifferentiated 
Burkitt’s  type 
Non-Burkitt’s  type 

taken  place.  Therefore,  several  classifications  have  been 
proposed  to  replace  the  Rappaport  system.  Much  has 
been  written  about  these  other  classifications  and  detail- 
ed comparative  analyses  have  been  made  among 
them.7'9 

Lukes-Collins  Classification 

The  Lukes-Collins  classification  has  probably  gained 
the  most  popularity  within  the  last  five  years  in  the 
United  States  and  will  be  reviewed  below  as  it  offers  an 
attempt,  although  not  perfect,  to  relate  lymphoma  mor- 
phology and  immunology  to  clinical  research.  Concep- 
tualized in  1971,  Lukes  and  Collins  proposed  an  im- 
munological approach  to  the  classification  and 
understanding  of  malignant  lymphomas.  10  The  Lukes- 
Collins  functional  approach  is  based  on  the  concept  that 
malignant  lymphomas  involve  the  B and  T lymphocyte 
systems  and  rarely  the  histiocyte  (macrophage)- 
monocyte  system,  " (Table  2).  Malignant  lymphomas 
develop  from  a block  or  switch-on  (derepression)  in  the 
lymphocyte  transformation  sequence.  The  follicular 
center  concept  is  fundamental  to  the  Lukes-Collins  func- 
tional approach  (Figure  1).  The  follicular  center  is  con- 
sidered a site  of  B cell  transformation  with  follicular 
center  cells  (FCC)  as  plasma  cell  precursors.  The  inter- 
follicular  or  paracortical  areas  are  primarily  T cell 
zones. 

An  understanding  of  the  immunologic  approach  to 
malignant  lymphomas  requires  the  appreciation  of  the 
morphologic  expressions  of  in  vitro  lymphocyte 
transformation  in  both  smears  and  histologic  sections. 12 
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Table  2 

LUKES-COLLINS  FUNCTIONAL  CLASSIFICATION 
OF  NON-HODGKIN  LYMPHOMAS 


B Cell 

Small  lymphocyte 
Plasmacytoid  lymphocyte 
Follicular  center  cell  (follicular, 
diffuse  or  follicular  and  diffuse) 
Small  cleaved 
Large  cleaved 
Small  non-cleaved 
Large  non-cleaved 
Immunoblastic  sarcoma 

T cell 

Small  lymphocyte 
Convoluted  lymphocyte 
Cerebriform  (mycosis 
fungoides  and  Sezary  cell) 
Lymphoepithelioid  (Lennert’s) 
Immunoblastic  sarcoma 

True  histiocytic 


DENDRITIC  CLEAVED  NON  CLEAVED  INTERFOLLICULAR  ZONE 


Figure  1 

Schematic  representation  of  transformation  of  follicular  center  cells  in 
stages 

Lymphocyte  transformation  is  bidirectional  and  not 
unidirectional  as  was  once  thought.  During  antigenic 
stimulation  the  small  lymphocyte  changes  (transforms) 
into  a larger  dividing  (transformed)  lymphocyte  with  the 
production  of  daughter  cells  which  eventually  revert 
back  to  small  dormant  lymphocytes  when  the  antigenic 
stimulus  subsides.  Thus  the  small  and  transformed 
(large)  lymphocyte  appear  to  represent  dormant  and 
dividing  kinetic  states  respectively  rather  than  mature 
and  precursor  forms  as  traditionally  believed. 

In  the  follicular  center  concept  the  small  B lymphocyte 
from  the  follicular  lymphocytic  mantle  is  induced  to 
undergo  transformation  within  the  follicular  center 
under  the  influence  of  antigen  on  the  surface  of  the  den- 
dritic reticulum  cell. 12  The  transformation  sequence  ap- 
pears to  go  from  small  B lymphocyte  to  small  cleaved 
lymphocyte  to  large  cleaved  lymphocyte  to  small  non- 
cleaved  lymphocyte  to  large  non-cleaved  lymphocyte. 
These  latter  cells  move  out  of  the  follicular  center  into 
the  lymphocytic  mantle  and  interfollicular  zone  where 
they  become  B immunoblasts.  B immunoblasts  can 
divide  into  daughter  cells  which  under  appropriate  con- 
ditions can  become  either  small  B memory  lymphocytes 


(with  the  property  of  reversion  back  to  immunoblasts)  or 
plasma  cells. 

Transformation  in  the  T cell  system  appears  to  occur 
in  a parallel  fashion  in  the  interfollicular  tissue  but 
without  the  formation  of  plasma  cells  or  cleaved 
nucleated  cells. 

The  cytologic  types  of  malignant  lymphoma  are 
related  to  normal  cell  types  in  the  transformation  se- 
quence as,  for  example,  in  the  B cell  system  (Figure  2). 
Within  the  T cell  system,  five  major  lymphomas  are 
recognized: 

1.  Small  T cell  chronic  lymphocytic  lymphoma 

2.  Lymphoblastic  (convoluted)  T cell  lymphoma 
(thymic  lymphoma) 

3.  T immunoblastic  lymphoma  (sarcoma) 

4.  Mycosis  fungoides/Sezary  cell  (cutaneous  T cell 
lymphoma) 

5.  Lymphoepithelioid  cell  lymphoma  (Lennert’s 
lymphoma) 

With  the  development  of  monoclonal  antibody  techni- 
ques and  improvements  in  cytochemistry,  it  is  certain 
that  other  T cell  derived  malignancies  will  be  de- 
scribed. 13 

In  the  past  the  occurrence  of  two  distinctive  cytologic 
types  within  a lymph  node  was  designated  composite 
lymphoma.  14  With  recognition  of  the  process  of  lym- 
phocyte transformation,  it  is  apparent  that  composite 
lymphomas  involve  the  dual  expression  of  a lym- 
phocyte, the  small  lymphocyte  and  the  large  transformed 
lymphocyte.  Likewise,  the  evolution  of  a malignant  lym- 
phoma with  low  biologic  aggressiveness  to  one  with 
high  aggressiveness  is  thought  to  take  place  by  factors 
(mostly  unknown)  that  “switch  on”  the  lymphocyte 
transformation  mechanism.  Immunohistologic  studies 
support  the  concept  that  so-called  composite  lymphomas 
represent  different  morphologic  and  functional  expres- 
sions of  single  clones  of  malignant  B cells. 15  It  is  then 
easier  to  reconcile  apparent  changes  in  histology  within 
a patient,  for  example,  Richter’s  syndrome  (chronic  lym- 
phocytic leukemia  evolving  into  diffuse  large  cell 
lymphoma). 

Diffuse  Large  Cell  Lymphomas 
Diffuse  large  cell  lymphomas  are  a morphologically 
and  immunologically  heterogeneous  group  of 
neoplasms.  Approximately  90%  of  these  tumors  are  B 
cell  in  origin.  The  remainder  are  T cell  in  origin  or  mark 
as  null.  True  histiocytic  (macrophage)  lymphomas  are 
rare  and  represent  less  than  0.5%  of  all  diffuse  large  cell 
lymphomas.  In  1978  workers  from  the  National  Cancer 
Institute  reported  that  morphologic  subclassification  was 
potentially  useful  in  predicting  responsiveness  to 
chemotherapy  and  survival  for  patients  with  advanced 
diffuse  histiocytic  lymphoma.  1617  The  implications  of 
this  observation  for  the  future  design  of  treatment  pro- 
tocols is  obvious  and  has  been  the  subject  of  much 
debate. 
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Figure  2 

INTERRELATIONSHIPS  BETWEEN  NORMAL  B CELL  TYPES  AND  MALIGNANT  LYMPHOID  NEOPLASMS 


Analogous  malignant  lymphoid  neoplasm 

Normal  cell  type 

Lukes-Collins 

Rappoport 

Prefollicular  ( 

Center  Cells  1 

Small  B lymphocyte 

Small  B lymphocytic  lymphoma 

Well  differentiated  lymphocytic 
lymphoma,  chronic  lymphocytic 
leukemia 

Small  cleaved  lymphocyte 

Small  cleaved  follicular 
center  cell  lymphoma 

Poorly  differentiated 
lymphocytic  lymphoma 

Follicular 
Center  Cells 

Large  cleaved  lymphocyte 

Large  cleaved  follicular 
center  cell  lymphoma 

Diffuse  histiocytic  lymphoma 

Small  non-cleaved  lymphocyte 

Small  non-cleaved  follicular  center 
cell  lymphoma  (Burkitt  or 
non-Burkitt-like) 

Undifferentiated  lymphoma 
(Burkitt’s  and  non-Burkitt’s) 

Large  non-cleaved  lymphocyte 

Large  non-cleaved  follicular 
center  cell  lymphoma 

Diffuse  histiocytic  lymphoma 

| B immunoblast 

B immunoblastic 
lymphoma  (sarcoma) 

Diffuse  histiocytic  lymphoma 

Post  Follicular  Cells 

J Plasmacytoid  lymphocyte 

Plasmacytoid  lymphocytic 
lymphoma  (including 
Waldenstrom’s) 

Waldenstrom’s  macroglobulinemia 

\ Plasma  cell 

Plasma  cell  myeloma 

Multiple  myeloma 

Table  3 

THE  LUKES-COLLINS  CLASSIFICATION  AS  A PREDICTOR  FOR  RESPONSE  AND  SURVIVAL 
IN  PATIENTS  TREATED  WITH  CHEMOTHERAPY  FOR  DIFFUSE  LARGE  CELL  LYMPHOMAS 


Institution 

(reference) 

No.  of 
patients 
treated 

No.  of  treatment 
programs  (years) 

Favorable 

subgroups 

Unfavorable 

subgroups 

Statistical  signif- 
icance for  sur- 
vival advantage 

Southwest  Oncology  Group  (18) 

159 

Five  chemotherapy  programs 
(1972-1977) 

Failed  to 

identify 

significant 

prognostic 

subgroups 

Southeastern  Cancer 
Study  Group  (19) 

91 

Two  chemotherapy  programs 
(early-mid  1970’s) 

FCC 

non-FCC 

p = 0.04 

Stanford  University  (20) 

107 

Radiation  therapy,  chemotherapy 
or  combined  modality 
(1971-1975) 

FCC 

non-FCC 

p = 0.04 

University  of  Iowa  (21) 

75 

One  chemotherapy  program 
(1975-1980) 

LNC 

other  types 

p = 0.01 

University  of  So.  California 

62 

One  chemotherapy  program 

LNC 

LC 

not 

City  of  Hope  (22) 

(1976-1981) 

B IBS 

T-IBS 

stated 

Yale  University  (23) 

48 

Two  chemotherapy  programs 
(1976-1980) 

FCC 

non-FCC 

o 

d 

1! 

Q- 

University  of  Chicago- 
Vanderbilt  University  (24) 

47 

Two  chemotherapy  programs 
(1974-1979) 

FCC 

B-IBS 

T-IBS 

p = 0.01 

Table  3 summarizes  studies  using  the  Lukes-Collins 
classification  as  a predictor  of  response  and  survival  in 
patients  treated  with  chemotherapy  for  diffuse  large  cell 
lymphomas.  For  ease  of  comparison,  five  histologic 
categories  are  recognized: 

1.  Large  cleaved  (LC)  follicular  center 
cell  (FCC  lymphomas). 

2.  Large  non-cleaved  (LNC)  follicular 
center  cell  lymphomas. 


FCC 


non-FCC  i 


3.  Immunoblastic  lymphoma  of  B cell 
type  (B-IBS). 

4.  Immunoblastic  lymphoma  of  T cell 
type  (T-IBS). 

5.  Lymphomas  with  blastic  appearing 
nuclei  but  otherwise  unclassified. 


It  is  difficult  to  draw  conclusions  about  the  biologic 
responsiveness  and  curability  of  diffuse  large  cell  lym- 
phomas from  the  above  studies  although  there  is  a trend 
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for  follicular  center  cell  (FCC)  neoplasms  to  have  a 
more  favorable  prognosis  than  non-FCC  neoplasms. 
Confounding  variables  include  lack  of  intra  and  in- 
terobserver agreement  as  concerns  morphologic 
diagnosis,  non-uniformity  of  treatment  programs,  inter- 
mixing of  patients  with  different  stages  of  disease  and 
lack  of  confirming  immunologic  studies.  This  latter 
point  is  emphasized  in  a study  from  the  University  of 
Minnesota  which  supported  the  clinical  usefulness  of  the 
Lukes-Collins  histologic  classification  but  demonstrated 
that  immunologic  classification  by  cell  surface  markers 
when  combined  with  the  Lukes-Collins  system  provided 
both  therapeutic  and  prognostic  information  not  ob- 
tainable by  histologic  classification  alone. 25 

This  type  of  analysis  indicates  that  it  is  difficult  to 
compare  results  among  institutions  as  concerns  response 
rates  of  lymphomas  to  various  chemotherapy  regimens. 
A better  end  point  is  actual  (not  actuarial)  survival  of  the 
treated  patients.  In  the  analysis  of  treatment  regimens 
for  patients  with  diffuse  lymphomas,  it  is  important  to 
keep  in  mind  other  variables  in  addition  to  the  mor- 
phologic and  immunologic  characterization  of  tumor 
types.  Table  4 reviews  these  important  pretreatment  pro- 
gnostic variables  for  patients  with  diffuse  large  cell 
lymphomas. 


Table  4 

MAJOR  PRETREATMENT  PROGNOSTIC  VARIABLES  FOR  PATIENTS 
WITH  DIFFUSE  LARGE  CELL  LYMPHOMAS 


Variable 

Favorable 

Unfavorable 

References 

Stage 

L IE.  H 

IIE,  III,  IV 

17,26 

Symptoms 

A 

B 

17,21,27 

Sex 

Female 

Male 

17 

Bulk  disease 

Absent 

Present 

17,28 

Lactic 

Low 

High 

17,27 

dehydrogenase 

blood  level 

Mediastinal 

Without 

With 

28,29 

involvement 

sclerosis 

sclerosis 

Bone  marrow 

Uninvolved 

Involved 

17,27 

In  conclusion,  20  to  40%  of  all  patients  with  diffuse 
large  cell  lymphomas  are  curable  with  combination 
chemotherapy.  The  success  or  failure  of  specific  pro- 
grams is  dependent  upon  a number  of  variables  in- 
cluding histology,  lymphocyte  surface  markers,  stage  of 
disease,  sex,  symptomatology,  bulk  of  disease  and 
pretreatment  sites  of  disease.  There  is  no  standard  pro- 
gram in  1983  for  treating  patients  with  DHL.  Exciting 
new  approaches  which  have  as  yet  to  be  tested  in  pro- 
spective randomized  trials  include  the  use  of  alternating 
non-cross  resistant  chemotherapy  regimens, 31  late  in- 
tensification chemotherapy, 32  the  use  of  high  dose 
methotrexate  with  folinic  acid  rescue  for  central  nervous 
system  prophylaxis 26  and  planned  dose  escalation  with 
trimethoprim-sulfamethoxazole  prophylaxis  to  enhance 
complete  response  rates  in  high  risk  patients  with  bone 
marrow  involvement. 
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FREEZE  ON  MEDICARE  PAYMENTS  and  mandatory  assignment,  as  proposed  by 
the  House  Ways  and  Means  health  subcommittee  last  week,  would  reduce  the 
number  of  physicians  who  participate  in  Medicare,  said  AMA  President  Frank  J. 
Jirka,  Jr.,  M.D.  The  result  would  be  a loss  of  choices  for  the  elderly,  Dr.  Jirka 
said  during  the  AMA  Board  of  Trustees  meeting  in  Chicago.  The  subcommittee 
proposal  would  roll  back  Medicare’s  prevailing  charge  limits  on  Jan.  1,  1984,  to 
those  in  effect  before  July  1,  1983,  and  hold  them  at  that  level  until  July  1,  1984. 
To  prevent  physicians  from  making  up  the  difference  by  refusing  Medicare  assign- 
ment and  charging  the  patient  more,  the  proposal  would  require  that  the  physician 
accept  assignment  for  all  services  to  Medicare  inpatients.  If  the  physician  did  not 
accept  assignment.  Medicare  would  pay  neither  the  physician  nor  the  patient. 

“While  we  oppose  an  arbitrary  freeze,  a six-month  freeze  is  better  than  a one- 
year  freeze  and  is  consistent  with  a six-month  Social  Security  benefit  delay,” 

Dr.  Jirka  said.  “But  dictating  mandatory  assignment  is  a break  with  the  original 
Medicare  promise  of  1965.” 

The  subcommittee’s  action  was  part  of  an  effort  to  come  up  with  program  savings 
that  had  been  agreed  to  in  a congressional  budget  resolution.  The  recommenda- 
tions would  save  about  $1.6  billion.  The  full  committee  recessed  last  week 
without  taking  action  on  the  subcommittee  proposals.  It  will  reconvene  Oct.  18. 

— AMA  Newsletter,  Vol.  15,  No.  35,  October  10,  1983 
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Herpes  Simplex  Encephalitis:  The  Case  Against  Brain 

Biopsy 

ROBERT  E.  LEVITZ,  M.D.,  RALPH  F.  REINFRANK,  M.D.  AND 
RICHARD  QUINTILIANI,  M.D. 


ABSTRACT— Physicians  involved  in  research  on 
the  therapy  of  herpes  simplex  encephalitis  have  ad- 
vocated the  routine  use  of  brain  biopsies  for  diagnosis. 
An  evaluation  of  the  use  of  brain  biopsy  requires  a 
balancing  of  the  risks  of  the  procedure  and  the  risks 
of  unnecessary  vidarabine  therapy.  Decision-analysis 


Effective  therapy  for  the  treatment  of  the  most  com- 
mon cause  of  fatal  sporadic  encephalitis,  herpes 
simplex,  is  now  available.  The  National  Institute  of 
Allergy  and  Infectious  Diseases  (NIAID)  studies 
demonstrated  that  vidarabine  (adenine  arabinoside) 
therapy,  when  given  early  in  the  course  of  encephalitis 
at  a dose  of  15  mg/kg/day,  results  in  improved  survival 
without  extensive  neurologic  deficits.  12  Unfortunately, 
accuracy  of  diagnosis  without  the  use  of  brain  biopsy  is 
only  about  50%  in  herpes  simplex  encephalitis  (HSE). 3 
Therefore,  leading  investigators  in  the  study  of  herpes 
viruses  continue  to  advocate  routine  brain  biopsy  prior 
to  instituting  vidarabine  therapy.  At  the  Hartford 
Hospital,  despite  the  presence  of  qualified 
neurosurgeons,  it  is  the  general  policy  of  the  infectious 
disease  physicians  to  treat  suspected  HSE  without 
diagnostic  brain  biopsy. 

Those  who  advocate  brain  biopsy  use  the  following 
arguments  to  support  their  position: 

1.  If  negative,  a brain  biopsy  will  save  the  patient  from 
a final  5 days  of  vidarabine  therapy,  a possibly  toxic 
drug  (all  patients  receive  an  initial  5 days  of  therapy 
pending  viral  culture  of  brain  tissue). 

2.  Brain  biopsy  may  reveal  another  potentially  treatable 
disease. 
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papers  on  this  subject  have  reached  opposing  posi- 
tions because  of  differing  estimates  of  these  risks.  We 
review  the  currently  available  evidence  and  can  find 
little  to  support  the  use  of  routine  brain  biopsy  outside 
of  the  research  setting. 


3.  Brain  biopsy  is  associated  with  a low  incidence  of 
morbidity  and  mortality. 

4.  Vidarabine  has  no  beneficial  effect  on  encephalitis 
caused  by  viruses  other  than  herpes  simplex. 

5.  A negative  brain  biopsy  rules  out  the  diagnosis  of 
HSE. 

Unfortunately,  taking  the  above  points  into  considera- 
tion, two  decision  analysis  papers  analyzing  the  choice 
of  whether  to  employ  brain  biopsy,  came  to  opposite 
conclusions. 45  In  this  paper,  we  will  examine  the 
reasons  behind  the  discrepancies  and  why  the  above 
arguments  fail  to  make  a case  for  brain  biopsy. 

Vidarabine  Toxicity 

The  controversy  surrounding  the  incidence  of  side  ef- 
fects of  vidarabine  is  apparent  when  reported  estimates 
of  severe  toxicity  vary  by  25-fold  (5%  vs  0.2%). 45 
The  most  common  side  effect  are  nausea,  vomiting  and 
weight  loss.6  Hematologic  side  effects  appear  to  occur 
chiefly  at  high  doses  (20  mg/kg/day).  One  death  from 
sepsis  during  an  episode  of  vidarabine  induced 
granulocytopenia  in  a patient  receiving  20  mg/kg/day 
has  been  reported. 7 It  is  generally  agreed,  however, 
that  the  most  serious,  potentially  fatal  side  effects  of 
vidarabine  are  neurologic. 8 Tremors,  myoclonus,  con- 
fusion and  aphasia  have  all  been  reported.  Almost  half 
of  the  19  reported  cases  of  serious  neurotoxicity  in- 
volved patients  who  had  markedly  impaired  renal  func- 
tion or  were  on  high  dose  (20  mg/kg/day)  therapy.614 

Hepatic  dysfunction 13  and  concomitant  allopurinol 
use 14  have  also  been  cited  as  risk  factors  for  the 
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development  of  vidarabine  neurotoxicity.  All  of  these 
factors  are  presumed  to  lead  to  high  serum  levels  of  the 
hypoxanthine  metabolite  of  vidarabine. 

Five  deaths  have  occurred  in  patients  experiencing 
significant  neurotoxicity. 9 '°  Only  two  of  these  deaths 
were  clearly  related  to  vidarabine  while  the  others  had 
severe  intercurrent  illness  (disseminated  coc- 
cidioidomycosis, cerebral  infarction,  cytomegalovirus 
encephalitis). 9 One  of  these  patients  had  completely 
normal  renal  function.  In  published  studies,  surviving 
patients  exhibited  no  permanent  neurologic  sequelae. 

In  the  cases  of  severe  neurotoxicity  that  have  been 
reported,  the  patients  were  continued  on  vidarabine 
despite  what  would  now  be  considered  clear  signs  of  tox- 
icity (generalized  tremors,  myoclonus).  It  is  often  stated 
that  vidarabine  toxicity  could  be  missed  in  patients  with 
severe  intercurrent  neurologic  illness,  like  HSE.  It  ap- 
pears, however,  that  fatal  vidarabine  neurotoxicity  is 
associated  with  peculiar,  striking  pathologic  changes  of 
widespread  chromatolysis  without  glial  cell  reaction.  10 
Such  findings  have  not  been  reported  in  any  of  the  pa- 
tients in  the  NIAID  trail.  Furthermore,  clinical  signs  of 
neurotoxicity  like  myoclonus  or  tremors  were  not 
observed. 2 

If  there  were  hidden  toxicity  of  vidarabine  one  would 
expect  that  patients  without  HSE  in  the  NIAID  trial 
would  fare  worse  on  vidarabine  than  on  placebo.  Yet  the 
opposite  was  true.  Mortality  was  27%  in  the  placebo 
group  versus  9%  in  the  vidarabine  group.  1 Because  of 
the  small  numbers  involved,  this  difference  does  not 
reach  statistical  significance.  In  any  case,  a hidden  tox- 
icity manifested  by  increased  mortality  was  not  found. 

Vidarabine  neurotoxicity  would  most  likely  be  missed 
in  the  comatose  patient.  There  is  no  evidence  of  a truly 
beneficial  effect  of  vidarabine  for  comatose  patients  with 
HSE.  however.  1,2 

In  order  to  arrive  at  an  estimate  of  neurotoxicity  of 
vidarabine  we  shall  divide  the  six  deaths  reported  in  the 
literature  to  be  even  possibly  related  to  vidarabine  by  the 
over  300  reported  patients  who  received  at  least  five 
days  of  vidarabine. 2-6'18  Therefore,  severe  toxicity 
(death  or  its  equivalent)  is  seen  in  less  than  2%  of 
courses  of  vidarabine.  This  figure  is  arrived  at  using  a 
very  liberal  definition  of  deaths  related  to  vidarabine  and 
it  should  be  emphasized  that  toxicity  in  patients  with 
normal  renal  function  is  probably  far  lower.  Even  so, 
using  the  analysis  by  Barza  and  Parker, 4 at  a severe 
toxicity  rate  of  2%  for  vidarabine  and  a 50%  clinical 
likelihood  of  HSE,  a brain  biopsy  should  not  be  per- 
formed even  if  no  mortality  were  associated  with  brain 
biopsy. 

In  this  analysis  we  have  not  included  additional  toxici- 
ty from  the  fluid  load  of  vidarabine.  If  vidarabine  is  mix- 
ed in  saline  and  there  is  the  judicious  use  of  furosemide, 
the  effect  on  cerebral  edema  should  be  minimal.  19  It 
should  be  noted  that  the  most  cerebral  edema  would  be 
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expected  during  the  first  five  days  of  therapy,  during 
which  time  all  patients  would  receive  vidarabine.  In  this 
situation,  one  would  expect  that  the  fluid  load  of 
vidarabine  therapy  would  be  more  detrimental  to  pa- 
tients who  have  had  a craniotomy  than  those  who  have 
not. 

The  emergence  of  acyclovir,  which  has  had 
preliminary  success  in  the  treatment  of  serious  herpetic 
infections,  may  make  the  whole  issue  of  vidarabine  tox- 
icity moot.  Acyclovir  does  not  require  large  fluid 
volumes  and  it  is  virtually  free  of  serious  side  effects. 20 
However,  parenteral  acyclovir  cannot  be  advocated  as 
initial  therapy  of  HSE  until  it  is  demonstrated  to  be  as 
effective  as  vidarabine. 

Discovery  of  Alternative  Diagnoses 

Proponents  of  brain  biopsy  often  point  out  that  other 
treatable  diseases  may  be  found  through  brain  biopsy. 
Whitley  et.  at. 2 claim  that  in  20  of  76  cases  in  the 
NIAID  study  who  had  negative  brain  biopsies  for  HSE, 
an  alternative  treatable  disease  was  found.  Furthermore, 
alternative  therapy  was  said  to  have  led  to  complete 
recovery  in  13  of  these  cases.  Unfortunately,  exactly 
which  cases  fit  into  these  groups  is  never  stated.  Table 
1 lists  the  diagnoses  uncovered  by  histologic  examina- 
tion of  the  brain  biopsy  specimens  in  patients  without 
HSE.  We  find  it  difficult  to  find  even  10  cases  which 
would  require  specific  alternative  therapy  given  their  list 
of  diagnoses.  It  has  also  been  argued  that  those  alter- 
native treatable  diseases  could  have  been  diagnosed  by 
other  means. 21  For  instance,  two  of  the  cases  diagnos- 
ed by  brain  biopsy  had  cryptococcal  meningitis,  an  in- 
fection that  is  usually  detected  with  ease  by  india  ink, 
culture,  or  cryptococcal  antigen  in  greater  than  90%  of 
cases. 22  Three  patients  were  seen  with  bacterial  brain 
abscesses.  Admittedly,  if  these  patients  had  encapsulated 
abscesses  they  were  probably  well  treated  by  surgical 
drainage.  However,  with  the  advent  of  CT  scanning  the 
diagnosis  of  brain  abscess  is  generally  made  without 
surgery. 23  In  addition,  brain  biopsy  of  a brain  abscess 
during  the  stage  of  bacterial  cerebritis,  when  the  CT 
scan  may  be  negative,  is  generally  felt  to  be  contra- 
indicated. 23  Again,  there  are  no  detailed  case  histories 

Table  1 


OTHER  DISEASES  UNCOVERED  BY  BRAIN  BIOPSY  IN  PATIENTS  WITH 
SUSPECTED  HERPES  SIMPLEX  ENCEPHALITIS* 


Disease 

No.  Patients 

Vascular  Disease 

8 

Coxsackie  Virus  Encephalitis 

4 

Bacterial  Abscess 

3 

Cryptococcus  Infection 

2 

Subacute  Sclerosing  Panencephalitis 

2 

Tumor 

2 

Epstein-Barr  Virus  Encephalitis 

2 

Reye’s  Syndrome 

1 

Toxoplasma  Gondii 

1 

Tuberculosis 

1 

Total 

27 

*Modified  from  Whitley  RJ  et.  al.  2 
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of  these  or  the  other  cases  to  see  if  diagnostic  brain  biop- 
sy was  necessary.  These  patients  were  described  as 
“clinically”  indistinguishable  from  those  with  HSE. 2 
We  and  others21  remain  unconvinced  that  many  of 
these  alternative  diagnoses  could  not  have  been  made 
non-invasively. 

Sensitivity  of  Brain  Biopsy 

An  additional  problem  with  brain  biopsy  is  that  its  sen- 
sitivity is  not  so  high  as  some  authorities  suppose.  In  the 
NIAID  collaborative  study,  three  of  79  patients  with 
negative  brain  biopsies  were  subsequently  shown  at 
autopsy  to  have  HSE. 2 Four  additional  patients  had 
substantial  evidence  for  HSE  (4-fold  rise  in  CSF  titers, 
compatible  history)  despite  negative  cultures. 2 Thus,  a 
false  negative  rate  of  at  least  9%  can  be  expected  using 
brain  biopsy  to  diagnose  HSE.  The  distribution  of 
herpesvirus  in  brain  tissue  is  patchy  and  can  be  missed 
by  brain  biopsy. 24  The  EEG,  useful  in  diagnosis,  can 
be  misleading  in  directing  biopsy  location. 25  The  addi- 
tional difficulties  in  cell  culture  techniques,  and  the 
possibilities  of  late  growth  of  herpesvirus,  have  been 
detailed  elsewhere. 25  Because  of  the  real  possibility  of 
false  negative  biopsies,  many  authorities  are  now  sug- 
gesting that  all  patients  with  negative  biopsies  that  reveal 
no  other  diagnosis  receive  10  days  of  vidarabine. 24  In 
the  NIAID  study  this  would  have  meant  continued 
vidarabine  for  at  least  half  of  the  biopsy-negative 
group. 2 By  this  stratagem  the  whole  issue  of  vidarabine 
toxicity  is  negated. 

Morbidity  from  Brain  Biopsy 

The  morbidity  and  mortality  of  brain  biopsy  in  the  pa- 
tient with  encephalitis  has  been  the  subject  of  heated 
debate. 26  As  in  the  case  of  vidarabine  toxicity,  it  is 
feared  that  adverse  effects  of  brain  biopsy  could  be  miss- 
ed in  these  patients  with  severe  neurologic  illness.  The 
two  decision  analysis  papers  on  biopsy  in  HSE  estimated 
mortality  (or  severe  permanent  disability)  rates  of  0.2% 
and  1%.4,5  These  estimates  appear  to  be  low. 

Kaufman  and  Catalano  reviewed  46  consecutive  brain 
biopsies. 27  Eighty  percent  of  these  patients  had  chronic 
neurologic  diseases  (dementia,  retardation).  One  patient 
died  of  aspiration  immediately  after  the  operation.  Five 
patients  developed  pneumonia,  pulmonary  embolus,  or 
seizures  post-operatively.  Thus,  there  was  a 2%  mortali- 
ty rate  and  a total  morbidity  and  mortality  rate  of  13%. 
Though  the  small  size  of  this  study  makes  generaliza- 
tions of  the  results  difficult,  it  remains  the  best  survey 
of  brain  biopsies  available. 

As  noted  above,  ascertainment  of  true  morbidity  and 
mortality  of  brain  biopsy  in  the  NIAID  study  was  not 
possible.  Complications  that  were  found  included  two 
cases  of  intracerebral  hemorrhage  and  one  case  of  brain 
tissue  herniation,  resulting  in  “moderate  impairment”  of 
one  of  these  patients  at  follow-up. 2 

It  appears  to  us  that  the  combined  rate  of  mortality  or 
severe  morbidity  of  brain  biopsy  in  a patient  with 


encephalitis  would  be  a minimum  of  1 % at  a major 
medical  center.  In  fact,  all  of  the  estimates  of  morbidity 
and  mortality  are  based  on  patients  receiving  care  at  a 
major  medical  center  with  experienced  neurosurgeons. 
Many  patients,  however,  with  HSE  will  initially  be  ad- 
mitted to  community  hospitals  without  either  an  ex- 
perienced neurosurgeon  on  staff  or  laboratory  facilities 
for  the  isolation  of  herpesvirus.  Therefore,  Whitley  et. 
al. 2 suggest  that  patients  with  suspected  HSE  be 
transferred  to  hospitals  with  these  facilities.  Yet  in  HSE 
rapid  institution  of  therapy  is  essential.  Most  patients 
with  HSE  are  awake  on  admission  and  with  prompt 
vidarabine  therapy  could  expect  recovery  with  little  or 
no  neurologic  deficit. 28  Unfortunately,  if  a patient  is  to 
have  brain  biopsy,  vidarabine  therapy  must  be  delayed 
until  after  the  procedure  to  ensure  the  ability  to  grow  the 
virus.  One  would  expect  transfer  from  one  hospital  to 
another  and  arrangement  of  a brain  biopsy  would  result 
in  a 24-hour  delay  in  therapy,  at  a minimum.  This  delay 
could  be  crucial  in  a rapidly  advancing  disease  like  HSE. 

Conclusion 

Certainly,  brain  biopsy  is  an  important  tool  in 
research  into  the  clinical  characteristics  and  treatment  of 
diseases  like  HSE.  The  use  of  brain  biopsy  in  trials  of 
new  anti-viral  drugs,  like  that  of  the  NIAID,  was 
medically  and  ethically  justified. 

Non-invasive  methods  of  diagnosing  HSE  include 
spinal  fluid  and  serum  antibody  titers  to  herpesvirus.  A 
fourfold  rise  in  lgG  IFA  titers  in  spinal  fluid  has  a sen- 
sitivity approaching  that  of  brain  biopsy  for  diagnosing 
HSE.29  Unfortunately,  this  is  still  not  a specific 
diagnostic  tool  and  is  of  no  use  in  rapid  diagnosis.  Serum 
to  CSF  antibody  ratio  measurements  suffer  from  similar 
problems.  29,30  It  is  clear  that  the  development  of  a sen- 
sitive, specific,  non-invasive  method  of  diagnosing  HSE 
would  be  the  only  means  of  obviating  the  need  for  brain 
biopsy  in  the  study  setting. 

Therapy  of  HSE  with  vidarabine  is  still  less  than  op- 
timal. Up  to  60%  of  treated  patients  will  die  or  have  per- 
manent neurologic  sequelae. 1 Therefore,  the  develop- 
ment of  new  agents,  like  acyclovir,  is  essential.  Brain 
biopsies  will  be  necessary  in  any  trial  comparing  new 
agents  like  acyclovir  to  vidarabine.  In  the  treatment  of 
HSE  outside  of  a study  setting,  however,  routine  use  of 
brain  biopsy  will  rarely  be  warranted. 
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Gunshot  Wounds  to  the  Buttocks 


NGHIA  M.  VO,  M.D. , JOHN  C.  RUSSELL,  M.D.  AND  DONALD  R.  BECKER,  M.D. 


ABSTRACT— Twenty  patients  sustaining  gunshot 
wounds  (GSWs)  to  the  buttocks  (including  one 
shotgun  wound),  were  treated  at  two  affiliated  institu- 
tions during  the  last  five  years.  Males  predominate 
9:1. 

Fifteen  patients  with  extraperitoneal  injuries  had  a 
benign  course.  One  did  undergo  negative  exploratory 
laparotomy  based  upon  positive  physical  findings. 


Gunshot  wounds  to  the  buttocks  represent  a rare 
clinical  entity.  The  trajectory  of  a bullet  may  be  super- 
ficial and  extraperitoneal.  The  intraperitoneal  counter- 
part is  associated  with  multiple  abdominal  injuries.  Only 
two  series  of  15  and  60  patients  respectively  1,2  have 
been  reported  so  far.  We  have  recently  reviewed  our  ex- 
perience with  20  such  cases. 

Material  and  Methods 

The  charts  of  20  patients  treated  for  gunshot  wounds 
(GSWs)  to  the  buttocks  at  St.  Francis  Hospital  and 
Medical  Center  and  Mt.  Sinai  Hospital  during  the  period 
between  July  1976  to  June  1981  have  been  reviewed. 
There  were  15  extraperitoneal  injuries  (Group  I)  and 
five  intraperitoneal  injuries  (Group  II)  resulting  from  19 
GSWs  and  one  shotgun  wound  to  the  gluteal  area.  Some 
patients  were  shot  more  than  once,  with  associated  in- 
juries to  the  chest  and  lumbar  spine. 

This  was  an  injury  involving  young  males  (9:1)  with 
an  average  age  of  32.  With  extraperitoneal  injuries,  the 
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The  remaining  five  patients  had  clinical  abdominal 
findings  consistent  with  severe  intraabdominal  in- 
juries (four  organs  per  patient).  Although  the  mor- 
bidity was  high,  there  was  no  mortality  in  this  series. 

Careful  analysis  of  a bullet’s  trajectory  will  allow 
detection  of  a possible  intraabdominal  component  of 
this  type  of  injury,  mandating  early  surgical 
management. 


physical  exam  was  unrevealing,  except  for  tenderness 
around  entry  and  exit  wounds.  Seven  percent  of  Group 
I patients  and  eight  percent  of  Group  II  patients  had 
hypotension  on  admission.  All  patients  in  the  second 
group  had  positive  abdominal  findings.  They  were 
placed  on  preoperative  antibiotic  coverage  (Clindamycin 
and  Tobramycin)  and  brought  to  surgery.  The  organs  in- 
jured were  varied  (four  per  patient),  including  the  G.I. 
and  G.U.  systems.  No  major  vessel  was  injured.  Pleural 
effusion  in  one  case  was  related  to  associated  lung 
injury. 

The  procedures  performed  were  in  Group  I:  observa- 
tion (5  cases);  negative  laparotomy  (1  case);  local  debride- 
ment (5  cases);  removal  of  bullet  (3  cases);  open  reduc- 
tion of  hip  (1  case);  and  in  Group  II:  bowel  resection  (3 
cases);  closure  of  bowel  wounds  (4  cases);  closure  of  blad- 
der perforation  (1  case);  loop  sigmoid  colostomy  (2  cases); 
Hartmann  procedure  (1  case);  suprapubic  cystostomy  (1 
case);  silastic  ureteral  stenting  (2  cases);  ligation  of  vas 
(1  case);  exploration  of  retroperitoneal  hematoma  (1  case); 
suture  of  mesenteric  bleeders  (1  case) 

Four  out  of  five  patients  who  had  intraperitoneal  in- 
juries were  found  to  have  bullets  in  the  abdominal  cavity 
(one  through  and  through  injury).  In  this  group,  many 
intraabdominal  organs  were  injured,  especially  the  small 
bowel  and  rectosigmoid  (Small  bowel:  4 cases, 
rectosigmoid: 3,  two  each  of  mesentery  and  ureter,  one 
each  of  bladder,  vas,  sciatic  nerve,  L5  root,  hypogastric 
artery  branch,  lumbar  fracture  and  three  cases  of 
retroperitoneal  hematomas). 

Complications  were  frequent  in  Group  II  patients  and 
included:  two  cases  of  post-operative  fever,  one  each  of 
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ileus,  pleural  effusion,  wound  infection,  decubitus  ulcer, 
thrombophlebitis,  weakness  of  left  leg  and  paraplegia 
(secondary  to  associated  spinal  cord  injury).  They 
resulted  in  a longer  hospital  stay  (25  days  versus  five  for 
Group  I patients).  Four  out  of  five  patients  in  Group  II 
required  a second  procedure,  including  closure  of  col- 
ostomies (two  cases),  colonic  reanastomosis  (one  case), 
laminectomy  and  decompression  of  the  cauda  equina 
(one  case). 

Discussion 

The  bony  pelvis  viewed  from  behind  and  below  oc- 
cupies a diamond-shaped  area  limited  by  the  symphysis 
pubis  anteriorly,  the  coccyx  posteriorly,  and  the  ischial 
tuberosities  laterally.  It  is  protected  by  the  gluteal 
muscles  posteriorly  and  shielded  laterally  by  the  ischial 
bones.  Thus,  the  pelvic  organs  are  vulnerable  to  any 
bullet  fired  from  behind  which  crosses  through  this 
diamond-shaped  bony  aperture. 

The  position  of  the  bullet  can  be  located  by  X-rays 
(biplanar  views)  or  by  palpation,  if  superficial.  Along 
with  the  positions  of  the  entry  and  exit  wounds,  this  will 
allow  a gross  approximation  of  the  bullet’s  trajectory 
(Table  1).  It  is  extrapelvic  in  cases  of  superficial  GSWs; 
the  presence  of  intrapelvic  bullets  mandate  surgery.  In 
one  patient  in  this  series,  X-rays  were  suggestive  of  a 
pelvic  location  of  the  bullet.  On  exploration,  it  was 
found  to  be  extraperitoneal  and  retrorectal,  without  in- 
traabdominal injury. 


The  bladder  and  major  retroperitoneal  vessels  were 
also  at  risk  with  GSWs  to  the  buttocks.  A 17-year-old 
male,  shot  in  the  coccyx  with  an  exit  wound  in  the 
suprapubic  area,  was  noted  to  have  hematuria. 
Cystograms  showed  gross  extravasation  posteriorly, 
which  was  closed  primarily.  In  suspected  bladder  in- 
juries, biplanar  cystograms  are  useful  to  determine  the 
location  and  extent  of  injury.  Treatment  involves 
debridement  and  primary  closure,  with  care  to  avoid 
iatrogenic  injury  to  the  intravesicular  ureters.  In- 
travenous pyelography  may  be  required  in  the  presence 
of  gross  or  microscopic  hematuria  with  an  upward  tra- 
jectory of  the  bullet.  A retroperitoneal  hematoma 
located  in  the  iliac  area  was  explored  because  of  continu- 
ing oozing.  Bleeding  came  from  a transected  branch  of 
the  left  hypogastric  artery  which  was  ligated. 

A plan  of  management  of  these  wounds  can  be  found 
in  Table  2.  All  patients  with  gluteal  wounds  should  be 
resuscitated  and  evaluated  carefully.  Analysis  of  the 
bullet’s  trajectory  and  clinical  findings  will  allow 
categorization  of  patients.  With  extraperitoneal  injuries, 
the  wounds  should  be  debrided  and  removal  of  the  bullet 
may  be  considered  if  they  are  superficial.  With  in- 
traperitoneal  injuries,  laparotomy  should  be  performed 
with  careful  evaluation  and  appropriate  treatment  of  all 
organs  injured,  especially  the  pelvic  ones  (bladder,  rec- 
tum, pelvic  nerves  and  vessels). 

Table  2 

GSWs  TO  THE  BUTTOCKS- PLAN  OF  MANAGEMENT 


Table  1 1.  Physical  exam 


extraperitoneal  trajectory  of  bullets  2.  Resuscitation 

""  — 3.  Biplanar  chest  and  abdominal  X-rays 

Downward  4.  Tetanus  toxoid 

L buttock R thigh  2 

Tangential 

L buttock R buttock  (thru  and  thru)  1 Extraperitoneal  injuries  Intraperitoneal  injuries 

L buttock  (thru-thru)  2 • Observation  ® Antibiotics 

R buttock  (thru-thru)  2 • Debridement  • Cystograms,  IVP 

R buttock  (entry  wound  only)  1 • Removal  of  bullets  ® Sigmoidoscopy 

Posterior  to  Anterior  (if  superficial)  • Exploratory  laparotomy 

L buttock Symphysis  pubis  Acetabulum  4 • Treatment  of  injuries 

R buttock Ischium,  hip  3 • Secondary  procedures 


Broad  spectrum  antibiotics  should  be  started 
preoperatively  in  the  second  group  because  of  the  high 
likelihood  of  bowel  injuries.  Small  bowel  injuries  were 
treated  either  by  resection  or  suture  of  the  perforations. 
Colonic  injuries  may  be  treated  with  primary  closure, 
drainage,  and  proximal  colostomy  if  they  are  “small”  and 
“clean,”  or  resection  with  proximal  end  colostomy  and 
distal  mucous  fistula.  One  patient  underwent  a Hart- 
mann procedure  for  a large  opening  in  the  sigmoid  area. 
This  patient  had  a negative  rectal  exam,  but  once  the 
sigmoidoscope  was  passed  beyond  a column  of  stools, 
blood  was  found  in  the  lumen.  All  patients  with  gluteal 
injuries  involving  the  pelvis  should  have  a preoperative 
sigmoidoscopy  to  rule  out  rectal  injury.  Treatment  of 
rectal  injuries  (below  the  peritoneal  reflection),  highly 
lethal  if  missed,  includes  proximal  colostomy,  presacral 
drainage  and  distal  wash-out. 3 
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There  was  no  mortality  in  this  series.  The  morbidity 
is  mostly  related  to  the  number  of  associated  injuries 
(viscera,  lungs,  vessels  . . .).  This  type  of  injury  is  not 
as  uncommon  as  suspected  and  should  not  be  neglected 
because  of  the  high  incidence  of  these  associated  injuries 
in  Group  II  patients.  We  suggest  that  all  patients  with 
gluteal  injuries  be  treated  in  the  emergency  room  as  hav- 
ing associated  intraabdominal  injuries  until  the  latter  can 
be  ruled  out. 
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Important  Advances  in  Clinical  Medicine 


Epitomes  of  Progress— Internal  Medicine 


Pulmonary  Sarcoidosis: 

Indications  for  Treatment 

Patients  with  pulmonary  sarcoidosis  in  whom  the 
disease  is  confined  to  the  hilar  and  mediastinal  nodes 
(stage  I)  seldom  require  specific  therapy.  In  patients  with 
progressive  pulmonary  involvement,  however,  cor- 
ticosteroid therapy  is  almost  always  indicated.  Controver- 
sy surrounds  the  treatment  of  those  patients  who  are  either 
asymptomatic  or  have  minimal  symptoms  but  who  show 
radiographic  evidence  of  persistent,  stable  pulmonary  in- 
filtrate. Some  authorities  believe  that  corticosteroids 
should  be  used  in  such  cases  only  in  the  presence  of  symp- 
toms such  as  dyspnea,  intractable  dry  cough  and  the  like, 
or  with  evidence  of  worsening  lung  function  — for  exam- 
ple, severely  reduced  diffusing  capacity,  hypoxemia,  ex- 
ercise intolerance  and  so  forth.  Others  contend  that  all 
patients  who  have  pulmonary  infiltrates  (stages  II  and  III) 
are  candidates  for  corticosteroid  therapy.  This  difference 
of  opinion  stems  from  the  fact  that  the  conventional 
methods  (history  and  physical  examination,  chest 
radiography  and  lung  function  tests)  of  assessing  the  ac- 
tivity and  prognosis  of  sarcoidosis  have  not  proved  con- 
sistently reliable.  The  recent  development  of  the  follow- 
ing three  techniques  as  markers  of  disease  activity  has 
made  it  possible  to  identify  those  patients  who  require 
treatment. 

Serum  angiotensin-converting  enzyme  level  is  raised  in 
about  60  percent  of  sarcoidosis  patients.  The  test  is  not 
specific  for  sarcoidosis  as  levels  may  be  elevated  in 
silicosis,  miliary  tuberculosis,  primary  biliary  cirrhosis, 
leprosy,  coccidioidomycosis,  hypersensitivy  pneumonitis, 
chronic  liver  disease,  lymphoma  and  diabetes.  Its  value, 
however,  lies  in  assessing  the  activity  of  sarcoidosis  and 
monitoring  the  progress  of  the  disease.  Resolution  of  the 
active  disease  or  clinical  control  of  sarcoidosis  by  ade- 
quate corticosteroid  therapy  brings  the  serum  angiotensin- 
converting enzyme  level  down  to  the  normal  range.  The 
test  is  also  helpful  during  pregnancy  when  repeated  x-ray 
films  of  the  chest  may  not  be  taken.  Serum  angiotensin- 
converting enzyme  level  is  a more  sensitive  index  of 
disease  activity  than  serial  chest  radiography. 

Gallium  67  is  a cyclotron-produced  radioisotope  with 
a half-life  of  78  hours.  The  isotope  accumulates  in  active 
sarcoid  tissue.  Because  an  abnormal  gallium  uptake  has 


been  described  in  a wide  variety  of  lung  diseases  including 
carcinoma,  infections,  hypersensitivity  pneumonitis, 
pneumoconiosis  and  lymphoma,  the  test  is  not 
diagnostically  specific  for  sarcoidosis.  However,  gallium 
uptake  is  a more  sensitive  indicator  of  sarcoid  activity  than 
serum  angiotensin-converting  enzyme  levels.  It  also  pro- 
vides an  overall  picture  of  pulmonary  and  extrapulmonary 
involvement.  The  test  is  noninvasive  but  two  factors  must 
be  considered  before  gallium  lung  scanning  is  routinely 
and  repeatedly  used:  cost  and  radiation  dose  delivered, 
particularly  in  young  patients. 

Bronchoalveolar  lavage  is  done  by  placing  a fiberoptic 
bronchoscope  in  a distal  airway  and  instilling  100  to  150 
ml  of  normal  saline  in  20-  to  3-ml  aliquots  and  recover- 
ing the  lavage  fluid  by  suction.  The  immune  effector  cells 
in  bronchoalveolar  lavage  fluid  in  normal  nonsmokers 
consist  of  more  than  90  percent  alveolar  macrophages, 
less  than  10  percent  lymphocytes  and  less  than  1 percent 
polymorphonuclear  leukocytes.  In  sarcoidosis  there  is  a 
marked  increase  in  T-lymphocytes  in  the  lavage  fluid  and 
their  numbers  reliably  reflect  the  intensity  of  sarcoid 
alveolitis.  Because  the  activity  of  pulmonary  sarcoidosis 
can  be  correctly  judged  by  analyzing  the  bronchoalveolar 
fluid,  this  technique  is  extremely  useful  in  staging  sar- 
coidosis patients  and  monitoring  their  response  to  therapy. 

Results  of  serum  angiotensin-converting  enzyme  level, 
gallium  67  scan  and  bronchoalveolar  lavage  lymphocyte 
count  not  only  correlate  with  clinical  disease  activity  but 
also  provide  better  understanding  of  biochemical  and  im- 
munologic features  of  sarcoidosis.  It  has  been  suggested 
that  the  three  markers  probably  reflect  different  stages  of 
the  granulomatous  process.  Further  studies  are  needed  to 
clearly  define  the  indications  for  their  routine  use. 

Om  P.  Sharma,  M.D. 
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The  Clinical  Use  of  Monoclonal  Antibodies 

In  1975  Kohler  and  Milstein  developed  a relatively  sim- 
ple technique  for  producing  large  quantities  of  monoclonal 
antibody  of  desired  specificity,  that  is,  antibody  secreted 
by  a single  cell  and  its  clonal  progeny,  uncontaminated 
by  other  antibodies.  One  of  the  initial  applications  of  this 
technology  was  the  use  of  monoclonal  antibodies  to 
distinguish  subpopulations  of  human  T-lymphocytes  that 
turn  the  immune  response  either  on  or  off.  In  the 
peripheral  blood  of  normal  persons  the  proportion  of  T- 
cells  expressing  “helper”  or  “suppressor”  markers  is 
relatively  fixed,  possibly  reflecting  an  appropriate  balance 
of  the  functions  of  these  subsets.  In  a number  of  disorders, 
such  as  multiple  sclerosis  and  acquired  immune  deficien- 
cy syndrome  (AIDS),  these  proportions  are  altered,  and 
often  the  alterations  correlate  with  disease  activity.  In  reci- 
pients of  organ  allografts,  the  ratio  of  suppressor-to-helper 
cells  may  predict  graft  survival.  In  patients  who  have 
rheumatoid  arthritis  treated  with  total  lymphoid  irradia- 
tion, a dramatic  increase  in  the  ratio  of  suppressor-to- 
helper  cells  occurs  with  clinical  improvement.  Based  on 
observations  such  as  these,  the  monitoring  of  lymphocyte 
subsets  with  monoclonal  antibodies  will  likely  become  an 
increasingly  common  practice. 

The  potential  uses  of  monoclonal  antibodies  extend  far 
beyond  analyzing  lumphoid  cells.  Monoclonal  antibodies 
to  human  leukocyte  antigen  (HLA)  markers  such  as  HLA- 
B27  have  already  been  produced  and  may  prove  useful 
in  disease  diagnosis  and  histocompatibility  testing.  It 
should  be  possible  to  produce  monoclonal  antibodies  with 
specificity  for  any  cell  type,  for  use  in  histopathologic 
diagnosis  or  x-ray  imaging.  Antibodies  to  infectious  agents 
or  tumor-associated  antigens  can  be  used  for  im- 
munodetection in  vivo  or  in  vitro. 

Perhaps  the  most  exciting  of  the  potential  applications 
of  monoclonal  antibodies  is  their  use  in  vivo  as  therapeutic 
agents.  Their  appeal  in  this  regard  is  due  not  only  to  their 
exquisite  specificity  for  target  antigens  but  also  to  the  fact 
that  antibodies  can  be  attached  to  other  compounds  such 
as  drugs,  radioactive  isotopes  or  toxins  for  delivery  of 
those  compounds  to  specific  target  tissues.  Murine 
monoclonal  antibodies  to  lymphocyte  surface  antigens 
have  already  been  used  in  experimental  protocols  to  treat 
leukemia  and  lymphoma,  and  the  results  have  been  en- 
couraging. One  limitation  of  mouse  monoclonal  antibodies 
is  that  they  induce  the  formation  of  antimouse  antibodies 
in  human  hosts,  and  these  antiantibodies  can  neutralize 
the  desired  effect  of  a therapeutic  antibody.  Although  this 
problem  may  be  obviated  by  the  use  of  human  monoclonal 
antibodies,  therapy  with  monoclonal  antibodies  must  be 
limited  to  experimental  settings  until  optimal  protocols 
are  developed.  Nonetheless,  there  is  little  doubt  that  this 
new  approach  will  ultimately  contribute  significantly  to 
the  treatment  of  a variety  of  disorders. 

Edgar  G.  Engleman,  M.D. 
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Streptokinase  and 

Acute  Myocardial  Infarction 

Extensive  myocardial  necrosis  is  a frequent  cause  of 
chronic  heart  failure  and  death  in  patients  who  have  acute 
myocardial  infarction.  Measures  designed  to  limit  myocar- 
dial necrosis  by  limiting  myocardial  oxygen  demand,  in- 
creasing collateral  blood  flow  or  correcting  various 
ischemic  cellular  defects  have  not  proved  satisfactory  in 
the  clinical  setting.  The  need  for  restoration  of  antegrade 
flow  in  an  occluded  coronary  artery  has  become  obvious. 
Revascularization  by  emergency  surgical  bypass  appears 
impractical;  moreover,  its  ability  to  salvage  a significant 
portion  of  jeopardized  myocardium  remains  uncertain. 
Based  on  postmortem  studies,  in  vivo  angiography  and 
intraoperative  evidence  that  thrombosis  is  usually  the 
cause  of  coronary  occlusion  in  acute  myocardial  infarc- 
tion, studies  have  been  undertaken  to  determine  if  it  is 
possible  to  reopen  the  occluded  coronary  artery  rapidly 
by  direct  intracoronary  administration  of  thrombolytic 
agents  like  streptokinase,  urokinase  or  streptokinase 
plasminogen  mixture  for  lysing  occlusive  clots.  These 
studies  have  since  confirmed  that  the  arteries  can  — in  70 
percent  to  90  percent  of  cases— be  reopened,  usually 
within  30  minutes.  Because  the  ruptured  atherosclerotic 
plaque  that  initially  triggered  the  thrombosis  is  still  pre- 
sent, the  artery  must  be  protected  by  effective  anticoagula- 
tion for  about  three  months,  initially  with  intravenous  ad- 
ministration of  heparin  and,  after  five  to  seven  days,  war- 
farin. When  the  coronary  artery  was  completely  occlud- 
ed and  collaterals  were  not  visible  on  angiography,  signifi- 
cant myocardial  salvage  was  usually  not  achieved  when 
the  coronary  artery  was  reopened  later  than  four  hours 
after  occulsion,  which  is  indicated  by  the  onset  of  pain. 
Myocardial  salvage  was  assessed  by  thallium  201  scin- 
tigraphy done  before  and  after  recanalization.  Significant 
myocardial  salvage  resulted  in  a delayed  improvement  of 
abnormal  regional  wall  motion  and  rises  in  left  and  right 
ventricular  ejection  fractions  days  and  weeks  after  reper- 
fusion. There  is  suggestive  evidence  that  successful  ear- 
ly reperfusion  results  in  significantly  reduced  mortality. 
Hematomas  at  the  site  of  punctures  and  arrhythmias, 
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usually  not  serious,  are  fairly  frequently  occurring  com- 
plications of  intracoronary  thrombolysis.  In  recent  studies 
in  which  streptokinase  was  administered  in  large  doses 
intravenously  rather  than  intracoronarily,  results  were 
similar  to  those  of  the  intracoronary  route.  Large  con- 
trolled studies  will  be  necessary  to  definitely  assess  the 
effect  of  thrombolysis  on  mortality,  to  identify  subsets  of 
patients  who  can  benefit  most  from  the  procedure  and  to 
define  time  limits  of  effective  intervention  in  various 
patients. 

William  Ganz,  M.D. 
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Chemotherapy  for 
Disseminated  Germ  Cell  Cancer 

Germ  cell  tumors  arise  from  the  tests  and  ovary  as  well 
as  extragonadal  sites.  Whereas  localized  germinal 
neoplasms  are  curable  by  surgical  treatment  or 
radiotherapy,  or  both,  disseminated  tumors  such  as  ad- 
vanced testicular  cancer  have  historically  been  difficult 
to  eradicate.  Since  the  mid  1970s,  new  drugs  such  as 
bleomycin  and  cisplatin  have  been  used  in  combination 
chemotherapy  programs  for  patients  who  have  advanced 
testis  cancer.  The  three-drug  combination  of  vinblastine, 
bleomycin  and  cisplatin  has  been  used  by  Einhorn  and 
co-workers  with  dramatic  results.  In  an  initial  series  of 
47  patients  who  had  advanced  testis  cancer,  33  (70  per- 
cent) achieved  complete  disease  regression  using  four 
cycles  of  the  three-drug  combination  administered  over 
a 12- week  induction  therapy  period.  Similar  regression 
rates  have  been  achieved  in  subsequent  series.  Complete 
response  correlated  with  the  bulk  of  the  initial  tumor— 
large  tumor  masses  being  unfavorable  for  achieving  com- 
plete regression -but  all  histologic  subtypes  of  germ  cell 
tumors  responded. 

In  4.5  to  6.5  years  of  follow-up,  6 out  of  33  originally 
complete  responders  have  relapsed.  Most  relapses  occur- 
red in  the  first  year,  none  after  two  years.  Patients  in  con- 
tinuous complete  remission  at  two  years  are  considered 
cured.  During  the  initial  development  of  “Einhorn” 
chemotherapy,  maintenance  chemotherapy  was  ad- 
ministered for  two  years.  Recent  studies  have  shown  no 
benefit  from  this  type  of  prolonged  maintenance  treatment. 
Among  large  series  of  testis  cancer  patients  achieving 
complete  remission  with  combination  chemotherapy,  the 
relapse  rate  even  without  maintenance  treatment  may  be 
as  low  as  10  percent  or  less. 

Germ  cell  neoplasms  are  diseases  of  young  people.  New 
chemotherapy  combinations  have  markedly  increased  the 
curability  of  germ  cell  tumors  of  the  testes  and  appear 


to  be  very  beneficial  in  the  treatment  of  ovarian  germinal 
neoplasms  and  extragonadal  germ  tumors  as  well. 

Mark  R.  Green,  M.D. 
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Hepatitis  B Vaccine 

A vaccine  (Heptavax-B,  Merck,  Sharp  and  Dohme 
Research  Laboratories)  has  been  introduced  that  offers 
the  potential  of  eliminating  viral  hepatitis,  type  B.  The 
disabling  effects  of  acute  type  B hepatitis,  combined  with 
the  long-term  features  of  chronic  viral  infection  that  in- 
clude the  possible  development  of  hepatoma,  make  this 
an  extremely  important  breakthrough.  Considerations  of 
cost,  availability  and  safety,  however,  combined  with  a 
population  at  relatively  low  risk,  have  already  produced 
controversy  about  whom  to  vaccinate. 

The  development  of  this  vaccine  has  taken  advantage 
of  two  characteristics  of  the  hepatitis  B virus:  the  chronic 
carrier  state  and  the  overproduction  by  the  carrier  of  coat 
protein  (hepatitis  B surface  antigen).  The  antigenic  parti- 
cle is  much  smaller  than  the  virus  itself  and  is  separated 
by  ultracentrifugation.  Further  steps  including  formalin 
inactivation  lead  to  a highly  purified,  theoretically  safe 
product.  Because  we  are  unable  to  grow  this  virus  in 
culture,  plasma  from  chronic  carriers  is  used.  Future 
research  or  the  use  of  modalities  such  as  recombinant 
techniques  may  of  course  change  this  approach. 

The  antigen  in  this  vaccine  achieves  its  purpose.  In  more 
than  90  percent  of  recipients  in  studies  to  date,  antibody 
titers  develop.  That  this  antibody  is  protective  has  been 
shown  in  studies  with  homosexual  men  who  have  an  ex- 
traordinary attack  rate  that  is  nearly  eliminated  in  vac- 
cine responders.  Whether  or  not  this  protection  is  retain- 
ed for  a long  time,  as  expected,  will  need  to  be  shown. 

Safety  is  an  issue  that  cannot  be  adequately  addressed 
at  this  time.  No  major  side  effects  have  been  reported  to 
date  in  trials  totaling  25,000  to  50,000  doses  of  vaccine. 
What  will  happen  when  this  number  reaches  the  millions 
is  pure  conjecture.  All  of  the  various  concerns  about  vac- 
cines have  been  voiced.  But  an  extremely  careful  develop- 
ment and  testing  program  has  provided  as  much  infor- 
mation as  we  can  expect  at  this  time. 

Based  on  efficacy,  presumed  safety  and  cost  (about  $100 
per  treatment)  what  can  we  recommend?  Clearly  those 
at  greatly  increased  risk  such  as  promiscuous  homosex- 
ual men  (80  percent  risk)  and  sexual  partners  of  carriers 
(50  percent  risk)  need  attention.  Health  care  workers  in 
direct  contact  with  blood,  either  in  patient  care  (dialysis 
workers,  special  unit  nurses  and  the  like)  or  ancillary  ser- 
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vices  (such  as  phlebotomists  and  clinical  laboratory  techni- 
cians) have  a variable  exposure  with  an  estimated  risk  of 
2 percent  to  3 percent  a year.  In  the  view  of  most  ex- 
perts, this  amount  of  risk  justifies  immunization. 

The  manufacturer  recommends  antibody  testing 
(hepatitis  B surface  antibody  at  $20  per  test)  before  vac- 
cination to  eliminate  unnecessary  and  costly  injections  in 
people  who  have  naturally  acquired  immunity.  While  this 
is  the  current  standard,  its  cost  effectiveness  has  been 
questioned.  Clearly  the  response  rate  to  the  vaccine 
eliminates  the  need  for  follow-up  antibody  studies  in  all 
but  special  circumstances. 

What  is  needed  is  a low-cost  safe  method  for  attacking 
this  global  problem.  We  now  have  what  appears  to  be  a 
very  good  beginning. 

Anthony  S.  Torney,  Jr.  M.D. 
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Plasmapheresis  as  Therapy 

Plasmapheresis,  or  plasma  exchange,  a new  and 
sophisticated  form  of  bloodletting,  is  rapidly  becoming 
a major  therapeutic  tool  for  the  treatment  of  a variety  of 
disease  processes.  This  innovation  has  been  made  possi- 
ble by  technologic  advances  in  centrifugation  that  allow 
the  separation  of  various  cell  components  from  plasma 
of  human  blood.  About  41,000  such  apheresis  procedures 
were  done  in  the  United  States  last  year  on  a minimum 
of  41  different  disease  processes.  The  data  base  for  the 
entire  industry  is  based  on  anecdotal  reports.  Only  now 
are  double-blind  studies  being  done  to  further  delineate 
the  indications  and  to  compare  the  efficacy  of  this  form 
of  treatment  with  other  conservative  measures.  The  one 
group  of  diseases  wherein  the  use  of  plasmapheresis  seems 
to  be  clearly  accepted  by  all  is  the  hyperviscosity  syn- 
dromes in  which  aberrations  in  blood  flow  occur  as  a 
result  of  the  presence  of  abnormal  blood  proteins.  Here 
the  procedure  is  of  most  value  in  an  acute  crisis.  Long- 
term management  requires  both  plasmapheresis  and  im- 
munosuppressive therapy. 

Despite  the  limited  data  base,  recognized  authorities  in 
the  field  suggest  that  there  is  enough  information  available 
to  justify  plasmapheresis  in  certain  clinical  settings.  In 
most  cases  it  is  assumed  that  immunologic  mediators  of 
disease  are  removed  in  the  process  of  plasmapheresis. 
Besides  the  hyperviscosity  syndromes,  plasmapheresis 
may  also  be  beneficial  for  the  following  disorders: 

• Myasthenia  gravis,  especially  in  patients  who  have 
failed  to  respond  to  steroids  and  antimetabolite  therapy 
or  in  those  who  are  in  an  acute  respiratory  crisis. 

• Goodpasture's  syndrome,  biopsy  proved  or  associated 
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with  lung  hemorrhage,  and  acute  crescentic  nephritis 
that  is  rapidly  progressing  and  not  responding  to  steroid 
drugs. 

• Lupus  nephritis,  the  classic  circulating  immune  com- 
plex disorder.  Unfortunately,  the  criteria  for  the  use 
of  plasmapheresis  have  not  yet  evolved  in  this  disorder 
and  double-blind  studies  are  only  now  under  way  to 
exactly  define  its  value. 

• Rapidly  progressing  systemic  sclerosis  with  not  only 
skin  but  also  multiorgan  system  involvement,  though 
the  number  of  cases  so  far  is  extremely  small  and 
widespread  clinical  use  probably  cannot  be  justified  and 
should  be  restricted  to  academic  centers.  The  same 
holds  true  for  other  rheumatic  diseases  such  as 
polymyositis  and  dermatomyositis. 

Plasmapheresis  is  a popular  and  rapidly  expanding  area 

in  which  only  time  and  additional  studies  are  needed  to 
give  this  tool  its  proper  place  in  clinical  practice.  English 
physicians  have  recently  suggested  that  all  patients  who 
receive  an  apheresis  procedure  should  be  in  a clinical 
registry  so  that  a maximum  amount  of  information  can 
be  obtained  regarding  this  treatment.  This  should  also  be 
done  in  this  country. 

Robert  T.  Reid,  M.D. 

Adrian  M.  Jaffer,  M.D. 
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Calcium  Channel  Blocking  Agents  in 
Cardiovascular  Medicine 

The  calcium  channel  blocking  agents  are  a hetero- 
geneous group  of  compounds  that  represent  a new  genera- 
tion of  drugs  for  the  treatment  of  cardiovascular  disease. 
Their  therapeutic  actions  derive  from  their  capacity  to  in- 
hibit calcium  flux  through  the  “slow”  channels  of  cardiac 
and  smooth  muscle  cell  membranes.  The  slow  channels 
are  so  named  because  cellular  entry  of  calcium  is  nor- 
mally delayed  during  electrical  depolarization  until  the 
plateau  phase  of  the  action  potential,  in  contrast  to  sodium 
transmembrane  passage  through  the  “fast”  channels  at  the 
initiation  of  depolarization.  The  electrical  and  contrac- 
tile functions  of  cardiac  and  smooth  muscle  tissue  are 
dependent  on  this  phasic  cellular  entry  of  calcium  which 
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activates  calcium-dependent  adenosine  triphosphatase 
(ATPase),  an  essential  step  in  excitation-contraction  coupl- 
ing. Skeletal  muscle  cells,  however,  have  abundant  in- 
tracellular calcium  stores  and  their  activity  does  not  de- 
pend on  influx  of  calcium.  Therefore,  agents  that  inhibit 
calcium  flux  can  modulate  cardiac  and  smooth  muscle  ac- 
tivity, an  effect  with  therapeutic  potential  in  certain 
conditions. 

The  cardiovascular  effects  of  the  calcium  antagonists 
are  the  result  of  their  direct  and  indirect  actions  on  the 
heart  and  vasculature  at  multiple  levels.  The  direct  effects 
of  inhibition  of  calcium  transport  by  these  agents  are 
smooth  muscle  relaxation  and  thus  systemic  and  coronary 
vasodilation  and  negative  cardiac  inotropy.  Depending  on 
the  specific  drug,  these  agents  either  have  negligible  ac- 
tions on  cardiac  electrophysiologic  function  or  prolong 
the  refractory  period  of  the  atrioventricular  node  and 
reduce  sinoatrial  node  automaticity.  These  effects  result 
in  reduction  of  blood  pressure,  prevention  of  coronary 
vasospasm  and  antiarrhythmic  activity  in  supraventricular 
tachyarrhythmias.  The  coronary  vasodilating  action  pro- 
vides an  important  mechanism  of  therapy  for  coronary 
vasospastic  (Prinzmetal)  angina,  and  lowered  blood 
pressure  and  negative  inotropy  favor  reduction  of  myocar- 
dial oxygen  demand  and  alleviation  of  nonvasospastic 
angina.  Reflex  sinus  tachycardia  may  occur  as  a result 
of  vasodilator-induced  fall  in  blood  pressure.  The  modest 
negative  inotropic  action  may  be  offset  by  a reduction  of 
afterload  through  systemic  arterial  dilatation,  but  this  is 
unpredictable.  The  major  adverse  effects  of  the  calcium 
antagonists  are  extensions  of  their  pharmacologic  actions: 
hypotension,  myocardial  depression  and  atrioventricular 
block. 

Three  calcium  antagonists  — verapamil,  nifedipine  and 
diltiazem  are  now  available  in  this  country  and  therapeutic 
trials  have  been  initiated  with  more  recently  developed 
drugs  of  this  class.  All  three  available  agents  are 
vasodilators,  though  nifedipine  is  most  potent  in  this 
regard,  and  reflex  tachycardia  due  to  blood  pressure 
reduction  may  be  significant  with  this  agent.  Verapamil 
and,  to  a lesser  degree,  dilitiazem  produce  the  inhibitory 
cardiac  electrophysiologic  effects  enumerated  above  and 
nifedipine  is  devoid  of  significant,  direct  cardiac  elec- 
trophysiologic effects.  The  Food  and  Drug  Administra- 
tion (FDA)-approved  indications  for  the  use  of  these 
agents  include  coronary  vasospastic  angina  and  non- 
vasospastic angina  for  all  three  and,  for  intravenous 
verapamil,  paroxysmal  supraventricular  tachyar- 
rhythmias. The  calcium  blockers  have  been  highly  effec- 
tive in  anginal  states,  alone  or  in  combination  with  nitrates 
or  yi-blockers  (or  both),  in  patients  in  whom  the  latter 
drugs  have  been  unsuccessful.  These  agents  are  usually 
used  in  patients  refractory  to  conventional  therapy  and 
can  be  administered  in  combination  with  either  nitrates 
or  ^-blockers  for  nonvasospastic  angina  and  with  nitrates 
for  vasospastic  angina.  Although  such  a combined  ap- 


proach has  considerable  therapeutic  potential,  myocardial 
depression  and  hypotension  are  important  risks. 

Intravenous  verapamil  has  become  a first-line  agent  for 
the  treatment  of  supraventricular  tachyarrhythmias.  Cur- 
rent reports  indicate  that  the  drug  promptly  converts 
paroxysmal  supraventricular  tachycardia  to  sinus  rhythm 
in  more  than  80  percent  of  patients.  Conversion  of  atrial 
fibrillation  and  flutter  to  sinus  rhythm  by  verapamil  ad- 
ministration occurs  only  occasionally,  but  in  these  ar- 
rhythmias the  drug  slows  ventricular  rate  in  most  patients. 
Because  of  its  efficacy,  intravenous  verapamil  has  had  a 
major  impact  on  the  emergency  treatment  of  supraven- 
tricular tachyarrhythmias. 

The  calcium  antagonists  are  associated  with  side  effects 
in  about  10  percent  to  15  percent  of  patients,  which  can 
often  be  managed  by  decreasing  the  dosage.  Hypotension 
is  the  adverse  effect  of  primary  concern  with  intravenous 
verapamil,  which  is  contraindicated  in  cases  of  tachyar- 
rhythmia associated  with  sinus  node  dysfunction.  Further 
information  is  required  regarding  the  clinical  phar- 
macology of  these  drugs,  particularly  in  relation  to  drug 
interactions.  In  this  regard,  both  nifedipine  and  verapamil 
have  been  reported  to  raise  serum  digoxin  levels  in  pa- 
tients receiving  the  glycoside. 

Current  interest  in  the  therapeutic  potential  of  the 
calcium  antagonists,  based  on  their  pharmacologic  pro- 
perties, extends  to  a wide  spectrum  of  cardiovascular  con- 
ditions. These  include  hypertrophic  obstructive  car- 
diomyopathy, hypertension,  congestive  heart  failure, 
vasospastic  disorders,  limitation  of  myocardial  infarct  size 
and  myocardial  preservation  during  cardiac  operations. 
The  calcium  antagonists  have  already  established  an  im- 
portant place  in  the  treatment  of  cardiac  disease  and  their 
full  therapeutic  potential  has  not  yet  been  fully  realized. 

Ezra  A.  Amsterdam,  M.D. 

Zakauddin  Vera,  M.D. 
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Percutaneous  Transluminal  Coronary 
Angioplasty 

Percutaneous  transluminal  coronary  angioplasty 
(PTCA)  is  a promising  new  catheter  technique  for  dilating 
stenosed  coronary  arteries  with  consequent  improvement 
in  coronary  blood  flow  and  clinical  manifestations  of 
myocardial  ischemia.  Dotter  and  Judkins  first  described 
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a similar  method  for  transluminal  recanalization  of 
peripheral  arterial  stenoses  in  1964;  hemorrhagic  and 
thrombotic  complications  limited  its  use,  however.  In 
1973  Griintzig  developed  a doublelumen  balloon  catheter 
that  was  first  tested  in  laboratory  animals  and  then  ap- 
plied sequentially  in  humans  to  peripheral  and  renal 
arteries,  cadaver  hearts  and  coronary  arteries  during  aor- 
tocoronary bypass  surgical  procedures.  In  September  1977 
in  Zurich  the  technique  was  first  used  during  cardiac 
catheterization.  Since  then,  it  has  been  used  increasingly 
throughout  the  world  in  patients  with  symptomatic  cor- 
onary atherosclerosis;  its  proper  role  and  limits  in  the 
treatment  of  this  disease  remain  a focus  of  intense  clinical 
investigation. 

Initially,  only  those  patients  who  had  single-vessel  in- 
volvement and  a lesion  that  was  proximal,  discrete,  con- 
centric and  noncalcified  were  selected  for  the  procedure. 
Cardiologists  are  now  beginning  to  apply  the  technique 
to  patients  who  have  multivessel  disease  where  all  or  most 
lesions  appear  amenable  to  dilatation.  Lesions  situated  in 
or  at  the  anastomosis  of  a saphenous  vein  graft  have  also 
been  dilated  successfully.  All  patients  should  be  candidates 
for  bypass  graft  operation  because  in  6 percent  to  8 per- 
cent of  percutaneous  transluminal  coronary  angioplasty 
procedures  a sudden  occlusion  or  deterioration  of  flow 
causes  impending  infarction  and  immediate  surgical  in- 
tervention is  then  necessary. 

Patients  undergoing  percutaneous  transluminal  coronary 
angioplasty  generally  are  treated  before,  during  and  after 
the  procedure  with  administration  of  aspirin, 
dipyridamole,  nitrates  and  a calcium  blocker  (for  exam- 
ple, nifedipine)  to  inhibit  thrombus  formation  and  spasm 
at  the  site  of  the  dilatation.  Low-molecular- weight  dex- 
tran  and  heparin  also  thwart  thrombotic  occlusion  during 
and  immediately  after  the  procedure. 

In  appropriately  selected  cases,  the  primary  success  rate 
(at  least  a 20  percent  improvement  in  the  degree  of 
stenosis)  is  achieved  in  60  percent  to  85  percent  of  pa- 
tients treated.  Lesions  in  the  left  anterior  descending  cor- 
onary artery  appear  to  be  most  amenable  to  a successful 
primary  result.  Myocardial  infarction  by  either  electrocar- 
diographic or  enzymatic  criteria  has  been  noted  in  about 
3 percent  of  patients,  and  hospital  death  has  occurred  in 
1 percent  or  less  of  cases  reported  on  in  most  published 
series.  Other  complications,  including  ventricular  ar- 
rhythmias, bradycardia,  hypotension  and  femoral  or 
brachial  artery  occlusion,  are  similar  in  frequency  to  their 
incidence  with  routine  cardiac  catheterization  and 
angiography. 

In  the  first  6 to  18  months  after  percutaneous  trans- 
luminal coronary  angioplasty,  about  80  percent  of  suc- 
cessfully treated  patients  continue  to  be  free  of  symptoms. 
However,  follow-up  angiography  of  both  symptom-free 
and  symptomatic  patients  shows  a restenosis  rate  (at  the 
site  of  angioplasty)  of  about  30  percent. 

This  procedure  is  also  being  applied  in  concert  with  in- 
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tracoronary  infusion  of  streptokinase  for  the  treatment  of 
acute  myocardial  infarction.  This  application  is  strictly 
experimental  and  should  not  be  considered  a standard  form 
of  therapy  at  the  community  level.  In  fact,  continuation 
of  careful  follow-up  studies  will  be  necessary  before  per- 
cutaneous transluminal  coronary  angioplasty  can  be 
granted  a permanent  role  in  the  treatment  of  the  clinical 
syndromes  associated  with  coronary  atherosclerosis. 

Kirk  L.  Peterson,  M.D. 
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Toxic  Shock  Syndrome 

Toxic  shock  syndrome  is  an  acute  febrile  illness  involv- 
ing multiple  organ  systems  and  associated  with  hypoten- 
sion and  rash.  Patients  who  have  toxic  shock  syndrome 
are  often  found  to  carry  or  to  be  infected  with  Staphylococ- 
cus aureus  bacterium.  Typically  the  syndrome  occurs  in 
young,  previously  healthy,  menstruating  women  who  use 
tampons.  It  is  characterized  by  the  following  clinical 
presentation;  fever  (temperature  38.9  °C  [102  °F]  or 
higher);  syncope,  hypotension  or  shock;  vomiting  and 
watery  diarrhea;  diffuse  inflammation  of  the  mucous 
membranes;  diffuse  erythroderma  or  petechial  skin  rash; 
desquamation  of  the  hands  and  feet  during  the  convales- 
cent period,  and  laboratory  evidence  of  multiple  organ 
dysfunction. 

Of  the  reported  cases  of  toxic  shock  syndrome,  92  per- 
cent are  associated  with  menstruation,  with  99  percent  of 
those  cases  occurring  in  tampon  users.  Menstrual  toxic 
shock  syndrome  cases  occur  predominantly  in  whites  (98 
percent),  with  a mean  age  of  22  years.  The  case-fatality 
ratio  with  menstrual  toxic  shock  syndrome  is  3.5  percent. 
There  is  an  increased  risk  of  menstrual  toxic  shock  syn- 
drome developing  with  the  use  of  superabsorbent  tampons. 
Although  the  vast  majority  of  cases  have  occurred  in 
menstruating  women,  it  is  being  reported  with  increas- 
ing frequency  in  men  and  in  children  of  both  sexes.  The 
mean  age  for  nonmenstrual  toxic  shock  syndrome  is  27 
years,  with  a 9 percent  case-fatality  ratio.  5 aureus  isolated 
from  nonmenstrual  cases  is  similar  in  all  respects  to  the 
S aureus  isolated  from  patients  who  have  the  menstrual 
syndrome. 

Intravascular  invasion  of  5 aureus  is  less  important  than 
the  production,  absorption  and  action  of  S aureus  toxins. 
Pyrogenic  exotoxin  C and  enterotoxin  F are  low- 
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molecular-weight  glycoproteins  found  in  90  percent  of  S 
aureus  strains  isolated  from  patients  who  have  toxic  shock 
syndrome.  The  toxin-producing  strain  of  S aureus  is  found 
infrequently  in  patients  who  do  not  have  the  syndrome. 
Because  the  toxin-producing  strain  of  S aureus  fails  to 
elaborate  large  amounts  of  hemolysin,  lipase  and  nuclease, 
it  may  evade  normal  defenses  by  not  invading  tissue  and 
thus  not  inducing  a local  inflammatory  response.  High 
antibody  titers  to  enterotoxin  F are  found  in  80  percent 
of  the  normal  adult  population,  whereas  low  or  no  an- 
tibody titers  to  enterotoxin  F are  found  in  95  percent  of 
patients  in  whom  toxic  shock  syndrome  develops. 

Characteristic  pathologic  findings  in  the  vaginal-cervical 
mucosa  are  mucosal  separation  beneath  the  basal  layer 
with  ulceration,  severe  vasodilatation,  inflammation  and 
thrombosis  but  minimal  bacterial  invasion.  The  primary 
pulmonary  findings  are  severe  capillary  congestion,  in- 
traalveolar  hemorrhage,  atelectasis  and  hyaline  membrane 
formation.  Periportal  inflammation  with  microvesicular 
fatty  changes  and  centrilobular  congestion  are  observed 
in  the  liver.  Pathologic  findings  in  the  kidney  are  typical 
of  acute  tubular  necrosis. 

Commonly  observed  sequelae  of  toxic  shock  syndrome 
are  the  late-onset  rash,  reversible  patchy  alopecia,  telogen 
effuvium,  prolonged  weakness,  fatigue  and  exercise  in- 
tolerance. A third  of  patients  will  have  recurrence  of  the 
syndrome  at  least  once.  Less  commonly,  persistent 
headache,  confusion,  memory  loss,  inability  to  compute 
and  loss  of  higher  integrative  functions  have  been 
observed. 

Treatment  of  toxic  shock  syndrome  includes  vigorous 
fluid  resuscitation  with  crystalloid  solution  and  immediate 
removal  of  the  tampon  if  present.  Antimicrobial  therapy 
with  ^-lactamase-resistant  antistaphylococcal  antibiotics 
during  the  acute  illness  is  effective  in  reducing  the  rate 
of  recurrence.  Whether  or  not  antimicrobial  therapy 
shortens  the  acute  episode  of  toxic  shock  syndrome  is 
uncertain.  Discontinuation  of  tampon  use  following  the 
initial  episode  also  reduces  the  rate  of  recurrence  of  the 
syndrome  and  is  independent  of  the  antibiotic  effect.  Oc- 
casionally other  specific  therapy  is  required  to  correct 
hypocalcemia,  acid-base  imbalance,  adult  respiratory 
distress  syndrome,  acute  renal  failure,  myocardial 
dysfunction  and  disseminated  intravascular  coagulation 
with  thrombocytopenia. 

Charles  J.  Fisher,  Jr.,  M.D. 
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Indications  for  Digoxin  Therapy  for 
Congestive  Heart  Failure 

Although  Henry  Christian  in  1919  showed  the 
usefulness  of  digitalis  for  reducing  congestive  heart  failure 
in  patients  who  have  a regular  rhythm,  several  studies 
have  questioned  the  efficacy  of  digoxin  in  treating  patients 
who  have  chronic  congestive  heart  failure  with  sinus 
rhythm.  Three  recent  investigations  provide  information 
from  which  guidelines  can  be  set  for  selecting  patients 
for  digoxin  therapy. 

Arnold  and  co-workers  measured  resting  and  exercise 
hemodynamic  parameters  in  nine  patients  who  had  chronic 
congestive  heart  failure  in  sinus  rhythm.  All  patients  had 
an  S3  gallop  and  cardiomegaly  and  had  had  at  least  one 
prior  episode  of  pulmonary  edema.  After  withdrawal  of 
digoxin,  a significant  reduction  in  the  cardiac  index  (13 
percent  at  rest,  1 1 percent  with  exercise)  and  a rise  in 
pulmonary  capillary  wedge  pressure  (38  percent  at  rest 
and  27  percent  with  exercise)  were  noted.  Five  of  the  nine 
patients  also  had  symptomatic  deterioration  with  digox- 
in withdrawal.  Immediate  readministration  of  digoxin 
restored  left  ventricular  function  to  that  obtained  after 
long-term  therapy. 

Lee  and  associates  randomly  selected  25  patients  (mean 
age  61)  who  had  had  a prior  episode  of  congestive  heart 
failure  who  were  on  digoxin  therapy  (serum  concentra- 
tion 1.2  ng  per  ml)  in  a double-blind,  crossover  protocol. 
Of  25  patients  22  received  diuretics.  Using  a scoring 
system  based  on  dyspnea,  rales,  heart  rate,  jugular  venous 
distention  and  findings  on  chest  roentgenogram,  14  of  25 
patients  showed  improvement  with  digoxin  therapy. 
Multivariate  analysis  showed  that  the  S3  gallop  cor- 
related best  with  response  to  digoxin.  The  average  ejec- 
tion fraction  during  the  placebo  period  of  those  patients 
who  responded  was  .19,  compared  with  .42  for  the 
nonresponders. 

Fleg  and  colleagues  randomly  selected  in  a double- 
blind, crossover  fashion  30  patients  (mean  age  69)  who 
had  had  an  episode  of  congestive  heart  failure.  In  con- 
trast to  the  study  of  Lee  and  co-workers,  only  one  of  their 
patients  had  an  S3  gallop.  Of  30  patients  23  were  receiv- 
ing diuretics.  No  exacerbation  of  congestive  heart  failure 
that  could  be  attributed  to  digoxin  withdrawal  was  noted 
in  a follow-up  period  of  19  months. 

Because  digoxin  is  the  seventh  most  commonly  pre- 
scribed drug  in  the  United  States  and  the  incidence  of 
digoxin  toxicity  may  be  as  high  as  25  percent,  it  is  ex- 
tremely important  to  clearly  define  the  indications  for 
digoxin  therapy.  The  only  absolute  contraindication  to  the 
use  of  digoxin  is  digoxin  toxicity.  Relative  contraindica- 
tions are  idiopathic  hypertrophic  subaortic  stenosis  (with 
increased  outflow  obstruction  when  contractility  is  in- 
creased by  digoxin),  congestive  heart  failure  due  to  limita- 
tion of  ventricular  filling  (for  example,  constrictive 
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pericarditis  or  mitral  stenosis  with  sinus  rhythm)  and  con- 
duction system  disease  (cardiac  amyloidosis,  bradyar- 
rhythmias  and  anomalous  atrioventricular  conduction  such 
as  in  the  Wolff-Parkinson- White  syndrome).  Care  must 
always  be  taken  when  using  digoxin  in  patients  who  have 
conditions  with  increased  risk  of  digoxin  toxicity,  such 
as  hypokalemia,  hypoxia,  hypercalcemia,  myxedema, 
multifocal  atrial  tachycardia,  renal  failure  and  in  combina- 
tion with  drugs  (such  as  quinidine)  that  influence  digoxin 
metabolism. 

Digoxin  is  of  clear  benefit  in  cases  of  supraventricular 
tachyarrhythmia  such  as  atrial  fibrillation  and  atrial  flut- 
ter. Its  usefulness  in  patients  who  have  paroxysmal 
supraventricular  tachycardia  may  be  supplanted  by 
calcium-entry  blockers.  For  patients  in  sinus  rhythm 
digoxin  is  of  benefit  when  congestive  heart  failure  is  due 
to  dilated  states  (as  with  ischemic  heart  disease  or 
hypertensive  cardiomyopathy),  valvular  heart  disease  ex- 
cluding mitral  stenosis  and  congenital  heart  disease.  For 
volume  overload  states  (as  with  mitral  or  aortic  regurgita- 
tion), digoxin  and  especially  peripheral  vasodilators  are 
useful.  In  Fleg’s  study  no  patients  deteriorated  when 
digoxin  was  withdrawn  and  in  Lee’s  study  56  percent  of 
patients  showed  improvement  with  digoxin  therapy. 
Therefore,  a significant  fraction  of  patients  in  sinus  rhythm 
who  have  chronic  congestive  heart  failure  can  be  man- 
aged with  diuretics  alone.  A management  strategy  would 
be  to  first  treat  such  patients  with  limitation  of  physical 
activity,  salt  restriction  and  diuretics.  If  the  congestive 
heart  failure  only  partially  resolves  or  if  a patient  has  an 
S,  gallop  and  a low  ejection  fraction,  a trial  of  digoxin 
is  then  warranted. 

Mark  Yeager,  M.D.,  Ph.D. 
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Third-Generation  Cephalosporins 

The  third-generation  cephalosporins  are  a group  of 
drugs  (cefotaxime,  moxalactam,  ceftizoxime,  ceftriaxone, 
cefoperazone,  ceftazidime  and  so  forth)  in  which 
biochemical  manipulation  of  the  side  chains  attached  to 
the  basic  ^-lactam  structure  inhibits  hydrolysis  by 
^-lactamases.  As  a result  of  this  protection,  these  drugs 
have  more  activity  particularly  against  Gram-negative 
enteric  bacteria  than  earlier  cephalosporins,  while  main- 
taining the  same  relative  safety.  Among  themselves,  the 
newer  cephalosporins  vary  in  activity  against  individual 
bacteria  and  in  pharmacokinetics. 

Cefotaxime,  moxalactam  and  cefoperazone  are  the  on- 
ly third-generation  cephalosporins  licensed  in  the  United 
States  but  others,  such  as  ceftazidime,  should  soon  follow. 


Most  third-generation  cephalosporins  have  excellent  ac- 
tivity in  vitro  against  strains  of  Escherichia  coli,  Kleb- 
siella, Proteus,  Providencia,  Morganella  and  Citrobacter. 
Normal  peak  serum  concentrations  of  these  drugs  exceed 
by  100  times  the  minimal  inhibitory  concentration  of  the 
microorganisms.  Third-generation  cephalosporins  also 
have  excellent  activity  against  the  ^-lactamase-producing 
strains  of  Haemophilus  and  Neisseria  species  and  against 
anaerobes.  Activity  against  P seudomonas  aeruginosa 
varies;  their  value  depends  on  comparative  testing  with 
extended-spectrum  penicillins  and  aminoglycosides.  Ac- 
tivity against  Staphylococcus  aureus  is  significantly  less 
than  that  of  cefazolin  and,  because  activity  against  Strep- 
tococcus pyogenes  and  Streptococcus  pneumoniae  is  also 
less  than  the  penicillins,  the  third-generation 
cephalosporins  offer  no  advantage  in  treatment  against 
these  Gram-positive  species.  These  drugs  have  no  activi- 
ty against  group  D streptococci  (enterococci)  and  Listeria. 

Adverse  side  effects  are  infrequent  and  are  similar  to 
those  with  other  cephalosporins:  namely,  rash,  diarrhea, 
Candida  vaginitis,  instances  of  granulocytopenia  and 
thrombocytopenia  and  transient  elevations  in  hepatic  en- 
zyme levels.  Prolongation  of  the  prothrombin  time,  which 
is  correctable  with  vitamin  K administration,  has  been 
observed  with  moxalactam.  Superinfection  with 
multiresistant  organisms  is  a potentially  important  com- 
plication as  these  drugs  may  promote  the  prevalence  of 
resistant  bacteria. 

In  clinical  trials  the  third-generation  cephalosporins 
have  been  effective  in  treating  respiratory  tract,  urinary 
tract,  abdominal  and  gynecologic  infections  and  meningitis 
due  to  Gram-negative  enteric  bacteria.  However,  except 
for  cases  of  Gram-negative  meningitis,  in  which  treatment 
with  moxalactam  or  cefotaxime  has  dramatically  increased 
the  success  rate,  clinical  studies  comparing  third- 
generation  cephalosporins  with  conventional  antimicrobial 
therapy  have  shown  only  equivalency.  These  remarkable 
and  expensive  new  drugs  thus  provide  an  additional  means 
of  therapy  of  potential  but  unproved  superiority  to  pre- 
sent regimens. 

Daniel  Ikeda,  M.D. 

Elliot  Goldstein,  M.D. 
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Periodic  Health  Examinations 

Periodic  health  examinations  are  an  American  institu- 
tion. Their  earliest  roots  can  be  traced  to  successful  public 
health  programs  aimed  at  controlling  such  diseases  as 
typhoid,  tuberculosis  and  smallpox.  The  basic  principles 
that  stimulated  the  growth  and  acceptance  of  this  move- 
ment are  simple  and  seductive:  that  periodic  examinations 
can  detect  diseases  in  asymptomatic  persons  in  an  early 
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stage  and  that  prompt  treatment  will  lead  to  diminished 
morbidity  and  mortality.  Early  uncontrolled  studies 
showed  impressive  health  gains.  The  American  Medical 
Association  formally  endorsed  the  annual  examination  in 
1922  and  prepared  a manual  detailing  the  methods  of  pro- 
viding this  service.  Over  the  next  50  years,  comprehen- 
sive periodic  health  examinations  became  the  standard  of 
care  and  a symbol  of  the  best  in  American  medicine. 
While  epidemiologists  identified  risk  factors  for  such  ma- 
jor health  problems  as  coronary  artery  disease,  early 
detection  programs  for  cervical,  colon  and  breast  cancer 
showed  promising  results  and  biomedical  engineers  pro- 
vided automated  multiphasic  testing.  Increasing  public 
demands  fostered  by  a profitable  health  industry  led  to 
the  use  of  more  and  more  untested  screening  procedures. 

In  spite  of  this  popular  support,  critics  of  routine 
periodic  screening  have  recently  begun  to  question  the 
purpose,  content,  frequency,  yield  and  cost  of  such  ex- 
aminations. At  the  same  time,  government  and  other  third- 
party  insurers  and  health  maintenance  organizations  are 
insisting  on  closer  evaluation  of  efficacy  and  cost  effec- 
tiveness of  many  health  care  practices.  Results  of  a 
number  of  ambitious  studies  of  periodic  health  screening 
have  recently  been  published.  Although  each  reaches 
somewhat  different  conclusions,  they  are  similar  in  their 
attempt  to  place  the  periodic  health  examination  on  a 
sound,  scientific  foundation. 

The  most  comprehensive  of  these  studies  was  published 
in  1979  by  the  Canadian  Task  Force  on  the  Periodic 
Health  Examination.  An  expert,  11 -member  panel  sup- 
ported by  an  international  group  of  consultants  spent  more 
than  three  years  reviewing  the  world  medical  literature 
on  78  potentially  preventable  conditions.  To  ascertain 
whether  early  detection  would  be  beneficial,  available  in- 
formation on  the  burden  of  suffering,  the  characteristics 
of  the  early  detection  procedure  and  the  effectiveness  of 
preventive  measures  or  treatment  modalities  was  carefully 
evaluated.  The  task  force  incorporated  their  conclusions 
into  a lifetime  program  of  18  health  protection  packages. 
For  example,  at  specified  intervals  for  all  adults,  measure- 
ment of  blood  pressure,  examination  of  oral  cavity, 
evaluation  of  hearing,  stool  screening  for  occult  blood, 
immunization  against  tetanus,  counseling  against  smok- 
ing and  alcoholism  and  advocacy  of  the  use  of  seat  belts 
were  recommended.  For  adult  women,  periodic  con- 
traceptive counseling,  physician  breast  examination  and 
a Papanicolaou’s  test  were  added.  Yearly  mammography 
was  suggested  for  women  between  50  and  60.  For  adults 
older  than  65  years,  periodic  assessment  of  physical, 
social  and  psychologic  function  and  yearly  influenza  im- 
munization were  recommended.  The  task  force  failed  to 
find  sufficient  evidence  to  justify  routinely  doing  a “com- 
plete” history  and  physical,  blood  count,  chemistries, 
analysis  of  urine,  electrocardiography  and  chest  x-ray. 

It  should  be  emphasized  that  the  recommendations  of 
the  task  force  and  those  of  the  other  three  recent  studies 
are  for  preventive  measures  on  behalf  of  apparently  well, 


asymptomatic  persons  at  low  medical  risk.  They  are  not 
intended  for  those  persons  at  increased  risk  of  a condi- 
tion or  who  have  symptoms.  There  remains  a great  deal 
to  be  learned  about  the  efficacy  of  periodic  health  ex- 
aminations. Well -designed  studies  to  assess  the  usefulness 
of  health  screening  procedures  still  remain  to  be  done. 
Accepting  that  many  of  these  recommendations  are  based 
on  incomplete  data,  primary  care  practitioners  should 
select  a periodic  screening  measure  consistent  with  their 
interpretation  of  available  information  and  incorporate  it 
into  a specific  plan  of  preventive  care  for  each  patient. 

Lloyd  Rucker,  M.D. 

Ralph  Cygan,  M.D. 
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Acquired  Immune  Deficiency  Syndrome 
(AIDS) 

Acquired  immune  deficiency  syndrome  (AIDS)  is  the 
term  currently  applied  to  an  expanding  epidemic  of  severe 
immunosuppression  first  recognized  as  an  increased  oc- 
currence of  Kaposi's  sarcoma  and  Pneumocystis  carinii 
pneumonia  among  previously  healthy  persons.  Between 
June  1,  1981,  and  February  10,  1983,  the  Centers  for 
Disease  Control  (CDC)  received  reports  of  1,051  cases 
of  acquired  immune  deficiency  syndrome  (that  is,  Kaposi’s 
sarcoma  or  serious  opportunistic  infections)  with  fatality 
in  41  percent  overall  and  in  greater  than  60  percent  in 
those  diagnosed  more  than  a year  ago.  Although  80  per- 
cent of  the  reported  cases  were  concentrated  in  six  cities, 
predominantly  on  the  East  and  West  Coasts,  well- 
documented  cases  have  occurred  in  more  than  33  states 
and  13  foreign  countries.  The  reported  incidence  continues 
to  rise  rapidly. 

Populations  considered  to  be  at  risk  include  homosex- 
ual or  bisexual  men  (75  percent  of  cases),  heterosexual 
male  and  female  intravenous  drug  abusers  (13  percent), 
heterosexual  Haitians  with  no  history  of  intravenous  drug 
abuse  (6  percent)  and  persons  with  hemophilia  A (three 
cases).  Although  the  CDC’s  definition  of  acquired  immune 
deficiency  syndrome  requires  the  unexplained  occurrence 
of  Kaposi’s  sarcoma,  P carinii  pneumonia  or  infections 
associated  with  defective  cell-mediated  immunity,  the  full 
spectrum  of  the  syndrome  may  include  asymptomatic  ab- 
normality of  lymphocytes  now  reported  in  gay  men  and 
nonspecific  constitutional  symptoms  with  or  without 
generalized  lymphadenopathy.  The  prevalence  of  other 
malignant  disorders  (diffuse  undifferentiated  non- 
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Hodgkin’s  lymphoma,  squamous  carcinoma  of  the  anorec- 
tum  and  of  the  oral  cavity)  and  autoimmune  throm- 
bocytopenia also  appears  to  be  increased  in  gay  men. 

The  pathogenesis  of  acquired  immune  deficiency  syn- 
drome is  unknown.  Epidemiologic  evidence  is  most  con- 
sistent with  the  presence  of  an  agent  or  agents  transmissi- 
ble by  blood.  Two  immunosuppressive  and  oncogenic 
herpesviruses,  cytomegalovirus  and  Epstein-Barr  virus, 
are  candidate  agents,  but  genetic  (HLA-DR5)  factors  and 
amyl  nitrite  exposure  have  also  been  implicated. 

There  is  no  laboratory  screening  test  for  acquired  im- 
mune deficiency  syndrome.  Immunologic  abnormalities 
in  established  cases  have  included  lymphopenia,  cutaneous 
anergy  and  alterations  in  T-lymphocyte  subsets  as 
measured  by  monoclonal  antibodies  to  markers  for  sup- 
pressor and  helper  function.  However,  delayed  cutaneous 
hypersensitivity  and  quantitatively  normal  lymphocyte 
counts  do  not  exclude  a significant  defect  in  im- 
munoregulation  and  abnormalities  in  T-cell  subsets  are 
not  yet  established  as  predictive  of  the  development  of 
this  disorder. 


Physicians  should  be  familiar  with  the  features  of  this 
syndrome  and  keep  patients  in  identified  risk  groups  under 
surveillance.  Gay  men  who  wish  to  reduce  their  risk 
should  reduce  the  number  of  sexual  partners. 

J.  Allen  McCutchan,  M.D. 

W.  Christopher  Mathews,  M.D. 
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Why  have  over  150 
Connecticut  doctors  made 
Medical  Data  Processing 
their  office  management 
system? 

• Low  650  per  active  patient  account  cost 

• Increased  cash  flow/reduced  receivables 

• Electronic,  paperless  submission  of  Blue 
Shield,  Medicare,  Medicaid /Welfare 

• Local  service,  support,  training 

No  wonder  Connecticut  doctors  choose 
MDP,  the  medical  office  management 
specialists. 

Give  Medical  Data  Processing  a look. 

Call  or  write  us  for  a demonstration. 

90  National  Drive 
Glastonbury,  CT  06033 

(203)  659-2747 

Managing  Medical  Offices 
Through  Data  Processing 
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A New  Reimbursement  System 

DRGs  Are  Coming 


MINNESOTA  MEDICAL  ASSOCIATION 


What  Are  DRGs? 

DRGs  (diagnosis  related  groups)  is  a system  for  sor- 
ting patients  by  discharge  diagnosis  into  categories  that 
are  medically  similar  and  have  approximately  equivalent 
lengths  of  stay.  The  DRG  concept,  which  was  originally 
developed  by  researchers  at  Yale  University  in  the 
1970’s,  has  now  been  refined  to  include  467  diagnostic 
categories.  DRGs  can  be  used  as  a management  tool,  to 
assess  quality  of  care,  or  as  a payment  system. 

In  the  1983  Amendments  to  the  Social  Security  Act 
(P.L.  98-21),  Congress  acted  to  establish  a prospective 
payment  system  for  Medicare  payments  to  hospitals 
based  on  DRGs.  Under  this  system,  the  Medicare  pay- 
ment will  be  based  on  DRG  classification  utilizing 
discharge  diagnosis.  The  payment  to  the  hospital  will  be 
the  same  predetermined,  fixed  amount  for  each  DRG, 
regardless  of  the  length  of  stay  or  resources  used. 

Medicare  payments  by  DRGs  will  be  phased  in  over 
three  years  beginning  with  the  hospital’s  first  cost  repor- 
ting period  after  October  1,  1983. 

How  Will  DRGs  Affect  Your  Practice? 

Initially,  DRGs  will  be  the  method  used  for  Medicare 
payment  for  inpatient  hospital  services  billed  by  the 
hospital  only.  However,  the  Department  of  Health  and 
Human  Services  is  to  report  in  1985  on  the  “advisability 
and  feasibility”  of  applying  DRGs  to  physician  charges 
for  hospital  services  and,  if  appropriate,  to  recommend 
legislation  to  implement  this  change. 

Although  DRGs  will  initially  cover  only  hospital 
charges,  that  does  not  mean  you  and  your  patients  will 
not  be  affected. 

Since  hospitals  will  be  paid  a set  amount  per  discharge 
diagnosis  regardless  of  the  resources  utilized  by  a par- 
ticular patient,  the  hospital  will  have  a significant  incen- 
tive to  pressure  you  to  utilize  resources  equivalent  to  or 
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less  than  the  amount  the  hospital  receives  for  their  DRG 
payment  per  patient.  Because  DRGs  contain  no  measure 
of  the  severity  of  illness,  the  elimination  of  payment  dif- 
ferentials could  result  in  a reduction  in  access  and  quali- 
ty of  care  to  more  severely  ill  patients. 

For  your  hospital  to  remain  financially  viable,  costs 
must  be  managed  within  the  limits  of  available  revenues. 
It  is  anticipated  that  hospitals  will  collect  data  on  each 
physician  by  DRG  to  track  the  “high  utilizers.”  Physi- 
cians who  continue  a pattern  of  high  utilization  under 
this  system  place  their  hospitals  — and  ultimately 
themselves  — in  jeopardy  of  significant  financial  loss. 
Hospitals  will  favor  physicians  who  they  interpret  to  be 
efficient  utilizers  of  medical  care  resources. 

In  addition,  since  payment  is  based  on  discharge 
diagnosis,  physicians  will  be  expected  to  complete  their 
discharge  summary  in  a comprehensive  and  timely  man- 
ner. To  facilitate  the  assigning  of  a patient  to  a DRG 
for  payment  purposes,  the  physician  must  record  the 
principal  diagnosis,  any  secondary  diagnoses,  and  all 
surgical  procedures  performed. 

Traditionally,  Medicare  has  not  paid  its  fair  share  of 
hospital  costs  generated  by  its  patients,  causing  a cost- 
shift  to  other  payor  groups.  Since  the  amount  paid  out 
by  Medicare  will  not  be  higher  than  under  the  previous 
system,  this  situation  is  not  expected  to  improve.  As 
other  third  party  payors  experience  the  shift  of  costs 
from  Medicare,  they  may  also  choose  to  change  their 
payment  systems  to  DRGs  as  well.  Blue  Cross/Blue 
Shield  of  Kansas  has  already  opted  for  this  method,  and 
the  Blue  Cross/Blue  Shield  Associations  in  many  other 
states  are  considering  this  option. 

What  Are  Some  Of  The  Major  Features 
Of  The  DRG  Legislation? 

The  DRG  prospective  payment  plan  for  Medicare, 
enacted  as  part  of  the  Social  Security  Amendments  of 
1983  continues  the  movement  away  from  retrospective 
cost-based  reimbursement.  Prospective  payment,  by 
changing  hospital  incentives,  is  a step  toward  the  desired 


VOLUME  47,  NO.  11 


697 


long-term  financial  stability  of  the  Medicare  Program 

and  allows  hospitals  to  benefit  financially  from  im- 
provements in  management. 

Some  of  the  major  elements  of  the  legislation  are: 

• Applies  to  Medicare  in-patient  costs  billed  by  the 
hospital  only; 

• Excludes  long-term,  psychiatric,  rehabilitation  and 
childrens’  hospitals  (or  such  distinct  units  within 
general  hospitals); 

• Excludes  hospitals  and  states  with  approved  cost  con- 
trol systems; 

• Includes  special  adjustments  for  hospitals  designated 
as  sole  community  providers,  as  well  as  cancer 
research  and  regional  or  national  referral  hospitals; 

• Includes  full  incentive  payments  for  hospitals 
(hospitals  may  keep  the  difference  if  they  deliver  ser- 
vices for  less  than  the  DRG  rate); 

• Prohibits  hospitals  from  charging  beneficiaries  for 
any  difference  between  DRG  reimbursement  and  ac- 
tual costs; 

• Provides  additional  payments  for  a small  number  of 
atypically  long-stay  cases; 

• Reimburses  capital  and  medical  education  expenses 
on  a reasonable  cost  basis; 

• Provides  for  an  annual  adjustment  in  DRG  rates,  and 
a reassessment  of  the  structure  of  the  system  every  4 
years;  and 

• Stipulates  that,  by  October  1,  1984,  hospitals  must 
have  a contract  with  a Peer  Review  Organization 
(PRO)  as  a condition  for  Medicare  payment. 


DRG  Pros  And  Cons 
A.  Patients 

Cons 


Pros 

1.  Hospitals  may  em- 
phasize their  discharge 
planning  and  alter- 
native care  programs 
to  ease  early  discharge 
arrangements. 


2.  Patients  will  not  be 
charged  the  difference 
between  DRG  pay- 
ment and  actual 
hospital  costs. 


3.  Under  a prospective 
payment  system. 
Medicare  has  improv- 
ed chances  of 
survival. 


1 . If  hospitals  lose 
money  on  Medicare 
patients  or  in  specific 
DRG  categories,  they 
may  seek  to  cut  the 
number  of  admissions 
for  that  type  of 
patient. 

2.  Sicker,  more  costly 
patients  within  a DRG 
may  be  transferred 
from  a private  hospital 
to  a public  hospital 
that  is  obligated  by 
law  to  accept  all 
patients. 

3.  Patients  may  be 
discharged  earlier  than 
is  medically  advisable 
and  be  denied  helpful 
tests. 


Pros  Cons 

4.  The  system  may  result 
in  shifting  Medicare 
costs  to  the  private 
sector. 

B.  Physicians 
Pros  Cons 


1.  Since  outpatient  ser- 
vices are  not  subject 
to  the  DRG  payments, 
there  may  be  incen- 
tives to  perform  more 
procedures  in  physi- 
cians’ offices. 

2.  Physicians  will  learn 
more  about  their  own 
practice  style  through 
comparison  with 
others. 


3.  Physicians  will  have 
the  opportunity  to 
demonstrate  their 
leadership  by  initiating 
dialogue  with  hospital 
administrators  and 
trustees  to  assure  that 
the  quality  of  patient 
care  is  preserved. 


1.  The  system  puts 
physicians  in  a posi- 
tion of  conflict  be- 
tween the  interests  of 
their  patients  and 
financial  considera- 
tions of  the  hospital. 

2.  Some  physicians  who 
are  “high  utilizers” 
may  lose  their  staff 
privileges  unless  they 
modify  their  style  of 
practice. 

3.  The  system  may  be 
extended  to  physicians’ 
services  in  the  future. 

4.  Physicians  may  be 
asked  to  choose, 
among  several  ap- 
propriate diagnoses, 
the  one  which  will  be 
the  most  remunerative 
for  the  hospital. 

5.  Physicians  may  an- 
tagonize patients  over 
seemingly  minor 
issues  in  efforts  to 
contain  costs.  Patients 
may  be  displeased 
enough  to  seek  a new 
physician. 


C.  Hospitals 
Cons 


Pros 

1.  Hospitals  which 
operate  effficiently 
and  provide  care  at 
less  cost  than  the 
DRG  payment  can 
“pocket”  the 
difference. 

2.  Hospitals  will  have  a 
good  data  base  from 
which  to  make 
management  decisions. 


1.  The  government  may 
continue  to  reduce  the 
payment  over  time  as 
hospitals  improve  their 
efficiency. 


2.  Hospitals  which  are 
not  able  to  provide 
care  at  the  cost  of  the 
DRG  payment  may 
lose  money  when  they 
treat  Medicare  patients. 
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Pros 

3.  Hospitals  will  know  in 
advance  of  the  service 
delivery  how  much 
will  be  paid  for  ser- 
vices provided  for 
each  patient. 


Cons 

3.  The  system  creates  an 
incentive  to  upgrade 
the  severity  of  the 
discharge  diagnosis  — 
“DRG  creep.” 


How  Will  DRGs  Be  Phased-In? 

In  the  FIRST  YEAR,  the  Medicare  payment  per 
discharge  will  be: 

• 25%  of  the  regional  DRG  rate  (Minnesota  will  be 
grouped  with  states  in  the  West  North  Central  Census 
Region:  ND,  SD,  NE,  MO,  IA,  MN);  plus 

• 75%  of  the  hospital-specific  rate. 

In  the  SECOND  YEAR,  payment  per  discharge  will 
be: 

• 50%  of  a combination  of  national  and  regional  DRG 
rates  (25%  national,  75%  regional);  plus 

• 50%  of  the  hospital-specific  rate. 

In  the  THIRD  AND  LAST  PHASE-IN  YEAR,  the 
payment  per  discharge  will  be: 

• 75%  of  a combination  of  national  and  regional  rates 
(50%  national,  50%  regional);  plus 

• 25%  of  the  hospital-specific  rate. 


EFFECTIVE  OCTOBER  1,  1986,  Medicare  payment 
will  be  100%  of  the  national  DRG  rate  for  each 
discharge,  with  regional  adjustments  for  labor  costs. 

How  Can  Medical  Staffs  Adjust 
To  The  Change? 

In  the  interests  of  quality  patient  care,  medical  staffs 
should  take  a leadership  role  in  requesting  an  ongoing 
dialogue  with  hospital  administration  and  trustees. 
Forums  to  discuss  some  of  the  possible  adverse  impacts 
on  patient  care,  and  to  develop  some  collective  strategies 
to  deal  with  this,  will  be  most  helpful.  In  addition,  physi- 
cians should  work  actively  with  those  committees 
established  for  reviewing  costs  and  developing  protocols 
to  propose  medically  appropriate  and  responsible  cost 
containment  strategies  which  do  not  adversely  affect 
quality  of  care,  and  to  reject  those  suggestions  which 
would  have  a negative  impact  on  patient  care. 

DRGs  ARE  the  law  of  the  land  for  Medicare  hospital 
payments,  and  may,  in  the  future,  be  the  law  of  the  land 
for  physician  payments  as  well.  The  change  in  the  reim- 
bursement system  from  per  diem  to  per  discharge  rates 
will  have  significant  ramifications.  The  best  advice  is  to 
use  your  energies  wisely  to  learn  how  the  new  system 
works  and  how  you  can  best  practice  within  the  system. 


Right-to-Die  Policy  Adopted  for  VA  Hospitals 


A new  policy  permitting  physicians  to  write  “do  not  resuscitate”  orders  for  terminally 
ill  patients  in  Veterans  Administration  (VA)  hospitals  was  publicly  disclosed  Sept.  20. 
Guidelines  for  the  right-to-die  instructions  were  sent  in  an  earlier  circular  from  the  VA 
medical  director’s  office  to  VA  regional  directors  and  medical  center  offices.  According 
to  Dorothy  Rasinski,  M.D.,  a member  of  the  medical  director’s  staff,  the  new  policy 
“brings  the  VA  into  line  with  the  mainstream”  of  American  medical  practice  and  reflects 
the  positions  of  the  American  Medical  Association  and  the  AHA. 

The  policy  instructions  are  explicit  that  the  patient  has  to  be  in  a terminal  condition 
with  very  little  expectation  of  survival  and  that  the  patient  — either  by  his  own  decision 
or  that  of  a family  member  or  surrogate  — must  have  banned  the  use  of  life  support  treat- 
ment. The  basic  policy  of  the  VA,  according  to  the  guidelines,  “continues  to  be  that  of 
providing  the  highest  quality  of  medical  care  to  its  patients  and  beneficiaries,  with  the 
objective  of  sustaining  life  and  practicing  in  conformity  with  the  highest  ethical  and 
medical  standards.”  However,  the  circular  says,  medical  science  “has  made  us  realize  that 
in  some  instances”  therapeutic  treatment  and  the  application  of  medical  technology  may 
not  cure  a disease  or  reverse  a patient’s  course,  and  patients  who  “are  incurable  may  reach 
a point  where  . . . additional  measures  would  become  not  only  unwanted  but  medically 
unsound.” 

— Hospital  Week,  September  23,  1983 
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BEHIND  THE  FACE 
OF  HYPERTENSION 

New  evidence for  central  control 


Scurvy:  A Contemporary  Historical  Perspective 

(Second  Of  Three  Parts) 

RICHARD  V.  LEE,  M.D. 


The  Development  Of  An  Understanding  Of 
The  Pathogenesis  Of  Scurvy 
Most  animals  can  synthesize  ascorbic  acid  in  the  liver 
from  glucose.  Man,  the  monkeys,  guinea  pigs,  the  In- 
dian fruit  eating  bat  and  the  red-vented  bulbul  (a 
passerine  bird)  lack  the  final  enzyme  in  the  synthetic 
process,  1 -gluonolactone  oxidase.  This  unique  assort- 
ment of  creatures  require  regular  intake  of  ascorbic  acid 
in  order  to  maintain  the  integrity  of  connective  tissues. 
The  major  features  of  scurvy,  as  illustrated  by  older  and 
the  present  accounts,  are  the  effects  of  a general 
weakness  of  connective  and  supporting  tissue  which 
results  in  the  development  of  subcutaneous, 
subperiosteal  and  intramuscular  hemorrhage,  loose 
teeth,  susceptibility  to  infection,  and  impaired  v/ound 
healing. 

The  notion  that  scurvy  was  the  clinical  manifestation 
of  a disorder  of  connective  tissues  and  cement 
substances  such  as  collagen  and  dentin  grew  out  of  the 
pathological  studies  of  Schmorl,  19  and  Ashoff  and 
Koch 20  at  the  turn  of  the  19th  century.  In  1926, 
Wolbach  and  Howe21  stated: 

“We  characterize  the  scorbutic  state  as  one  due  to 
inability  of  cells  of  supporting  tissues  to  produce  in- 
tercellular substances  and  to  maintain  existing  in- 
tercellular substance.” 

Sixteen  years  later  it  was  reported  that  the  intercellular 
cement  substances  of  bone,  cartilage,  fibrous  connective 
tissue,  and  dentin  contain  collagen  and  that,  in  scurvy, 
collagen  was  not  as  effective  or  inadequately  pro- 
duced. 22  During  the  1960s  the  requirement  for  a reduc- 
ing agent  like  ascorbic  acid  in  the  hydroxylation  of 
peptide-bound  proline,  and  thus  the  biosynthesis  of  col- 
lagen, was  defined. 23 

Studies  of  experimental  human  scurvy  suggest  that 
clinical  manifestations  begin  to  appear  when  the  total 
body  pool  of  ascorbic  acid  has  decreased  to  approx- 
imately 300  mg.  and  that  a daily  intake  of  10  to  30  mg. 
will  prevent  and  cure  clinical  scurvy.24  The  rate  at 
which  clinical  manifestations  of  Vitamin  C deficiency 
begin  to  appear  is  a function  of  the  content  of  Vitamin 
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C in  the  diet  and  the  loss  of  Vitamin  C from  the  total 
body  pool.  In  the  studies  of  Hodges  et.  al., 25  perform- 
ed in  the  1960s,  four  volunteers  consuming  an  artifical 
diet  with  no  ascorbic  acid  developed  objective  clinical 
signs  of  scurvy  during  the  fifth  and  sixth  weeks.  Clinical 
manifestations  began  later  in  the  course  of  earlier  human 
studies.  In  Crandon’s  unique  self  study,  just  before  the 
start  of  World  War  II,  fatigue  began  during  the  third 
month  with  hyperkeratosis;  perifollicular  hemorrhages 
did  not  appear  until  after  the  eighteenth  week. 26  Dr. 
Crandon  ate  a diet  of  regular  food  items  with  little  or  no 
measurable  ascorbic  acid  content  in  contrast  to  the  syn- 
thetic diet  used  by  Hodges  et.  al.  Minute  amounts  of 
ascorbic  acid  in  Dr.  Crandon’s  diet  may  explain  the 
longer  induction  time  in  the  earlier  studies. 

Recently  the  notion  of  subclinical  or  chronic  scurvy 
has  been  suggested:  27  28  the  implication  being  that  there 
is  a clinical  state  characterizeable  by  reduced  circulating 
and  tissue  levels  of  ascorbic  acid  but  no  clinical  signs  of 
scurvy.  The  human  experiments  suggest  that  during 
Vitamin  C depletion  there  may  be  a relatively  short 
phase  of  lassitude  and  fatigueability  preceding  the  ap- 
pearance of  hyperkeratosis,  heorrhages,  and  gum  hyper- 
trophy. The  clinical  manifestations  of  Vitamin  C defi- 
ciency are  not  likely  to  appear  when  diet  is  sufficienct 
to  maintain  minimally  adequate  tissue  stores.  There  is  no 
evidence  for  a prolonged  state  of  subclinical  or  chronic 
scurvy.  Indeed  careful  review  of  the  cases  reported  as 
such  reveals  that  the  patient  did  have  clinical  evidence  of 
scurvy  but  that  the  diagnosis  was  not  established  for 
some  time.  This  point  should  be  stressed:  scurvy  is  easy 
to  miss,  especially  nowdays  when  clinical  suspicions  are 
low,  unless  the  clinican  takes  care  to  include  a review  of 
the  patient’s  diet  and  nutritional  status. 

Patients  with  a marginal  total  body  pool  of  ascorbic 
acid  are  likely  to  develop  scurvy  more  rapidly  than  bet- 
ter nourished  patients  after  a reduction  in  the  dietary 
content  of  Vitamin  C.  These  patients  are  at  risk  of  quick- 
ly developing  the  disease  following  the  onset  of  intercur- 
rent illness  or  dietary  inadequacy.  They  should  be 
classified  as  marginally  nourished  rather  than  subclinical 
or  chronic  scurvy.  The  important  feature  is  that  they 
have  reduced  pools  of  ascorbic  acid;  a state  probably 
best  determined  by  saturation  studies  using  radioactive 
labeled  ascorbic  acid  or  by  following  the  urinary  excre- 
tion of  ascorbic  acid  after  the  patient  has  started  on  an 
adequate  dose  of  Vitamin  C.  Excretion  of  only  small 
quantities  (less  than  5%)  of  the  administered  dose  sug- 
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gests  that  the  patient  is  retaining  ascorbic  acid  to  replete 
tissue  stores. 26 

Many  studies  have  shown  inadequate  or  unexceptedly 
low  levels  of  Vitamin  C in  various  patient  groups  using 
whole  blood,  plasma,  and  circulating  leukocyte 
measurements. 27  A reduction  in  circulating  Vitamin  C 
levels  has  been  shown  to  be  a function  of  age  regardless 
of  diet.  Reduction  of  plasma  and  leukocyte  Vitamin  C has 
been  found  in  patients  taking  aspirin, 28  in  heavy 
cigarette  smokers, 29  and  following  vagotomy.30  In  the 
absence  of  clinical  manifestations  of  scurvy,  these  findings 
suggest  either  marginal  nutrition  or  unsuspected  effects 
of  the  patient’s  clinical  condition  upon  the  test  procedure. 
It  seems  reasonable  to  expect  a greater  risk  of  scurvy  in 
these  patients,  despite  the  uncertain  clinical  significance 
of  isolated  measurements  of  Vitamin  C in  the  blood  or 
leukocytes,  and  to  assure  an  adequate  intake  of  ascorbic 
acid  in  the  diet  or  with  vitamin  supplementation, 
vitamin  supplementation. 

The  hemorrhagic  lesions  of  scurvy  have  classically 
been  subperiosteal  and  cutaneous.  Not  infrequently,  in- 
tramuscular hemorrhages  producing  painful  myositis 
and  intractable  epistaxis  are  described.  A small  minority 
of  patients  may  have  conjunctival,  subconjunctival,  or 
episcleral  bleeding  and  tortuous,  possibly  weakened 
vessels  in  the  conjunctivae  and  retina. 30  Fortunately, 
retinal  hemorrhage  is  exceedingly  rare.  The  hemor- 
rhagic diathesis  is  in  large  part  related  to  changes  in  the 
vascular  wall  and  perivascular  sheath  producing 
vasodilitation,  loss  of  vasomotor  activity  and,  thus,  in- 
creasing susceptibility  to  bleeding  from  minor 
trauma. 31  Reduced  platelet  adhesiveness  may  also  con- 
tribute to  the  hemostatic  defect. 32-34 

Anemia  has  been  a common  finding  in  scorbutic  pa- 
tients. Curiously,  anemia  has  not  been  a feature  of  ex- 
perimental human  scurvy  in  part  because  the  diet  used 
has  provided  adequate  quantities  of  calories,  protein, 
minerals,  and  other  vitamins  and,  in  part,  because  the 
experiments  have  not  been  prolonged  beyond  39  weeks. 
The  genesis  of  the  anemia  of  scurvy  has  four  major 
components. 35  The  first  is  malnutrition.  Many  scor- 
butic patients  are  deficient  in  folic  acid,  protein  and  iron 
as  well  as  Vitamin  C.  The  absorption  of  food  iron  has 
been  shown  to  increase  when  ascorbic  is  present.  The  se- 
cond is  reduced  hematopoiesis  caused  by  the  specific 
deficiency  of  ascorbic  acid.  There  is  evidence  that 
ascorbic  acid  plays  a role  in  the  incorporation  of  iron  in- 
to hemoglobin  and  that  it  is  necessary  for  the  conversion 
of  folic  to  folinic  acid.  The  third  component  is  the  loss 
of  blood,  especially  from  bleeding  into  tissues.  Finally, 
there  is  some  evidence  for  increased  blood  destruction: 
normal  cells  transfused  into  scorbutic  patients  survive 
poorly.  Each  individual  patient  is  likely  to  have  a unique 
combination  of  these  factors  if  anemia  is  present. 

Scurvy,  as  a generalized  disease,  has  a variety  of  other 
manifestations.  Degenerative  changes  in  the  cardiac 
valves  and  myocardium  have  been  described  in  guinea 
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pigs  and  children. 36  Electrocardiographic  abnormalities 
including  tachycardia,  ST  depression  and  T-wave  inver- 
sion have  been  reported  in  adults. 37  Sudden  profound 
hypotension  resistant  to  vasopressors  and  sudden  death 
have  been  reported  in  both  children  and  adults. 38 
Sjogrens  syndrome  and  isolated  components  of  the  sicca 
syndrome  (salivary  gland  enlargement,  conjunctival 
xerosis,  and  keratoconjunctivitis  sicca)  have  been 
observed. 39 

Large  concentrations  of  ascorbic  acid  have  been  found 
in  many  tissues  of  normal  animals  and  humans: 
platelets,  the  lens  and  aqueous  humor  of  the  eye,  the 
adrenal  cortex,  and  the  lungs.  It  is  tempting  to  relate  the 
clinical  manifestations  of  scurvy  to  ascorbic  acid  deple- 
tion of  specific  tissues,  however,  despite  recent 
biochemical  advances,  the  pathogenesis  of  many  aspects 
of  scurvy  remain  obscure. 
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A Teenage  View  of  Cigarette  Smoking 

RAYMOND  B.  SCHOONMAKER,  JR.,  M.D. 


ABSTRACT  — Middlesex  County  high  school 
sophomores’  attitudes  towards  cigarette  smoking 
were  assessed  using  a questionnaire.  Results  were 
analyzed  according  to  sex  and  smoking  status  of  the 
respondents.  Of  the  1,614  students  who  completed  the 
questionnaire,  18%  of  the  males  and  32%  of  the 
females  smoked  at  least  one  cigarette  per  week. 

Cigarette  smoking,  one  of  the  major  health  issues  of 
the  1980’s,  is  directly  related  to  increased  rates  of 
disability  and  death  in  those  who  smoke, 1 as  well  as 
respiratory  illness  in  some  nonsmokers.  12  Smoking  can 
also  be  viewed  as  a drug  habit  since  many  of  the  same 
physiological  and  psychological  consequences  of  drug 
abuse  are  now  recognized  in  cigarette  smokers.3 
Because  high  school  students  provide  fertile  ground  for 
the  cultivation  of  this  and  other  drug  habits,  it  is 
necessary  to  understand  their  feelings  and  thoughts  on 
the  subject  if  a decrease  in  smoking  among  these 
students  is  to  be  achieved. 

Methods 

The  Middletown/Meriden  division  of  the  American 
Cancer  Society  of  Connecticut,  Inc.  distributed  a 
previously  verified  questionnaire  (Silberstein  and  Gold) 
among  Middlesex  County  high  school  sophomores. 
There  were  1,614  questionnaires  returned  representing 
85%  of  all  sophomores  in  Middlesex  County  schools. 
The  answers  to  the  questionnaires  were  extracted 
manually  and  computer-analyzed  according  to  sex  and 
smoking  status.  Statistical  significance  was  calculated 
using  the  Chi  Square  technique.  Students  defined 
themselves  as  smokers  or  nonsmokers.  Later  questions 
demonstrated  that  some  of  the  “smokers”  smoked  less 
than  one  cigarette  per  week. 

Results 

Middlesex  County  high  school  sophomores  followed 
recent  national  trends.45  Of  the  boys,  160  (18%)  said 
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Smoking  status  was  significantly  related  to  parents’, 
older  siblings’  and  friends’  smoking  habits.  About  half 
of  all  respondents  felt  “most”  adults  smoked.  Peer 
group  cigarette  smoking  was  similarly  over- 
estimated. There  also  appears  to  be  a large  group  of 
sophomore  cigarette  smokers  who  do  not  feel  smoking 
improves  their  self-image. 

they  smoked  compared  with  223  (32%)  of  the  girls  (p 
less  than  .001).  Ninety-four  percent  of  the  nonsmokers 
said  it  was  not  likely  they  would  be  smoking  by  the  time 
they  graduated  and  74%  of  the  smokers  indicated  they 
had  no  intention  of  quitting.  The  boys  who  were 
smokers  were  more  likely  to  have  smoking  parents  than 
the  boys  who  were  nonsmokers  (Table  1).  A similar 
trend  was  found  among  smoking  girls.  The  sophomores’ 
smoking  was  also  related  to  older  siblings’  habits. 
Fifty-six  percent  of  the  students  who  smoked  had  an 
older  sister  who  smoked,  compared  with  31%  of  the 
nonsmoking  students  (p  less  than  .001).  Forty-eight  per- 
cent of  the  smokers  had  an  older  brother  who  smoked, 
compared  with  29%  of  nonsmokers.  However,  in  this 
situation,  the  level  of  significance  was  slightly  less  for 
girls  (p  less  than  .01)  than  boys  (p  less  than  .001). 
Regarding  friends,  if  a student  responded  that  “few” 
close  friends  smoked,  chances  were  overwhelming 
(96-98%)  that  this  student  was  a nonsmoker.  Of  all 
nonsmokers,  only  19%  said  that  “most”  of  their  friends 
smoked  while  75%  said  “some”  or  “few”  friends 
smoked. 

About  one-half  of  all  students  regardless  of  smoking 
status,  felt  that  “most”  adults  smoked  (Table  2).  When 
asked  to  consider  peers,  there  was,  again,  a general 
over-estimation  of  smoking  habits.  Forty  percent  of 
nonsmokers  vs.  58%  (p  less  than  .001)  of  smokers  felt 
that  “most”  high  school  students  smoked,  with  an  even 
split  between  boys  and  girls.  Both  groups  overestimated 
the  actual  figures  (32%  for  girls  and  18%  for  boys)  but 
more  nonsmokers  were  closer  to  the  actual  percentage. 

When  asked  to  evaluate  their  friends'  feelings  about 
smoking,  a full  two-thirds,  regardless  of  smoking 
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Table  1 

COMPARISON  OF  PARENTS'  AND  CHILDRENS'  SMOKING  HABITS 


Children's  Smoking  Habits: 

Sons*  Daughters** 


Fathers'  Smoking  Habits: 

Smokers 

Nonsmokers 

Smokers 

Nonsmokers 

Smoker 

80  (23%) 

273  (77%) 

113  (34%) 

215  (66%) 

Nonsmoker 

52  (12%) 

393  (88%) 

94  (27%) 

254  (73%) 

Mothers'  Smoking  Habits 

Smoker 

79  (25%) 

241  (75%) 

112  (38%) 

186  (62%) 

Nonsmoker 

58  (12%) 

420  (88%) 

103  (26%) 

297  (74%) 

* p less  than  001 

**  p less  than  05  for  fathers,  p less  than  .01  for  mothers 


Table  2 

HIGH  SCHOOL  SOPHOMORES'  ESTIMATES  OF  THE  INCIDENCE  OF  CIGARETTE 
SMOKING  AMONG  ADULTS  AND  HIGH  SCHOOL  PEERS 


Question 

Students ' 
Smoking  Status 

"Most"* 

“Some" 

“Very  Few” 

“Don't  Know” 

Total 

Responses 

How  many  adults  smoke? 

Nonsmoker 

566  (46%) 

423  (34%) 

15  (1%) 

233  (19%) 

1,237 

Smoker 

204  (56%) 

101  (27%) 

4(1%) 

58  (16%) 

367 

How  many  high  school 

Nonsmoker 

490  (40%) 

588  (48%) 

52  (4%) 

96  ( 8%) 

1,226 

boys  smoke? 

Smoker 

208  (58%) 

123  (34%) 

7 (2%) 

22  ( 6%) 

360 

How  many  high  school 

Nonsmoker 

483  (39%) 

595  (48%) 

46  (4%) 

109  ( 9%) 

1,233 

girls  smoke? 

Smoker 

227  (61%) 

110  (30%) 

6 (2%) 

26  ( 7%) 

369 

* p less  than  .001  for  all 

responses  when  “most"  is 

compared  to  the 

sum  of  “some”  and  “very  few” 

Table  3 

HIGH  SCHOOL  SOPHOMORES'  RESPONSES  TO  SMOKING-RELATED  QUESTIONS 

Question 

Students’ 
Smoking  Status 

Agree 

No  Opinion 

Disagree 

Total  Responses 

1 . There  is  nothing  wrong 

Nonsmoker 

80  ( 6%)* 

273  (22%) 

887  (72%) 

1,240 

with  cigarette  smoking. 

Smoker 

93  (25%) 

141  (38%) 

139  (37%) 

373 

2.  Smoking  cigarettes  is  a 

Nonsmoker 

91  ( 7%)* 

454  (36%) 

703  (57%) 

1.248 

very  relaxing  pastime. 

Smoker 

197  (52%) 

129  (34%) 

51  (14%) 

377 

3.  Smoking  cigarettes  is  a 

Nonsmoker 

873  (71%)** 

266  (22%) 

88  ( 7%) 

1,227 

dirty  habit. 

Smoker 

169  (45%) 

105  (28%) 

100  (27%) 

374 

4.  Smoking  is  dangerous  to 

older  people’s  health,  but 

Nonsmoker 

74  ( 6%)** 

116  ( 9%) 

1043  (85%) 

1,233 

not  to  younger  people. 

Smoker 

24  ( 6%) 

67  (18%) 

283  (75%) 

374 

5.  Smoking  cigarettes  is  a 

Nonsmoker 

1051  (85%)*** 

135  (11%) 

45  ( 4%) 

1,231 

very  expensive  habit. 

Smoker 

306  (82%) 

37  (10%) 

28  ( 8%) 

371 

6.  Smoking  cigarettes  helps  you  to 

Nonsmoker 

103  ( 8%)* 

466  (38%) 

666  (54%) 

1,235 

feel  more  at  ease  in  a group. 

Smoker 

128  (35%) 

102  (27%) 

140  (38%) 

370 

* p less  than  .001,  “agree”  responses  were  compared  with  “disagree”  responses  when  assessing  significance. 
**  No  significant  difference. 

***  p less  than  .01 . 
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habits,  elected  the  “I  don’t  know  their  opinion”  response. 
Of  those  who  did  offer  an  opinion,  234  nonsmokers 
(14%)  and  106  smokers  (28%)  said  of  their  friends, 
“they  think  it  is  all  right  for  kids  my  age  to  smoke 
cigarettes.”  One  hundred  and  twenty-nine  (14%) 
nonsmokers  and  only  14  (4%)  smokers  felt  their  friends 
disapproved  of  kids  their  age  smoking  (p  less  than  .001). 

Discussion 

A striking  result  of  this  survey  is  that  many  high 
school  sophomores,  smokers  and  nonsmokers  alike, 
overestimate  the  actual  incidence  of  smoking  in  both  stu- 
dent and  adult  populations.  Even  allowing  for  a very 
liberal  definition  of  a smoker,  half  of  the  students 
surveyed  grossly  overestimate  the  frequency  of  smoking 
in  high  school.  This  was  an  unanticipated  finding. 
Although  the  questionnaire  was  not  designed  to  analyze 
this  response,  their  overestimation  could  stem  from  the 
emphasis  of  smoking  in  peer  groups,  smoking  in  the 
entertainment  industry,  and  advertisements  protraying 
smoking  in  a stereotyped,  sexist  role. 

Parental  influence  contributes  to  the  smoking  habits  as 
seen  in  Table  1.  This  is  true  particularly  in  sons  where 
the  chance  of  finding  smokers  doubled  if  either  parent 
smoked.  For  daughters,  there  appears  to  be  more  in- 
fluence from  sources  outside  the  home  but  the  trend  still 
holds.  Table  3 shows  data  that  can  be  predicted  for 
nonsmokers.  However,  it  is  interesting  to  note  that  one- 
third  of  the  smokers  disagreed  with  the  statement  that 
“there  is  nothing  wrong  with  smoking”  and  45%  of 
smokers  felt  that  smoking  is  a “dirty  habit.”  Thirty-eight 
percent  of  smokers  did  not  feel  that  smoking  makes  you 
feel  more  at  ease  in  a group.  These  data  seem  to  imply 
that  a large  fraction  of  cigarette  smokers  smoke  for 
reasons  other  than  improving  their  self-image. 
Teenagers  may  smoke  as  a form  of  declaring  their  in- 
dependence or  perhaps,  like  many  adults,  they  continue 
to  smoke  because  they  cannot  stop. 
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Are  you 
paying 
more  than 
you  should 
for 
Term 

Insurance? 


LIFE  INSURANCE  RATES 

Monthly  rates,  male,  non-smoker 


Nr 

SI  million 

S500  000 

S2S0  0O0 

>100  000 

30 

>78  00 

S41  60 

S21  88 

Sll  10 

40 

9447 

SI  13 

27  30 

1352 

SO 

163  80 

87  S4 

46  80 

21  75 

60 

432  47 

222  29 

11440 

49  66 

Nearly  Renewable  Term  policies  Insur 
ancetoage80  Company  issue  ages  21- 
64  Female  rates  are  lower 


Instead,  spend  a moment  to 
compare  these  rates  to  your 
present  coverage  Ours  are 
based  on  an  Individual's  being 
in  good  health,  of  average 
build  and  a non-smoker.  And 
for  insurance  value,  they  rate  a 
closer  look.  For  policy  descnp- 
tions  and  exact  rates,  just  mail 
the  coupon  below  to:  R D Satell, 
Professional  Services  of 
America,  41  Jerome  Avenue. 
Bloomfield,  CT  06002  or  call 
(203)  243-1425 


I'm  spending  a moment  to  save 
money  on  Term  Insurance.  Send 
me  full  details. 


Zm 

8 Phone  1 1 ! 

L* 

PROFESSIONAL  SERVICES  OF  AMERICA 

41  JEROME  AVENUE/BLOOMFIELD  CT  06002/1203)  243-1425 


SECOND 

MORTGAGE 

MONEY. 


WE’VE  ARRANGED  OVER 
$250  MILLION  IN  LOANS. 

WE  CAN  HELP  YOU. 


College  costs  money.  Lots.  So  does  remodeling  the 
house.  Maybe  you  want  to  consolidate  your  bills  or 
make  a business  investment. 

But  where  will  you  get  all  that  money?  Easy  By 
using  the  equity  in  your  home  to  secure  a loan  with  us. 
How  much  can  you  borrow?  Up  to  80%  of  your  equity. 
It's  a great  way  to  tackle  really  big  family  expenses. 

And  the  nice  thing  about  dealing  with  us  is  that 
you  get  prompt,  personal  service,  a highly  competitive 
rate,  and  terms  to  fit  your  needs. 

Do  it  all  by  phone.  Find  out  how  much  you  can 
borrow  and  get  an  application  by  phoning  Ron 
v Matusovich  collect  at  (203)  255-5713 
Need  money?  Get  it  the  easy  way. 

Just  ask  us. 

35^  FIRST  NEW  ENGLAND 


equal  housing  lender 


FINANCIAL 


CORPORATION 


Southport,  CT  06490 
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Breach  of  Contract  and  the  Yellow  Pages 


NANCY  LOU  WATSON 


The  telephone  company’s  business  directory,  com- 
monly known  as  the  Yellow  Pages,  is  one  source  patients 
use  to  find  a physician.  Physicians  contract  with  the 
telephone  company  to  have  their  names  and  specialties 
listed  in  the  Yellow  Pages.  They  pay  the  telephone  com- 
pany for  this  service.  If  through  some  error  the 
telephone  company  omits  a listing  or  makes  a mistake  in 
a listing,  a physician  may  be  able  to  recover  for  breach 
of  contract.  In  this  type  of  suit,  however,  the  physician 
may  have  trouble  proving  damages. 

Errors  in  Listings 

One  recent  suit  in  Florida  ( Southern  Bell  Telephone 
and  Telegraph  Company  v.  Kaminester,  400  So. 2d  804, 
Fla.,  1981)  was  filed  by  a dermatologist’s  professional 
corporation  because  his  address  was  incorrectly  listed  in 
the  Yellow  Pages.  The  dermatologist's  name,  specialty 
and  telephone  number  were  listed  correctly,  however. 
The  jury  awarded  $92,929  in  damages.  On  appeal,  the 
court  reversed  the  decision.  The  appellate  court  found 
that  the  trial  court  had  erred  in  admitting  patient  inter- 
view sheets  into  evidence.  Those  sheets  were  used  by  the 
corporation’s  accountant  to  calculate  the  number  of  pa- 
tients who  would  have  been  referred  if  the  directory  had 
been  correct.  The  calculated  144  lost  patients  were 
assigned  the  same  percentage  of  disease  categories  as  the 
previous  year’s  referrals. 

Lost  profits  were  based  on  the  projected  treatments 
and  length  of  treatment  for  each  “lost”  patient.  The  trial 
judge  had  granted  a protective  order  preventing  the 
telephone  company  from  obtaining  copies  of  the  patient 
interview  sheets  on  grounds  of  physician-patient 
privilege.  The  judge  later  reversed  himself  and  granted 
permission  to  the  telephone  company  to  view  the  sheets 
the  evening  after  the  first  day  of  trial.  The  appellate 
court  said  that  the  court  erred  in  not  granting  the 
telephone  company  sufficient  time  to  defend  against  the 
reliability  of  the  sheets. 
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A second  reversible  error  was  the  trial  court’s  failure 
to  deduct  the  compensation  paid  to  the  dermatologist  in 
computing  net  profits,  the  appellate  court  said.  The 
general  rule  in  computing  net  profits  of  a corporation 
was  to  deduct  the  compensation  of  its  officers  and 
employees,  and  there  was  no  reason  to  alter  the  rule  for 
a professional  corporation,  the  court  concluded. 

In  another  breach  of  contract  suit  (Garrison  v.  Pacific 
Northwest  Bell,  608  P.2d  1206,  Ore.,  1980),  a 
psychiatrist  sued  because  the  Yellow  Pages  erroneously 
listed  her  as  an  osteopath.  The  psychiatrist  had  an  M.D. 
degree  and  specialized  in  child  psychiatry.  She  ordered 
directory  listings  in  the  Yellow  Pages  and  White  Pages. 
When  the  1977  directories  were  issued,  the  physician 
was  incorrectly  listed  in  the  White  Pages  as  an  osteopath 
and  her  Yellow  Pages  listing  appeared  in  the  section  in 
which  osteopaths  were  listed.  The  physician  sought 
$55,000  treble  damages,  and  $5,000  in  attorney’s  fees. 
A trial  court  granted  summary  judgment  for  the 
telephone  company,  and  the  physician  appealed. 

The  appellate  court  affirmed  the  decision.  The  court 
found  that  the  physician  did  not  have  a private  right  of 
action  under  the  statute  governing  the  telephone  com- 
pany. This  statute  provided  that  every  public  utility  was 
required  to  furnish  adequate  service.  The  physician  cor- 
tended  that  the  telephone  company  failed  to  furnish  her 
adequate  services  in  violation  of  the  statute  and  that  this 
gave  rise  to  a private  cause  of  action.  The  court 
disagreed. 

The  court  also  disagreed  with  the  physician’s  conten- 
tion that  the  Commissioner’s  attempt  through  rulemak- 
ing to  limit  recovery  for  directory  errors  exceeded  his 
statutory  authority.  The  Public  Utility  Commissioner’s 
authorization  to  limit  the  telephone  company’s  liability 
for  erroneous  listings  was  at  the  core  of  his  authority  to 
set  adequate  service  levels  and  establish  reasonable 
rates,  the  court  said.  The  Commissioner’s  regulation 
limiting  the  telephone  company's  liability  was 
reasonable  since  it  did  not  shelter  the  company  from  the 
liability  for  gross  negligence,  the  court  said. 
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So  long  as  the  telephone  company  trained  its 
employees  to  recognize  that  there  was  a difference  be- 
tween the  categories  of  physicians,  the  company’s  failure 
to  train  them  in  the  details  of  physicians’  training  and  job 
functions  was  not  gross  negligence,  the  court  added. 

Omissions  of  Listings 

A Louisiana  chiropractor  was  awarded  $1,500  in 
damages  in  his  suit  (Butcher  v.  South  Central  Bell 
Telephone  Company,  398  So. 2d  197,  La.,  1981)  against 
the  telephone  company  for  omission  of  a listing  in  the 
Yellow  Pages.  The  omitted  listing  was  one  of  ten  listings 
the  chiropractor  had  contracted  with  the  telephone  com- 
pany to  include  in  its  1978  directory.  The  trial  court 
found  that  the  telephone  company  had  breached  its  con- 
tract, and  the  appellate  court  affirmed  the  decision.  The 
appellate  court  disagreed  with  the  chiropractor  that  his 
award  should  be  increased  to  $26,000. 

Liability  Limited  by  Contract 

An  Ohio  decision  (Berjian  v.  Ohio  Bell  Telephone 
Company,  375  N.E.2d  410,  Ohio,  1978)  discussed  a 
liability  clause  in  the  directory  advertising  agreement. 

An  osteopathic  surgeon  sought  a special  listing  in  the 
Yellow  Pages  of  two  telephone  directories  for  1972, 
1973  and  1974.  His  name  was  listed  properly  in  one 
directory  but  not  in  the  other.  In  the  1972-73  directory, 
his  name  was  not  listed  at  all  in  the  Yellow  Pages.  In  the 
1973-1974  directory,  his  name  was  improperly  listed  in 
the  section  “Physicians  & Surgeons  M.D.”  However,  his 
name  was  properly  listed  in  the  White  Pages  of  both 
directories. 

The  osteopath  filed  suit  against  the  telephone  company 
for  negligence  and  breach  of  contract.  A trial  court 
found  in  favor  of  the  telephone  company  on  the  basis  of 
a limitation  of  liability  clause  in  the  directory  advertising 
agreement.  An  appellate  court  reversed,  holding  that  the 
limitation  clause  was  unconscionable. 

Reversing  the  appellate  court’s  decision,  the  Supreme 
Court  said  that  the  clause  limiting  the  telephone  com- 
pany’s liability  to  the  cost  of  the  listing  was  enforceable. 
It  was  not  void  as  against  public  policy,  nor  was  there 
any  willful  or  wanton  misconduct  by  the  telephone  com- 
pany for  which  it  would  be  liable,  the  court  said. 

The  telephone  company  was  also  held  liable  in  a Ten- 
nessee suit  ( Affiliated  Professional  Services  v.  South 
Central  Bell  Telephone  Company,  606  S.W.2d  671, 
Tenn.,  1980)  by  an  association  of  psychologists  and 
social  workers.  The  liability  was  limited  to  the  cost  of 
the  listing,  however.  The  association  alleged  negligence 
and  breach  of  contract  when  its  listing  was  omitted  from 
the  Yellow  Pages. 

The  telephone  company  relied  on  language  in  the 
printed  contract  limiting  its  liability  for  errors  or  omis- 
sions to  the  cost  of  the  advertisement.  Both  the  trial  court 
and  the  appellate  court  upheld  the  exculpatory  clause, 
and  the  Supreme  Court  agree.  The  clause  was  not  con- 


trary to  public  policy  nor  prohibited  by  a statute  in  the 
state.  Other  state  courts  have  also  upheld  the  validity  of 
the  clause,  the  court  said. 

Another  suit  (Southwestern  Bell  Telephone  Company 
v.  Wilks,  601  S.W.2d  855,  Ark.,  1980)  in  which  liability 
was  limited  by  a contract  was  decided  by  the  Arkansas 
Supreme  Court.  In  this  case,  an  optometrist  sued  the 
telephone  company  because  his  name  was  omitted  from 
the  “Optometrists  O.D.”  section  of  the  Yellow  Pages. 
Although  his  home  and  business  numbers  were  listed  in 
the  White  Pages,  there  was  no  reference  to  his  being  an 
optometrist.  Seeking  $10,000  for  past  and  prospective 
business  lost  because  of  the  omission,  the  optometrist 
contended  that  he  had  lost  patients  and  income  to  the  op- 
tometrists who  were  listed  in  the  Yellow  Pages. 

The  company  admitted  the  omission.  However,  it  con- 
tended that  the  optometrist  could  only  recover  damages 
limited  to  the  cost  of  his  business  telephone  service  for 
the  one-year  period  covered  by  the  directory,  which  was 
$169.80.  The  court  found  that  the  limit  violated  a section 
of  the  state  constitution  providing  that  no  law  should 
limit  the  amount  to  be  recovered  for  injuries  to  persons 
or  property.  The  jury  awarded  the  optometrist  a judg- 
ment of  $500. 

On  appeal,  the  court  said  that  the  telephone  company, 
as  a public  utility,  had  to  file  the  terms  and  conditions 
of  its  basic  service  contract  with  the  Public  Service 
Commission,  which  determined  whether  they  were 
reasonable  and  in  the  public  interest.  The  Commission 
had  accepted  the  terms  and  conditions,  limiting  liability 
for  directory  errors  to  the  amount  paid  for  service  during 
the  period  covered  by  the  directory. 

The  appellate  court  disagreed  with  the  trial  court, 
finding  that  the  type  of  injury  sustained  by  the  op- 
tometrist, damage  to  his  earnings  from  his  practice,  was 
not  the  type  of  injury  contemplated  by  the  constitution. 
The  court  felt  that  injuries  to  persons  or  property  meant 
physical  injuries  to  the  person  or  physical  damage  to  the 
property.  Reversing  the  trial  court’s  ruling,  the  appellate 
court  sent  the  case  back  for  further  proceedings. 

Punitive  Damages 

A Florida  physician  whose  name  was  omitted  from  a 
telephone  company’s  Yellow  Pages  listing  was  entitled  to 
have  a jury  consider  the  question  of  punitive  damages 
(Hanft  v.  Southern  Bell  Telephone  & Telegraph  Com- 
pany, 402  So. 2d  453,  Fla.,  1981).  The  physician  was 
omitted  from  the  listing  in  the  gynecology  and  obstetrics 
subheading  of  the  physicians’  section  for  two  successive 
years  despite  his  request  for  a listing.  He  brought  an  ac- 
tion against  the  telephone  company,  seeking  compen- 
satory and  punitive  damages. 

The  company  asserted  a defense  of  settlement,  com- 
promise, and  release,  contending  that  the  physician  had 
accepted  two  years  of  free  telephone  service  in  discharge 
of  his  grievance.  At  the  trial,  evidence  was  conflicting 
as  to  whether  a settlement  had  been  reached  or  whether 
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the  physician  had  been  billed  and  had  paid  for  the 
telephone  service. 

The  physician  did  not  proceed  with  his  claim  for  com- 
pensatory damages  because  he  was  not  able  to  prove  loss 
of  earnings  as  specifically  as  required.  He  did  maintain 
that  he  was  entitled  to  at  least  nominal  damages.  The 
trial  court  directed  a verdict  for  the  telephone  company 
on  the  grounds  of  compromise  and  settlement. 

On  appeal,  the  telephone  company  conceded  that  there 
was  an  invasion  of  the  physician’s  legal  rights  that  would 
support  an  award  of  nominal  damages.  The  court  found 
that  the  physician  was  at  least  entitled  to  have  the  jury 
consider  the  question  of  nominal  damages  and  that  it  was 
error  to  direct  a verdict  for  the  telephone  company. 

Although  punitive  damages  are  not  usually 
recoverable  for  breach  of  contract,  the  court  said,  there 


is  an  exception  when  the  breach  is  attended  by  gross 
negligence  sufficient  to  amount  to  an  independent 
wrongdoing.  The  court  said  that  gross  negligence  could 
be  imputed  from  the  entire  want  of  care  of  want  of  slight 
care.  Reversing  the  lower  court’s  judgment,  the  ap- 
pellate court  sent  the  case  back  for  a new  trial. 

Conclusion 

Generally  speaking,  it  can  be  concluded  from  these 
cases  that  a physician  may  have  several  causes  of  action 
against  the  telephone  company  if  it  incorrectly  lists  him 
in  the  Yellow  Pages  or  omits  his  listing  from  the  Yellow 
Pages.  Whether  he  claims  breach  of  contract  or 
negligence,  the  terms  of  the  contract,  state  regulations, 
and  other  factors  will  affect  the  amount  of  damages  he 
is  able  to  recover  for  lost  business. 
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Month  in  Washington 


DRG  Rules  Make  Debuf 

Rules  to  put  in  place  a new  payment  system  con- 
sidered to  be  the  biggest  change  in  the  history  of 
Medicare  were  published  September  1 —just  one  month 
before  the  first  hospitals  entered  the  new  system. 

And  on  September  19,  AMA  Executive  Vice  Presi- 
dent James  H.  Sammons,  MD,  told  hundreds  of  physi- 
cians from  across  the  nation  that  “the  diagnosis  related 
groups,  or  DRGs,  mark  a historically  momentous 
change  in  the  way  government  pays  its  share  of  medical 
and  health  care  cost.”  Dr.  Sammons  was  speaking  at  the 
AMA  conference  on  Peer  Review  Organizations  and  the 
Prospective  Payment  System,  heavily  attended  by  state 
medical  and  specialty  society  executives. 

Much  of  the  DRG  plan,  which  bases  Medicare 
payments  to  hospitals  on  predetermined  rates  for  each  of 
468  illness  or  injury  categories,  has  been  known  to 
hospitals  since  it  was  created  by  Congress  as  part  of  the 
Social  Security  Amendments  enacted  last  fall. 

Only  since  the  publication  of  the  regulations  in  the 
September  1 Federal  Register,  however,  have  hospitals 
been  able  to  calculate  exactly  how  much  they  will  be 
paid  for  each  of  the  diagnosis  related  groups  (DRGs)  and 
compare  it  to  their  current  reimbursement  for  the 
procedure. 

Medicare  officials  said  they  do  not  expect  the  changes 
to  have  any  immediate  impact  on  beneficiaries  and 
stressed  their  belief  that  hospitals  can  improve  efficiency 
without  downgrading  quality  of  care. 

Payments  to  physicians  are  not  directly  affected  by  the 
new  pricing  mechanism.  However,  hospitals  are  ex- 
pected to  change  their  behavior  in  ways  that  will  have  a 
substantial  impact  on  physicians  and  Congress  has  asked 
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for  a study  of  the  feasibility  of  including  some  physician 
payments  in  the  plan  in  later  years. 

Last  year,  about  two-thirds  of  the  $50.9  billion 
Medicare  paid  for  care  of  its  26  million  elderly  and  3 
million  disabled  beneficiaries  went  to  hospitals. 
Previously-enacted  changes  in  Medicare  already  were 
expected  to  keep  payments  to  hospitals  about  $1.5 
billion  below  what  they  would  have  been  otherwise,  and 
the  new  DRG  plan,  just  as  Congress  ordered,  has  been 
deliberately  set  to  save  the  same  amount  as  would  have 
occurred  under  the  earlier  changes. 

Federal  officials  said  they  can’t  estimate  how  much  the 
program  ultimately  may  save,  but  they  think  it  could  be 
“billions”  if  payments  are  “ratcheted  down”  hard  enough. 
Without  further  changes,  however,  the  Medicare 
hospital  trust  fund  is  still  expected  to  be  bankrupt  by 
1990. 

About  1500  of  the  nation’s  7,000  hospitals  came  under 
the  DRGs  on  October  1.  Another  4,000  will  be  phased 
in  as  they  start  their  new  accounting  years.  The  re- 
mainder are  exempt  for  the  time  being. 

Developed  at  Yale  University,  the  DRG  system  is 
based  on  468  illness  categories  that  take  account  of  fac- 
tors such  as  age  and  sex.  The  categories  are  weighted 
acccording  to  the  cost  involved  in  treating  the  condition. 
For  example,  payment  for  a coronary  bypass  with  a car- 
diac catherization  (DRG  106)  would  be  10  times  the  pay- 
ment for  a cataract  operation  (DRG  39)  weighted  at 
0.510.  The  Yale  system  used  467  DRG  categories  but 
DRG  468  has  been  added  to  the  federal  plan  to  cover 
situations  when  two  unrelated  procedures  are 
performed. 

The  actual  payment  to  the  hospital  is  derived  by 
multiplying  the  weight  of  the  DRG  times  a base  payment 
calculated  by  Medicare  officials.  Hospitals  will  be  paid 
at  the  predetermined  rate  no  matter  what  their  costs 
were,  although  there  are  some  adjustments  for  unusually 
high  cost  or  lengthy  cases. 
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If  the  hospital’s  costs  exceed  the  payment  rate,  it  must 
absorb  the  loss.  If  costs  are  below  the  payment,  the 
hospital  can  make  a profit. 

Initially,  the  actual  payment  to  the  hospital  will  vary 
by  region  and  by  hospital  since  the  base  rate  is  calculated 
from  a blend  of  the  hospital’s  historical  costs  an  adjusted 
average  rated  for  all  hospitals  in  the  region,  and  a na- 
tional rate.  Both  an  urban  and  a rural  rate  have  been 
calculated  for  each  of  nine  regions  and  for  the  nation  as 
a whole. 

Base  rates  will  continue  to  be  blended  — with  regional, 
and  hospital-specific  rates  making  up  a decreasing  pro- 
portion of  the  blend  — for  three  years.  In  the  fourth  year, 
there  will  be  only  the  two  national  rates. 

The  newly  just-published  regional  rates  vary  from 
about  $2142  for  a rural  hospital  in  Louisiana  or  Texas 
to  about  $3021  for  an  urban  institution  in  Illinois  or 
Ohio.  National  base  rates  have  been  set  at  $2,837  for  ur- 
ban hospitals  and  $2,264  for  rural  facilities. 

Several  adjustments  have  been  made  in  the  hospital- 
specific  rates,  including  one  involving  payments  to  cer- 
tain types  of  personnel  — such  as  lab  technicians  and 
nurse  anesthetists  — whose  services  to  the  hospital  in  the 
past  may  have  been  billed  through  a physician  rather 
than  through  the  hospital. 

Known  as  “unbundling,”  this  practice,  which 
Medicare  officials  say  has  been  spreading,  will  no 
longer  be  permitted.  As  of  October  1,  any  hospital  ser- 
vices provided  by  non-physicians  will  be  paid  only 
through  the  hospital.  This  will  apply  whether  or  not  the 
hospital  involved  is  under  the  DRG  program,  although 
an  exception  will  be  made  for  a limited  time  for  nurse 
anesthetists  and  for  certain  facilities  such  as  the  Mayo 
Clinic  where  unbundling  has  been  a long-standing 
practice. 

The  new  payment  system  does  not  apply  to  outpatient 
services,  capital  expenditures  or  medical  education,  all 
of  which  for  the  time  being  will  still  be  reimbursed  on 
a cost-related  basis.  Acquisition  of  kidneys  for 
transplantation  will  be  reimbursed  at  cost,  but  only  at 
certain  regional  transplant  centers. 

About  20%  of  all  hospitals  will  be  excluded  from  the 
DRG  plan  either  because  they  are  covered  through  one 
of  four  state  cost  control  programs  (New  Jersey,  New 
York.  Maryland,  or  Massachusetts)  which  have  received 
Medicare  waivers  or  because  they  are  a type  of  facility 
exempted  from  the  law.  The  latter  include  psychiatric 
and  rehabilitation  facilities  and  sole  community  hospitals 
in  remote  areas. 

The  system  also  provides  for  some  patients  where  the 
cost  or  length  of  hospital  stay  greatly  exceed  what  would 
be  expected  for  the  average  case  in  the  DRG. 

Called  “outliers,”  these  are  defined  as  cases  where  the 
length  of  stay  exceeds  the  mean  by  the  lesser  of  20  days 
or  1.94  standard  deviations,  or  where  the  costs  exceed 
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the  DRG  payment  by  1.5  times  the  DRG  payment  or 
$12,000,  whichever  is  greater.  Hospitals  will  recover 
about  60%  of  their  costs  in  excess  of  the  DRG  payment 
for  these  cases.  Nationally,  the  total  proportion  of 
outlier  payments  will  be  limited  to  6%  of  total  DRG 
payments  for  all  hospitals. 

* * * * 

PROs  “Scope  of  Work”  Published 

Federal  officials  say  Medicare’s  new  prospective  pric- 
ing plan  will  save  money  without  reducing  the  quality  of 
care  hospitals  give  elderly  and  disabled  patients. 

To  accomplish  that,  the  government  will  be  relying 
heavily  on  new  Professional  Review  Organizations 
(PROs)  to  keep  tabs  on  hospitals  that  cheat.  In  the  in- 
terim, the  task  is  likely  to  fall  to  their  predecessors  — 
Professional  Standards  Organizations  (PSROs). 

A funding  problem  that  threatened  the  immediate 
demise  of  Professional  Standards  Review  Organizations 
(PSROs)  and  jeopardized  the  fledgling  Professional 
Review  Organization  (PRO)  program  that  is  to  replace 
PSROs  appeared  to  be  easing  in  late  September. 

As  Month  in  Washington  went  to  press,  the  Senate 
Appropriations  Committee  had  just  approved  $17 
million  for  PSROs  in  1984.  In  addition.  Congress  was 
working  on  a stop-gap  measure  to  fund  through 
November  15  those  government  agencies,  including  the 
Department  of  Health  and  Human  Services  for  which  no 
final  fiscal  1984  appropriations  bill  has  been  adopted. 
That  measure,  which  was  expected  to  be  approved  by 
both  houses,  would  continue  funding  PSROs  during  the 
45  day  period  at  the  current  level  of  $9  million  a year. 

The  law  which  created  the  new  diagnosis  related 
groups  (DRG)  payment  system  specified  that  after  Oc- 
tober 1,  1984,  no  hospital  could  receive  Medicare 
payments  unless  a PRO  was  reviewing  the  care  it  provid- 
ed Medicare  patients.  Prior  to  that  time,  the  hospital 
must  have  a contract  with  a PRO  only  if  a PRO  exists 
in  the  area. 

However,  a threat  to  PSROs  and  PROs  developed 
when  the  House  Appropriations  Health  subcommittee,  at 
the  behest  of  Office  of  Management  and  Budget  Director 
David  Stockman,  approved  a 1984  funding  bill  that 
specifically  prohibited  funding  or  contracting  with  either 
PSROs  or  PROs.  The  language  was  approved  by  the  full 
appropriations  committee  and  then  by  the  House.  A 
similar  funding  measure  approved  by  a Senate  subcom- 
mittee was  silent  on  the  issue  but  provided  no  funds  for 
PSROs. 

Had  either  the  Senate  subcommittee  measure  or  the 
House  appropriations  bill  gained  final  approval  by  both 
bodies  of  Congress,  the  funds  for  PSROs  would  have 
been  terminated  as  of  September  30.  Had  the  House 
language  prevailed,  the  PRO  program  apparently  would 
have  been  gutted. 
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With  the  funding  crisis  at  least  temporarily  resolved 
organizations  have  turned  to  regulations  published  in 
mid-August  to  decide  whether  they  are  eligible  to  bid  for 
the  50  PRO  contracts  to  be  awarded  beginning  next 
spring.  Details  were  provided  in  draft  “scope  of  work” 
principles  and  evaluation  criteria  made  available  through 
an  announcement  in  the  August  29  Federal  Register. 

The  documents  reveal  the  extent  to  which  PROs  will 
be  involved  in  monitoring  hospital  payments  under  the 
new  DRG  system.  They  detail  a “cost-benefit”  analysis 
that  will  be  the  key  to  renewal  of  PROs  contracts  and, 
some  say,  to  the  fate  of  physician  involvement  in  the 
medical  review  process. 

They  also  lay  out  a point  system  on  which  PRO  con- 
tract bids  will  be  evaluated.  The  point  system  signals  the 
types  of  organizations  that  will  have  the  advantage  in 
PRO  bidding  and  the  proposed  activities  that  will  carry 
the  most  weight.  Based  on  a 1000  point  total,  it  em- 
phasizes objectives  aimed  at  controlling  hospital  admis- 
sions (185  points)  and  quality  of  care  (also  185  points), 
data  collection  and  analysis  (100  points),  experience 
(150  points),  and  the  quality  of  the  personnel  who  will 
be  managing  the  PRO  and  reviewing  care  (200  points). 
Physician-sponsored  organizations  will  be  awarded  an 
extra  100  points,  making  it  possible  for  them  to  acccrue 
1,100  points. 

Several  aspects  of  the  point  system  are  expected  to 
draw  controversy.  Some  observers  say  the  100  point 
bonus  for  physician  organizations  may  not  be  large 
enough  to  give  much  advantage  to  the  many  state  and 
local  medical  societies  expected  to  bid  for  PRO  con- 
tracts, but  when  added  to  the  150  points  awarded  for  ex- 
perience, this  would  give  a significant  advantage  to  the 
existing  PSROs.  Others  say  that  despite  the  equal 
weighting  given  to  quality  and  admission  objectives  in 
the  point  system,  the  “scope  of  work”  principles  tend  to 
emphasize  cost  over  quality.  They  note  that  prospective 
PROs  are  required  to  include  only  one  quality  objective 
compared  to  at  least  six  that  are  focused  on  admissions 
and  costs. 

In  addition,  an  “admissions  factor”  included  in  the 
“cost-benefit”  analysis,  in  effect,  grades  the  PRO  on  how 
well  it  is  able  to  hold  down  or  reduce  hospital 
admissions  — a feat  some  doubters  think  may  not  be 
feasible  in  view  of  the  strong  incentives  the  DRG 
payments  give  hospitals  to  increase  admissions. 

Health  Care  Financing  Administrative  staff  who 
developed  the  documents  say  their  intent  is  not  to  give 
more  weight  to  cost  control  than  quality  but  that  it  is 
easier  to  measure  costs  than  quality.  They  are  seeking 
comments  on  ways  to  strengthen  the  quality  objectives 
in  the  final  “scope  of  work”  principles. 

The  “scope  of  work”  draft  requires  the  PROs  to:  check 
(or  validate)  the  data  the  hospitals  give  the  Medicare  in- 


termediaries who  assign  the  proper  DRG;  review 
atypical  (or  “outlier”)  cases  that  exceed  the  normal  costs 
and  lengths  of  stay  for  a particular  diagnosis,  and 
monitor  hospital  admission  patterns. 

Other  key  portions  of  the  draft  documents  deal  with 
data,  subcontractors,  and  the  criteria  for  determining 
what  constitutes  the  norms  of  care  against  which  re- 
viewed cases  will  be  measured.  In  all  three  instances  the 
PROs  have  been  left  considerable  leeway,  although  sub- 
contracting, as  the  law  mandates,  cannot  be  with  a 
hospital  in  the  area. 

HCFA  staff  tentatively  plans  to  issue  requests  for  bid 
proposals  for  about  30  PRO  contracts  by  the  end  of 
November  and  to  award  contracts  in  these  PRO  areas  by 
May  of  next  year.  Requests  for  proposals  for  the  remain- 
ing areas  would  be  issued  in  late  February  or  early 
March  and  contracts  awarded  by  the  end  of  the  summer. 
All  PRO  would  be  up  and  running  by  October  1,  1984. 

* * * * 

VA  Writes  “No-code”  Guidelines 

New  rules  distributed  to  the  nation’s  172  VA  hospitals 
no  longer  prohibit  physicians  from  writing  “no-code”  or 
“do  not  resuscitate”  orders  on  a terminal  patient's 
medical  chart. 

This  change  brings  VA  hospitals  into  line  with  many 
of  the  country’s  private  and  public  hospitals,  which  have 
permitted  such  orders  during  the  past  several  years. 
Both  the  American  Hospital  Association  and  the  Presi- 
dent’s Commission  for  the  Study  of  Ethical  Problems  in 
Medicine  recommend  “no-code”  policies  for  hospital 
staffs. 

However,  physicians  may  not  “pull  the  plug”  or  other- 
wise hasten  a patient’s  death,  according  to  the 
guidelines.  All  other  therapies  — such  as  basic  nursing 
care,  analgesia,  hydration,  and  oxygen  — must  be  con- 
tinued, they  say. 

The  rules  simply  formalize  procedures  already  in  ef- 
fect, say  Veterans  Administration  insiders.  The  VA’s  old 
policy  said  that  “no-code”  orders  were  “inappropriate 
and  do  not  contribute  to  high-quality  patient  care.” 
However,  some  VA  physicians  reportedly  arranged  with 
nurses  and  resuscitation  teams  to  allow  certain  patients 
to  die,  or  intentionally  delayed  resuscitation. 

“Medical  science  has  made  us  realize  that  in  some  in- 
stances the  implementation  of  therapeutic  decisions  may 
not  cure  a patient’s  disease  or  disability  or  reverse  a pa- 
tient’s course.  In  such  cases,  the  physician  is  seen  not  as 
preventing  death,  but  merely  deferring  the  moment  of  its 
occurrence.  The  VA’s  commitment  to  high  quality  care 
should  not  be  so  strong  as  to  overwhelm  a dying  patient’s 
decision,”  wrote  VA  chief  medical  director  Donald  L. 
Custis,  MD,  in  the  seven-page  guidelines  to  hospitals. 
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General  Recommendations  on  Immunization 


CENTERS  FOR  DISEASE  CONTROL 


General  Recommendations  on  Immunization 

This  revision  of  the  “ General  Recommendations  on  Im- 
munization’ ’ updates  the  1980  statement. ' ' Changes  from 
that  statement  clarify  information  on  possible  interfer- 
ence with  the  immune  response  by  spacing  immunobiolo- 
gies. Recommendations  for  vaccinating  persons  with 
allergies  are  revised.  New  sections  dealing  with  many 
aspects  of  immunization  procedures  have  been  added. 


Introduction 

Recommendations  for  immunization  of  infants,  chil- 
dren, and  adults  are  based  on  facts  about  immunobiolo- 
gies and  scientific  knowledge  about  the  principles  of 
active  and  passive  immunization  and  on  judgments  by 
public  health  officials  and  specialists  in  clinical  and  pre- 
ventive medicine.  Benefits  and  risks  are  associated  with 
the  use  of  all  products  — no  vaccine  is  completely  safe  or 
completely  effective.  The  benefits  range  from  partial  to 
complete  protection  from  the  consequences  of  disease, 
and  the  risks  range  from  common,  trivial,  and  inconve- 
nient side  effects  to  rare,  severe,  and  life-threatening 
conditions.  Thus,  recommendations  on  immunization 
practices  balance  scientific  evidence  of  benefits,  costs, 
and  risks  to  achieve  optimal  levels  of  protection  against 
infectious  or  communicable  diseases. 

These  recommendations  describe  this  balance  and 
attempt  to  minimize  the  risk  by  providing  specific  advice 
regarding  dose,  route,  and  spacing  of  immunobiologies 
and  by  delineating  situations  warranting  precautions  or 
contraindicating  their  use.  These  recommendations  may 
apply  only  in  the  United  States,  as  epidemiological  cir- 
cumstances and  vaccines  may  differ  in  other  countries. 
The  relative  balance  of  benefits  and  risks  may  change  as 
diseases  are  brought  under  control  or  eradicated.  For 
example,  because  smallpox  has  been  eradicated  through- 
out the  world,  the  very  small  risk  from  smallpox  vaccine 
now  exceeds  the  risk  of  smallpox;  consequently,  small- 
pox vaccination  of  civilians  is  now  indicated  only  for 
laboratory  workers  directly  involved  with  smallpox  or 
closely  related  orthopoxviruses  (e.g.,  monkeypox,  vacci- 
na, and  others). 


Definitions 

A.  Immunobiologic:  Immunobiologies  include  vac- 
cines, toxoids,  and  antibody  containing  preparations  from 
human  or  animal  donors,  including  globulins  and  antitox- 
ins. These  products  are  used  for  immunization. 

1.  Vaccine:  A suspension  of  attenuated  live  or  killed 
microorganisms  (bacteria,  viruses,  or  rickettsiae), 
or  fractions  thereof  administered  to  induce  immun- 
ity and  thereby  prevent  infectious  disease. 

2.  Toxoid:  A modified  bacterial  toxin  that  has  been 
rendered  nontoxic  but  that  retains  the  ability  to 
stimulate  the  formation  of  antitoxin. 

3.  Immune  globulin  (IG):  A sterile  solution  containing 
antibody  from  human  blood.  It  is  a 15%-18%  pro- 
tein obtained  by  cold  ethanol  fractionation  of  large 
pools  of  blood  plasma.  It  is  primarily  indicated  for 
routine  maintenance  of  certain  immunodeficient 
persons,  and  for  passive  immunization  against 
measles  and  hepatitis  A. 

4.  Specific  immune  globulin:  Special  preparations 
obtained  from  donor  pools  preselected  for  a high 
antibody  content  against  a specific  disease,  e.g.. 
Hepatitis  B Immune  Globulin  (HBIG),  Varicella 
Zoster  Immune  Globulin  (VZIG),  Rabies  Immune 
Globulin  (RIG),  and  Tetanus  Immune  Globulin 
(TIG). 

5.  Antitoxin:  A solution  of  antibodies  derived  from  the 
serum  of  animals  immunized  with  specific  antigens 
(diphtheria,  tetanus),  used  to  achieve  passive  im- 
munity or  to  effect  a treatment. 

B.  Vaccination  and  immunization:  Today,  these 
terms  are  often  used  interchangeably.  The  words  vaccina- 
tion and  vaccine  derive  from  vaccinia,  the  cowpox  virus 
once  used  as  smallpox  vaccine.  Thus,  vaccination  origi- 
nally meant  the  inoculation  of  vaccinia  virus  to  render 
individuals  immune  to  smallpox.  Some  people  still  prefer 
that  the  term  vaccination  be  restricted  to  this  use,  but 
many  have  come  to  use  the  term  in  a more  general  sense, 
to  denote  the  administration  of  any  vaccine  or  toxoid 
without  regard  to  whether  the  recipient  is  successfully 
made  immune. 

Immunization  is  a more  inclusive  term  denoting  the 
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process  of  inducing  or  providing  immunity  artificially  by 
administering  an  immunobiologic.  Immunization  can  be 
active  or  passive. 

Active  immunization  denotes  the  production  of  anti- 
body or  antitoxin  in  response  to  the  administration  of  a 
vaccine  or  toxoid.  Passive  immunization  denotes  the  pro- 
vision of  temporary  immunity  by  the  administration  of 
preformed  antitoxin  or  antibodies  (e.g. , immunoglobulin, 
maternal  antibodies).  Three  types  of  immunobiologies  are 
used  for  passive  immunization:  (1)  pooled  human  IG,  (2) 
specific  IG  preparations,  and  (3)  antitoxin. 

Although  there  is  lack  of  consensus  that  vaccination 
and  immunization  are  completely  synonymous,  these 
words  are  used  interchangeably  in  ACIP  statements  when 
referring  to  active  immunization.  Regardless  of  which 
term  is  used,  it  must  be  emphasized  that  administration  of 
an  immunobiologic  cannot  be  automatically  equated  with 
the  development  of  (or  conferring  of)  adequate  immunity 
because  of  a variety  of  specific  factors,  many  of  which  are 
discussed  in  this  statement. 

C.  Antigen(s):  Substance(s)  inducing  the  formation  of 
antibodies.  In  some  vaccines,  the  antigen  is  highly  de- 
fined (e.g.,  pneumococcal  polysaccharide,  hepatitis  B 
surface  antigen,  tetanus  or  diphtheria  toxoids),  in  others, 
it  is  complex  or  incompletely  defined  (e.g. , killed  pertus- 
sis bacteria,  live,  attenuated  viruses). 

Immunobiologies 

The  specific  nature  and  content  of  immunobiologies 
may  differ.  When  immunobiologies  against  the  same 
infectious  agents  are  produced  by  different  manufactur- 
ers, active  and  inert  ingredients  among  the  various  pro- 
ducts may  differ.  Practitioners  are  urged  to  become  famil- 
iar with  the  constituents  of  the  products  they  use.  The 
constituents  of  immunobiologies  include: 

A.  Suspending  fluid:  This  frequently  is  as  simple  as 
sterile  water  or  saline,  but  it  may  be  a complex  fluid 
containing  small  amounts  of  proteins  or  other  constituents 
derived  from  the  medium  or  biologic  system  in  which  the 
vaccine  is  produced  (serum  proteins,  egg  antigens,  cell- 
culture-derived  antigens). 

B.  Preservatives,  stabilizers,  antibiotics:  These 
components  of  vaccines  are  used  to  inhibit  or  prevent 
bacterial  growth  in  viral  culture  or  the  final  product,  or  to 
stabilize  the  antigen.  They  include  such  materials  as 
mercurials  and  specific  antibiotics.  Allergic  reactions 
may  occur  if  the  recipient  is  sensitive  to  one  of  these 
additives. 

C.  Adjuvants:  An  aluminum  compound  is  used  in 
some  vaccines  to  enhance  the  immune  response  to  vac- 
cines containing  inactivated  microorganisms  or  their  pro- 
ducts (e.g.,  toxoids  and  hepatitis  B virus  vaccine).  Vac- 
cines with  such  adjuvants  must  be  injected  deeply  in 
muscle  masses,  since  subcutaneous  or  intracutaneous 
administration  may  cause  local  irritation,  inflammation, 
granuloma  formation,  or  necrosis. 


Route,  Site  and  Technique  of  Immunization 

A.  Route:  There  is  a recommended  route  of  adminis- 
tration for  each  immunobiologic.  To  avoid  unnecessary 
local  or  systemic  effects  and/or  ensure  optimal  efficacy, 
the  practitioner  should  not  deviate  from  the  recommended 
route  of  administration. 

B.  Site:  Injectable  immunobiologies  should  be  admin- 
istered in  an  area  where  there  is  minimal  opportunity  for 
local,  neural,  vascular,  or  tissue  injury.  Subcutaneous 
injections  are  usually  administered  into  the  thigh  of  in- 
fants and  in  the  deltoid  area  of  older  children  and  adults. 
Intradermal  injections  are  generally  given  on  the  volar 
surface  of  the  forearms,  except  for  human  diploid  cell 
rabies  vaccine,  with  which  reactions  are  less  severe  in  the 
deltoid  areas. 

In  the  past,  the  upper,  outer  quadrant  of  the  buttocks 
was  the  usual  site  of  intramuscular  vaccination.  The  but- 
tocks should  not  be  routinely  used  as  a vaccination  site  for 
infants  and  children;  and,  to  avoid  injury  to  the  sciatic 
nerves,  they  are  generally  not  used  in  adults.  The  central 
region  of  the  buttocks  should  be  avoided  for  all  injections; 
the  upper,  outer  quadrant  should  be  used  only  for  the 
largest  volumes  of  injection  or  when  multiple  doses  need 
to  be  given,  such  as  when  large  doses  of  IG  must  be 
administered.  The  site  selected  should  be  well  into  the 
upper,  outer  mass  of  the  gluteus  maximus  and  away  from 
the  central  region  of  the  buttocks. 

Currently,  preferred  sites  for  intramuscular  injections 
are  the  anterolateral  aspect  of  the  upper  thigh  and  the 
deltoid  muscle  of  the  upper  arm.  In  most  infants,  the 
anterolateral  aspect  of  the  thigh  provides  the  largest  mus- 
cle mass  and,  therefore,  is  the  preferred  site.  In  older 
children,  the  deltoid  mass  is  of  sufficient  size  for  intra- 
muscular injection.  An  individual  decision  must  be  made 
for  each  child,  based  on  the  volume  of  the  injected  mate- 
rial and  the  size  of  the  muscle  into  which  it  is  to  be 
injected.  Many  practitioners  prefer  to  continue  using  the 
anterolateral  thigh  until  age  3 years  before  switching  to 
the  deltoid  area.  In  adults,  the  deltoid  is  generally  used  for 
routine  intramuscular  vaccine  administration. 

C.  Techniques:  Before  giving  the  injection,  the  nee- 
dle is  inserted  in  the  site,  and  the  syringe  plunger  is  pulled 
back  to  see  if  blood  appears;  if  so,  the  needle  should  be 
withdrawn  and  a new  site  selected.  The  same  procedure  is 
followed  until  no  blood  appears.  A separate  needle  and 
syringe  should  be  used  for  each  injection.  Disposable 
needles  and  syringes  should  be  discarded  in  labeled  con- 
tainers to  prevent  accidental  inoculation  or  theft.  If  more 
than  one  vaccine  preparation  is  administered,  each  should 
be  given  at  a different  site. 

Dosage 

The  recommended  doses  of  immunobiologies  are  de- 
rived from  theoretical  considerations,  experimental  trials, 
and  clinical  experience.  Administration  of  dose  volumes 
smaller  than  those  recommended,  such  as  split  doses  or 
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intradermal  administration  (unless  specifically  recom- 
mended), may  result  in  inadequate  protection.  Exceeding 
the  recommended  dose  volumes  might  be  hazardous  be- 
cause of  excessive  local  or  systemic  concentrations  of 
antigens. 

Some  practitioners  use  divided  doses  of  vaccine  (parti- 
cularly diphtheria  and  tetanus  toxoids  and  pertussis  vac- 
cine (DTP)  to  reduce  reaction  rates.  There  has  not  been 
adequate  study  of  the  efficacy  of  such  practices  by  serolo- 
gic confirmation  or  clinical  efficacy  or  of  the  effects  on 
the  subsequent  frequency  and  severity  of  adverse  reac- 
tions. The  Committee  does  not  recommend  dividing 
doses  of  any  vaccine. 

Age  at  Which  Immunobiologies  Are  Administered 

Several  factors  influence  recommendations  concerning 
the  age  at  which  vaccine  is  administered  (Tables  1-3). 
These  include:  age-specific  risks  of  disease,  age-specific 
risks  of  complications,  ability  of  individuals  of  a given 
age  to  respond  to  the  vaccine(s),  and  potential  interfer- 
ence with  the  immune  response  by  passively  transferred 
maternal  antibody.  In  general,  vaccines  are  recommended 
for  the  youngest  age  group  at  risk  with  an  acceptable  level 
of  antibody  response  following  vaccine  administration. 
For  example,  while  infants  as  young  as  6 months  of  age 
may  be  at  risk  for  measles,  most  are  protected  by  maternal 
antibody,  which  may  inhibit  successful  active  immuniza- 
tion at  this  age.  In  the  United  States,  measles  vaccine  is 
routinely  administered  at  15  months  of  age,  by  which  time 
maternal  antibody  is  no  longer  detectable. 


In  certain  measles  epidemics,  public  health  officials 
may  recommend  measles  vaccine  for  infants  as  young  as  6 
months  of  age.  Although  a smaller  proportion  of  those 
given  vaccine  before  the  first  birthday  develop  antibody 
to  measles,  compared  with  older  infants,  the  higher  risk  of 
disease  during  an  epidemic  may  justify  earlier  immuniza- 
tion. Such  infants  should  be  reimmunized  at  the  recom- 
mended age  for  measles  vaccination  to  achieve 
protection. 

Spacing  of  Immunobiologies 

A.  Multiple  doses  of  same  antigen:  Some  products 
require  more  than  one  dose  for  full  protection.  In  addi- 
tion, it  is  ncessary  to  give  periodic  reinforcement  (boos- 
ter) doses  of  some  preparations  to  maintain  protection.  In 
recommending  the  ages  and/or  intervals  for  multiple 
doses,  the  Committee  takes  into  account  current  risks 
from  disease  and  the  objective  of  inducing  satisfactory 
protection.  Intervals  between  doses  that  are  longer  than 
those  recommended  do  not  lead  to  a reduction  in  final 
antibody  levels.  Therefore,  it  is  unnecessary  to  restart  an 
interrupted  series  of  an  immunobiologic  or  to  add  extra 
doses.  By  contrast,  giving  doses  of  a vaccine  or  toxoid  at 
less  than  recommended  intervals  may  lessen  the  antibody 
response;  doses  given  at  less  than  recommended  intervals 
should  not  be  counted  as  part  of  a primary  series. 

B.  Different  antigens:  Experimental  evidence  and  ex- 
tensive clinical  experience  have  strengthened  the  scien- 
tific basis  for  giving  certain  vaccines  at  the  same  time. 


Table  1 

RECOMMENDED  SCHEDULE  FOR  ACTIVE  IMMUNIZATION  OF  NORMAL  INFANTS  AND  CHILDREN  (SEE  INDIVIDUAL  ACIP 

RECOMMENDATION  FOR  DETAILS.) 


Recommended  age* 

Vaccine!  s ft 

Comments 

2 mo. 

DTP-1,  OPV-1H 

Can  be  given  earlier  in  areas  of  high  endemicity 

4 mo. 

DTP-2,  OPV-2 

6-weks-2mo.  interval  desired  between  OPV 
doses  to  avoid  interference 

6 mo. 

DTP-3 

An  additional  dose  of  OPV  at  this  time  is  optional 
for  use  in  areas  with  a high  risk  of  polio  exposure 

15  mo.** 

MMR++ 

18  mo.** 

DTP-4,  OPV-3 

Completion  of  primary  series 

4-6  yr.  §§ 

DTP-5,  OPV-4 

Preferably  at  or  before  school  entry 

14-16  yr. 

TdHH 

Repeat  every  10  years  throughout  life 

*These  recommended  ages  should  not  be  construed  as  absolute,  i.e.  2mos.  can  be  6-10  weeks,  etc. 

tFor  all  products  used,  consult  manufacturer’s  package  enclosure  for  instructions  for  storage,  handling,  and  administration  Immunobiologies 
prepared  by  different  manufacturers  may  vary,  and  those  of  the  same  manufacturer  may  change  from  time  to  time.  The  package  insert  should  be 
followed  for  a specific  product. 

§DTP  — Diphtheria  and  tetanus  toxoids  and  pertussis  vaccine. 

HOPV  — Oral,  attenuated  poliovirus  vaccine  contains  poliovirus  types  1,  2,  and  3. 

**Simultaneous  administration  of  MMR,  DTP,  and  OPV  is  appropriate  for  patients  whose  compliance  with  medical  care  recommendations 
cannot  be  assured. 

ttMMR  — Live  measles,  mumps,  and  rubella  viruses  in  a combined  vaccine  (see  text  for  discussion  of  single  vaccines  versus  combination). 
§§Up  to  the  seventh  birthday. 

HflTd  — Adult  tetanus  toxoid  and  diphtheria  toxoid  in  combination,  which  contains  the  same  dose  of  tetanus  toxoid  at  DTP  or  DT  and  a reduced 
dose  of  diphtheria  toxoid. 
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Most  of  the  widely  used  antigens  can  safely  and  effective- 
ly be  given  simultaneously.  This  knowledge  is  particular- 
ly helpful  in  circumstances  that  include  imminent  expo- 
sure to  several  infectious  diseases,  preparation  for  foreign 
travel,  or  uncertainty  that  the  patient  will  return  for  further 
doses  of  vaccine. 

In  general,  inactivated  vaccines  can  be  administered 
simultaneously  at  separate  sites.  It  should  be  noted, 
however,  that  when  vaccines  commonly  associated  with 
local  or  systemic  side  effects  (such  as  cholera,  typhoid. 


and  plague  vaccines)  are  given  simultaneously,  the  side 
effects  theoretically  might  be  accentuated.  When  practic- 
al, these  vaccines  should  be  given  on  separate  occasions. 

Field  observations  indicate  that  simultaneous  adminis- 
tration (on  the  same  day)  of  the  most  widely  used  live- 
virus  vaccines  has  not  resulted  in  impaired  antibody  re- 
sponse or  increased  rates  of  adverse  reactions.  Observa- 
tion of  children  indicates  that  antibody  responses  to  triva- 
lent  oral  polio  vaccine  (OPV)  given  simultaneously  with 
licensed  combination  measles-mumps-rubella  (MMR) 


Table  2 

RECOMMENDED  IMMUNIZATION  SCHEDULE  FOR  INFANTS  AND  CHILDREN  UP  TO  7TH  BIRTHDAY  NOT  IMMUNIZED  AT  THE  RECOMMENDED 
TIME  IN  EARLY  INFANCY*  (SEE  INDIVIDUAL  ACIP  RECOMMENDATIONS  FOR  DETAILS). 


Timing 

Vaccine(s) 

Comments 

First  visit 

DTP-1  ,t  OPV-l,§ 

(if  child  is  3=  15  mo  of  age, 
MMRU) 

DTP,  OPV,  and  MMR  can  be  administered 
simultaneously  to  children  2=  15  mo.  of  age 

2 mo.  after 
first  DTP,  OPV 

DTP-2,  OPV-2 

2 mo.  after 
second  DTP 

DTP-3 

An  additional  dose  of  OPV  at  this  time  is  optional 
for  use  in  areas  with  a high  risk  of  polio  exposure 

6-12  mo.  after 
third  DTP 

DTP-4,  OPV-3 

Preschool** 
(4-6  yr.) 

DTP-5,  OPV-4 

Preferably  at  or  before  school  entry 

14-16  yr. 

Tdtt 

Repeat  every  10  years  throughout  life 

*If  initiated  in  the  first  year  of  life,  give  DTP-1 ,2,  and  3,  OPV- 1 and  2 according  to  this  schedule  and  give  MMR  when  the  child  becomes  15  months 
old. 

tDTP  — Diphtheria  and  tetanus  toxoids  with  pertussis  vaccine.  DTP  may  be  used  up  to  the  seventh  birthday. 

§OPV  — Oral,  attenuated  poliovirus  vaccine  contains  poliovirus  types  1,  2,  and  3. 

HMMR  — Live  measles,  mumps,  and  rubella  viruses  in  a combined  vaccine  (see  text  for  discussion  of  single  vaccines  versus  combination). 
**The  preschool  dose  is  not  necessary  if  the  fourth  dose  of  DTP  and  third  dose  of  OPV  are  administered  after  the  fourth  birthday. 
ttTd  — Adult  tetanus  toxoid  and  diphtheria  toxoid  in  combination,  which  contains  the  same  dose  of  tetanus  toxoid  as  DTP  or  DT  and  a reduced  dose 
of  diphtheria  toxoid. 


Table  3 

RECOMMENDED  IMMUNIZATION  SCHEDULE  FOR  PERSONS  7 YEARS  OF  AGE  OR  OLDER 
(SEE  INDIVIDUAL  ACIP  RECOMMENDATIONS  FOR  DETAILS) 


Timing 

Vaccine(s) 

Comments 

First  visit 

Td-1  ,*  OPV-1.+ 
and  MMR§ 

OPV  not  routinely  administered  to  those 
3=  18  years  of  age 

2 mo.  after 
first  Td,  OPV 

Td-2,  OPV-2 

6-12  mo.  after 
second  Td,  OPV 

Td-3,  OPV-3 

OPV-3  may  be  given  as  soon  as  6 weeks 
after  OPV-2 

10  years  after 
Td-3 

Td 

Repeat  over  10  years  throughout  life 

*Td  — Tetanus  and  diphtheria  toxoids  (adult  type)  are  used  after  the  seventh  birthday  The  DTP  doses  given  to  children  under  7 who  remain 
incompletely  immunized  at  age  7 or  older  should  be  counted  as  prior  exposure  to  tetanus  and  diphtheria  toxoids  (e  g.  a child  who  previously  received 
2 doses  of  DTP,  only  needs  1 dose  of  Td  to  complete  a primary  series). 

tOPV  — Oral,  attenuated  poliovirus  vaccine  contains  poliovirus  types  1,2,  and  3.  When  polio  vaccine  is  to  be  given  to  individuals  18  years  or  older, 
IPV  is  preferred.  See  ACIP  statement  on  polio  vaccine  for  immunization  schedule  for  IPV 

§ MMR  — Live  measles,  mumps,  and  rubella  viruses  in  a combined  vaccine.  Persons  bom  before  1957  can  generally  be  considered  immune  to 
measles  and  mumps  and  need  not  be  immunized.  Rubella  vaccine  may  be  given  to  persons  of  any  age,  particularly  to  women  of  childbearing  age. 
MMR  may  be  used  since  administration  of  vaccine  to  persons  already  immune  is  not  deleterious.  (See  text  for  discussion  of  single  vaccines  versus 
combination.) 
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vaccine  are  comparable  to  those  obtained  when  the  same 
vaccines  are  given  at  separate  visits.  It  is  reasonable  to 
expect  equivalent  immunologic  responses  when  other 
licensed  combination  or  live,  attenuated-virus  vaccines  or 
their  component  antigens  are  given  simultaneously  with 
OPV.  While  data  are  lacking  on  potential  interference 
with  antibody  responses  to  measles,  mumps,  rubella, 
and/or  trivalent  oral  polio  vaccines  administered  at  diffe- 
rent times  within  1 month  of  one  another,  there  are  theore- 
tical concerns  and  data  showing  that  the  immune  response 
to  a live  virus  vaccine  might  be  impaired  if  the  vaccine  is 
administered  within  the  month  following  another  live 
virus  vaccine.  When  feasible,  live  virus  vaccines  not 
administered  on  the  same  day  should  be  given  at  least  1 
month  apart. 

No  data  indicate  that  simultaneous  administration  of 
individual  measles,  mumps,  or  rubella  antigens  at  diffe- 
rent sites  yields  different  results  from  administration  of 
the  combined  vaccines  in  a single  site. 

Data  on  the  response  to  simultaneous  administration  of 
diphtheria  and  tetanus  toxoids  and  pertussis  vaccine 
(DTP),  OPV,  and  MMR  vaccine  are  lacking.  However, 
field  experience  and  antibody  data  regarding  simul- 
taneous administration  of  either  DTP  and  measles  vaccine 
or  DTP  and  OPV  indicate  that  the  protective  response  is 
satisfactory  and  adverse  reactions  do  not  increase.  There- 
fore, simultaneous  administration  of  all  these  antigens  is 
recommended  when  individuals  require  multiple  antigens 
and  there  is  doubt  that  the  recipient  will  return  to  receive 
further  doses  of  vaccine.  Children  15  months  of  age  or 
older  who  have  received  fewer  than  the  recommended 
number  of  DTP  and  OPV  doses  fall  into  this  category 
(Table  2).  Simultaneous  administration  of  pneumococcal 
polysaccharide  vaccine  and  whole-virus  influenza  vac- 
cine gives  satisfactory  antibody  response  without  increas- 
ing the  occurrence  of  adverse  reactions.  Simultaneous 
administration  of  the  pneumococcal  vaccine  and  split- 
virus  influenza  vaccine  may  also  be  expected  to  yield 
satisfactory  results.  However,  it  should  be  kept  in  mind 
that  influenza  vaccine  should  be  administered  annually  to 
the  target  population,  whereas,  under  current  recom- 
mendations, pneumococcal  polysaccharide  vaccine 
should  only  be  administered  in  a single  dose. 

An  inactivated  vaccine  and  a live,  attenuated-virus 
vaccine  can  be  administered  simultaneously  at  separate 
sites,  with  the  precautions  that  apply  to  the  individual 
vaccines.  Some  data  suggest  that  the  simultaneous  admin- 
istration of  cholera  and  yellow  fever  vaccines  may  inter- 
fere with  the  immune  response  to  each  other.  Decreased 
levels  of  antibodies  have  been  observed  when  the  vac- 
cines are  administered  within  3 weeks  of  each  other, 
compared  with  administration  of  the  vaccines  at  longer 
intervals.  However,  there  is  no  evidence  that  protection  to 
either  of  these  diseases  diminishes  when  these  vaccines 
are  administered  simultaneously.  Therefore,  the  Commit- 
tee believes  that  yellow  fewer  and  cholera  vaccines  can  be 
administered  simultaneously,  if  necessary. 
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C.  Immune  globulin:  Immune  globulin  (IG,  formerly 
called  Immune  Serum  Globulin,  (ISG)  and  various  speci- 
fic immune  globulins  contain  antibodies  common  to  the 
population  from  which  the  pooled  plasma  used  in  their 
preparation  was  obtained.  These  antibodies  may  interfere 
with  the  effectiveness  of  live,  attenuated  vaccines  admi- 
nistered shortly  after  IG  or  specific  IG  has  been  given. 

In  general,  such  interference  is  of  little  practical  im- 
portance with  inactivated  products.  They  can,  therefore, 
be  given  anytime  after  IG  use.  With  live,  attenuated 
vaccines,  passively  acquired  antibody  may  interfere  with 
replication  of  vaccine  virus  and  thus  with  the  antibody 
response  of  the  patient.  Parenterally  administered  live 
vaccines  (e.g.  MMR  or  other  combinations)  should, 
therefore,  not  be  given  for  at  least  6 weeks,  but  preferably 
3 months,  after  the  administration  of  IG.  Preliminary  data 
indicate  that  IG  does  not  interfere  with  the  immune  re- 
sponse either  to  OPV  or  yellow  fever  vaccine. 

If  IG  administration  becomes  necessary  after  a live 
vaccine  has  been  given,  interference  may  occur.  In  gener- 
al, vaccine  virus  replication  and  stimulation  of  immunity 
will  occur  within  7 to  10  days.  Thus,  if  the  interval 
between  vaccine  and  IG  is  less  than  14  days,  vaccine 
should  be  repeated  about  3 months  after  IG  was  given, 
unless  seriologic  testing  indicates  that  antibodies  have 
been  produced;  if  the  interval  was  longer,  vaccine  need 
not  be  readministered.  If  administration  of  IG  becomes 
necessary  because  of  imminent  exposure  to  disease,  live 
virus  vaccines  may  be  administered  simultaneously  with 
IG,  with  the  recognition  that  vaccine-induced  immunity 
may  be  compromised.  The  vaccine  should  be  adminis- 
tered in  a site  remote  from  that  chosen  for  IG  inoculation. 
Vaccination  should  be  repeated  about  3 months  later, 
unless  serologic  testing  indicates  antiboides  have  been 
produced. 

Hypersensitivity  to  Vaccine  Components 

Vaccine  antigens  produced  in  systems  or  with  sub- 
strates containing  allergenic  substances,  e.g.  antigens  de- 
rived from  growing  microorganisms  in  embryonated 
chicken  eggs,  may  cause  hypersensitivity  reactions. 
These  reactions  may  include  anaphylaxis  when  the  final 
vaccine  contains  a substantial  amount  of  the  allergen. 
Yellow  fever  vaccine  is  such  an  antigen.  Vaccines  with 
such  characteristics  should  not  be  given  to  persons  with 
known  hypersensitivity  to  components  of  the  substrates. 
Contrary  to  this  generalization,  influenza  vaccine  anti- 
gens (whole  or  split),  although  prepared  from  viruses 
grown  in  embryonated  eggs,  are  highly  purified  during 
preparation  and  have  only  very  rarely  been  reported  to  be 
associated  with  hypersensitivity  reactions. 

Live  virus  vaccines  prepared  by  growing  viruses  in  cell 
cultures  are  essentially  devoid  of  potentially  allergenic 
substances  related  to  host  tissue.  On  very  rare  occasions, 
hypersensitivity  reactions  to  measles  vaccine  have  been 
reported  in  persons  with  anaphylactic  hypersensitivity  to 
eggs.  Measles  vaccine,  however,  can  be  given  safely  to 
egg-allergic  individuals  provided  the  allergies  are  not 
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manifested  by  anaphylactic  symptoms.  Since  mumps  vac- 
cine is  grown  in  similar  cell  cultures,  the  same  precau- 
tions apply. 

Screening  persons  by  history  of  ability  to  eat  eggs 
without  adverse  effects  is  a reasonable  way  to  identify 
those  possibly  at  risk  from  receiving  measles,  mumps  and 
influenza  vaccine.  Individuals  with  anaphylactic 
hypersensitivity  to  eggs  (hives,  swelling  of  the  mouth  and 
throat,  difficulty  breathing,  hypotension,  or  shock)* 
should  not  be  given  these  vaccines. 

Rubella  vaccine  is  grown  in  human  diploid  cell  culture 
and  can  be  safely  given,  regardless  of  a history  of  allergy 
to  eggs  or  egg  proteins. 

Bacterial  vaccines,  such  as  cholera,  DTP,  plague,  and 
typhoid,  are  frequently  associated  with  local  or  systemic 
adverse  effects;  these  common  reactions  do  not  appear  to 
be  allergic. 

Some  vaccines  contain  preservatives  (e.g.  thimerosal, 
a mercurial)  or  trace  amounts  of  antibiotics  (e.g. , neomy- 
cin) to  which  patients  may  be  hypersensitive.  Those 
administering  vaccines  should  carefully  review  the  in- 
formation provided  with  the  package  insert  before  decid- 
ing whether  the  rare  patients  with  known  hypersensitivity 
to  such  preservatives  or  antibiotics  should  be  given  the 
vaccine(s).  No  currently  recommended  vaccine  contains 
penicillin  or  its  derivatives. 

Some  vaccines  (e.g.,  MMR  vaccine  or  its  individual 
component  vaccines)  contain  trace  amounts  of  neomycin. 
This  amount  is  less  than  would  usually  be  used  for  the  skin 
test  to  determine  hypersensitivity.  Persons  who  have  ex- 
perienced anaphylactic  reactions  to  neomycin  should  not 
receive  these  vaccines.  Most  often,  neomycin  allergy  is  a 
contact  dermatitis,  a manifestation  of  a delayed-type 
(cell-mediated)  immune  response  rather  than  anaphyla- 
xis. In  such  individuals,  the  adverse  reaction,  if  any,  to 
neomycin  in  the  vaccines  would  be  an  erythematous, 
pruritic  papule  at  48-96  hours.  A history  of  delayed  type 
reactions  to  neomycin  is  not  a contraindication  to  receiv- 
ing these  vaccines. 

Altered  Immunocompetenee 

Virus  replication  after  administration  of  live,  attenu- 
ated-virus vaccines  may  be  enhanced  in  persons  with 
immune  deficiency  diseases,  and  in  those  with  suppressed 
capability  for  immune  response,  as  occurs  with  leukemia, 
lymphoma,  generalized  malignancy,  or  therapy  with  cor- 
ticosteroids, alkylating  agents,  antimetabolites,  or  radia- 
tion. Patients  with  such  conditions  should  not  be  given 
live,  attenuated-virus  vaccines.  Because  of  the  possibility 
of  familial  immunodeficiency,  live,  attenuated-virus  vac- 
cines should  not  be  given  to  a member  of  a household  in 
which  there  is  a family  history  of  congenital  or  hereditary 
immunodeficiency  until  the  immune  competencce  of  the 
potential  recipient  is  known.  OPV  should  not  be  given  to  a 
member  of  a household  in  which  there  is  a family  history 
of  immunodeficiency  or  immunosuppression,  regardless 

*Any  of  these  signs  or  symptoms  constitutes  a systemic  anaphylactic 
response. 


whether  acquired  or  hereditary,  until  the  immune  status  of 
the  recipient  and  the  other  family  members  is  known. 
Individuals  residing  in  the  household  of  a immunocom- 
promised individual  should  not  receive  OPV,  because 
vaccine  viruses  are  excreted  by  the  recipient  of  the  vac- 
cine and  may  be  communicable  to  other  persons. 

Severe  Febrile  Illnesses 

Minor  illnesses,  such  as  mild  upper-respiratory  infec- 
tions, should  not  postpone  vaccine  administration. 
However,  immunization  of  persons  with  severe  febrile 
illnesses  should  generally  be  deferred  until  they  have 
recovered.  This  precaution  is  to  avoid  superimposing 
adverse  effects  from  the  vaccine  on  the  underlying  illness 
or  mistakenly  identifying  a manifestation  of  the  under- 
lying illness  as  a result  of  the  vaccine.  In  persons  whose 
compliance  with  medical  care  cannot  be  assured,  it  is 
particularly  important  to  take  every  opportunity  to  pro- 
vide appropriate  vaccinations. 

Vaccination  During  Pregnancy 

On  the  grounds  of  a theoretical  risk  to  the  developing 
fetus,  live,  attenuated-virus  vaccines  are  not  generally 
given  to  pregnant  women  or  to  those  likely  to  become 
pregnant  within  3 months  after  receiving  vaccine(s).  With 
some  of  these  vaccines  — particularly  rubella,  mealses, 
and  mumps  — pregnancy  is  a contraindication.  Both 
yellow  fever  vaccine  and  OPV  can  be  given  to  pregnant 
women  at  substantial  risk  of  exposure  to  natural  infection. 
When  vaccine  is  to  be  given  during  pregnancy,  waiting 
until  the  second  or  third  trimester  to  minimize  any  con- 
cern over  teratogenicity  is  a reasonable  precaution.  If  a 
pregnant  woman  receives  a live,  attenuated- virus  vac- 
cine, there  is  not  necessarily  any  real  risk  to  the  fetus.  In 
particular,  although  there  are  theoretical  risks  in  giving 
rubella  vaccine  during  pregnancy,  data  on  previously  and 
currently  available  rubella  vaccines  indicate  that  the  risk, 
if  any,  of  teratogenicity  from  live  rubella  vaccine  is  quite 
small.  There  has  been  no  evidence  of  congenital  rubella 
syndrome  in  infants  bom  to  susceptible  mothers  who 
received  rubella  vaccine  during  pregnancy. 

Since  persons  given  measles,  mumps,  or  rubella  vac- 
cine viruses  do  not  transmit  them,  these  vaccines  may  be 
administered  with  safety  to  children  of  pregnant  women. 
Although  live  polio  virus  is  shed  by  children  recently 
immunized  with  OPV  (particularly  following  the  first 
dose),  this  vaccine  can  also  be  administered  to  children  of 
pregnant  women.  Polio  immunization  of  children  should 
not  be  delayed  because  of  pregnancy  in  close  adult  con- 
tacts. Experience  to  date  has  not  revealed  any  risks  of 
poliovaccine  vims  to  the  fetus. 

There  is  no  convincing  evidence  or  risk  to  the  fetus 
from  immunizaiton  of  pregnant  women  using  inactivated 
virus  vaccines,  bacterial  vaccines,  or  toxoids.  Tetanus 
and  diphtheria  toxoid  (Td)  should  be  given  to  inadequate- 
ly immunized  pregnant  women  because  it  affords  protec- 
tion against  neonatal  tetanus.  There  is  no  risk  to  the  fetus 
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from  passive  immunization  of  pregnant  women  with  IG 
(see  below).  For  further  information  regarding  immuniza- 
tion of  pregnant  women,  refer  to  the  American  College  of 
Obstetricians  and  Gynecologists  (ACOG)  Technical  Bul- 
letin Number  14,  May  1982. 

Adverse  Events  Following  Immunization* 

Modem  vaccines  are  extremely  safe  and  effective,  but 
not  completely  so.  Adverse  events  following  immuniza- 
tion have  been  reported  with  all  vaccines.  These  range 
from  frequent,  minor,  local  reactions  to  extremely  rare, 
severe,  systemic  illness  such  as  paralysis  associated  with 
OPV.  To  improve  knowledge  about  adverse  reactions,  all 
temporally  associated  events  severe  enough  to  require  the 
recipient  to  seek  medical  attention  should  be  evaluated 
and  reported  in  detail  to  local  or  state  health  officials  and 
to  the  vaccine  manufacturer.  It  is  frequently  impossible  to 
establish  cause-and-effect  relationships  when  untoward 
events  occur  after  receiving  vaccine(s)  since  temporal 
association  alone  does  not  necessarily  indicate  causation. 

Disease  Control  Through  Continuing  Programs 

The  best  means  of  reducing  the  occurrence  of  vaccine- 
preventable  diseases  of  childhood  (diphtheria,  pertussis, 
tetanus,  polio,  measles,  mumps,  and  rubella)  is  by  having 
a highly  immune  population.  Universal  immunization  is 
an  important  part  of  good  health  care  and  should  be 
accomplished  through  routine  and  intensive  programs 
carried  out  in  physicians’  offices  and  public  health  cli- 
nics. Programs  aimed  at  ensuring  that  all  children  are 
immunized  at  the  recommended  age  should  be  established 
and  maintained  in  all  communities.  In  addition,  all  other 
susceptible  persons  (regardless  of  age)  should  be  immu- 
nized, unless  vaccine  is  otherwise  contraindicated. 

Official  health  agencies  should  take  whatever  steps  are 
necessary,  including  development  and  enforcement  of 
school  immunization  requirements,  to  assure  that  all  per- 
sons in  schools  at  all  grade  levels  and  those  in  day-care 
centers  are  protected  against  the  vaccine-preventable  dis- 
ease of  childhood. 

Official  personal  immunization  record  cards  have  been 
adopted  by  every  state  and  the  District  of  Columbia  to 
encourage  uniformity  of  records  and  to  facilitate  the 
assessment  of  immunization  status  by  schools  and  day- 
care centers.  In  many  states,  these  cards  are  distributed  to 
new  mothers  while  they  are  still  in  the  hsopital  following 
delivery.  The  records  are  used  as  one  teaching  tool  in 
immunization  education  programs  aimed  at  increasing 
parental  awareness  of  the  need  for  vaccines.  The  Commit- 
tee recommends  the  use  of  these  standard  records  by  all 
health  care  providers. 

A permanent,  comprehensive  immunization  record 
should  be  established  for  each  newborn  infant  and  main- 
tained by  the  parent.  Physicians  should  encourage  parents 
to  use  the  record  and  should  record  all  immunization  data. 


*More  complete  information  on  adverse  reactions  to  a specific  vaccine 
may  be  found  in  the  ACIP  recommendations  for  specific  vaccines. 


Parents  or  guardians  should  be  urged  to  bring  the  record 
every  time  the  child  sees  a health  care  provider.  Health 
care  providers  should  review  the  immunization  status  of 
children  at  each  visit.  At  a minimum,  the  type  of  immuno- 
biologic  administered  and  the  date  of  administration 
should  be  entered  into  the  patient’s  immunization  record. 

Maintenance  of  personal  immunization  records  is  very 
important,  since  persons  in  this  country  relocate  frequent- 
ly. This  will  facilitate  accurate  record-keeping  for  the 
patient,  assist  with  physician  encounters,  and  fulfill  the 
need  for  documentation  of  immunization  in  schools  and 
other  institutions  and  organizations. 

Every  health  care  provider  should  maintain  a perma- 
nent record  of  the  immunization  history  of  each  patient  so 
information  can  be  updated  when  subsequent  vaccine(s) 
are  administered,  and  patients  in  need  of  immunization 
can  easily  be  identified  and  recalled.  These  records 
should  contain  the  type  of  vaccine  or  other  immunobiolo- 
gic  administered,  date  of  administration,  manufacturer, 
and  lot  number. 

Recall  or  tickler  systems  have  been  developed  to  iden- 
tify children  who  are  due  for  immunizations  or  behind 
schedule  for  immunizations  so  parents  can  be  contacted  to 
have  them  immunized.  The  Committee  recommends  the 
use  of  these  systems  by  all  health  care  providers. 

Dates  of  immunization  (at  least  month  and  year)  should 
be  required  on  institutional  immunization  records,  such  as 
those  kept  in  schools  and  day-care  centers,  to  assure  that 
children  have  received  vaccines  at  an  acceptable  age  and 
according  to  an  appropriate  schedule.  This  will  facilitate 
assessment  that  a primary  vaccine  series  has  been  com- 
pleted and  that  any  needed  boosters  have  been  obtained  at 
the  appropriate  time.  Measles,  mumps,  and  rubella  im- 
munizations should  be  considered  adequate  only  if  they 
were  administered  on  or  after  the  first  birthday  (the  cur- 
rently recommended  age  for  routine  measles  immuniza- 
tion is  15  months).  Administration  of  MMR  vaccine  at  15 
months  is  desirable  for  use  in  routine  infant-child  im- 
munization programs. 

Sources  of  Vaccine  Information 

Apart  from  these  general  recommendations,  which  are 
published  at  approximately  2-year  intervals,  the  practi- 
tioner can  draw  on  a variety  of  sources  for  specific  data 
and  updated  information  including: 

A.  Official  package  circular  — Manufacturers  pro- 
vide product-specific  information  along  with  each 
vaccine;  some  of  these  are  reproduced  in  their  entirety  in 
the  Physician’ s Desk  Reference  (PDR)  and  dated. 

B.  Morbidity  and  Mortality  Weekly  Report  (MMWR) 
— This  report  is  published  weekly  by  CDC  and  contains 
vaccine  recommendations,  reports  of  specific  disease 
activity,  policy  statements,  and  the  regular  and  special 
recommendations  of  this  Committee.  The  MMWR  will 
contain  any  necessary  updated  information  on  the  ACIP 
recommendations.  Subscription  price  for  domestic 
(United  States,  Canada,  and  Mexico)  is  $70.00  (third 
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class)  and  $90.00  (first  class),  and  the  foreign  price  is 
$140  (airmail  printed  matter)  and  $155  (airmal  letter). 
Write:  MMWR,  National  Technical  Information  Services, 
5282  Port  Royal  Road,  Springfield,  Virginia  22161. 

C.  Health  Information  for  International  Travel  — 
This  booklet  is  published  annually  by  CDC  as  a guide  to 
requirements  and  recommendations  for  specific  im- 
munizations and  health  practices  for  travel  to  various 
countries.  It  can  be  obtained  for  $5  from  the  Superinten- 
dent of  Documents,  U.S.  Government  Printing  Office, 
Washington,  D.C.  20402. 

D.  Advisory  memoranda  — Memoranda  are  pub- 
lished when  necessary  by  CDC  to  advise  international 
travelers  or  those  who  provide  information  to  travelers 
about  specific  outbreaks  of  communicable  diseases 
abroad.  These  memoranda  include  health  information  for 
prevention  and  specific  recommendations  for  immuniza- 
tion and  may  be  obtained  at  the  present  time  at  no  cost  by 
writing  the  Division  of  Quarantine,  Centers  for  Disease 
Control,  Atlanta,  Georgia  30333,  to  request  placement  on 
the  mailing  list. 

E.  The  Report  of  the  Committee  on  Infectious  Dis- 
eases of  the  American  Academy  of  Pediatrics  (Red 
Book)  — The  full  report  containing  recommendations  on 
all  licensed  vaccines  is  usually  updated  every  4-5  years. 
The  most  recent  Red  Book  was  published  in  1982.  The 
cost  is  $15.00,  plus  mailing.  It  may  be  ordered  from: 
American  Academy  of  Pediatrics,  P.O.  Box  1034,  Evan- 
ston, Illinois  60204. 

F.  Red  Book  Update  — The  Committee  on  Infectious 
Diseases  of  the  American  Academy  of  Pediatrics  pub- 
lishes its  recent  positions  and  specific  recommendations 
in  Pediatrics  after  each  quarterly  meeting.  A yearly  sub- 
scription cost  $30.00.  It  may  be  ordered  from  the  address 
listed  in  E above. 

G.  Control  of  Communicable  Diseases  in  Man  — 
This  manual  is  publsihed  by  the  American  Public  Health 
Association  at  approximately  5-year  intervals.  The  thir- 
teenth edition  (1980)  is  available  now.  The  manual  con- 
tains valuable  information  concerning  infectious  dis- 


eases, their  occurrence  worldwide,  immunization,  di- 
agnostic and  therapeutic  information,  and  up-to-date  re- 
commendations on  isolation  and  other  control  measures 
for  each  disease  presented.  It  may  be  ordered  at  a cost  of 
$7.50  from:  The  American  Public  Health  Association, 
1015  Fifteenth  Street,  N.W.,  Washington,  D.C.  20005. 

H.  Technical  Bulletins  of  the  American  College  of 
Obstetricians  and  Gynecologists  ( ACOG ) — These  bul- 
letins, which  are  updated  periodically,  contain  important 
information  on  immunization  of  pregnant  women.  A set 
may  be  ordered  at  a cost  of  $7.50  from:  American  College 
of  Obstetricians  and  Gynecologists,  Attention:  Distribu- 
tion Center,  600  Maryland  Avenue,  S.W.,  Suite  300 
East,  Washington,  D.C.  20024. 

I.  Most  state  and  many  local  health  departments  pro- 
vide routine  immunizations,  immunization  cards,  and 
schedules  to  patients.  They  also  send  out  routine  reports 
of  disease  incidence. 

J.  Additional  information  can  also  be  obtained  from 
city,  county,  or  state  health  departments,  medical 
schools,  and  large  hospitals.  Specific  questions  may  be 
addressed  to  the  Division  of  Immunization,  Centers  for 
Disease  Control,  Atlanta,  Georgia  30333,  telephone, 
(404)  329-3311. 

Patient  Information 

Parents  and  patients  should  be  informed  about  the  ben- 
efits and  risks  of  vaccines.  It  is  essential  that  the  patient  or 
responsible  person  be  given  information  concering  the 
risks  of  vaccines  as  well  as  the  major  benefits  from  vac- 
cines in  preventing  disease  in  both  individuals  and  the 
community.  Benefit  and  risk  information  should  be  pre- 
sented in  terminology  that  is  as  simple  as  possible.  No 
formal  and  legally  acceptable  statement  has  been  univer- 
sally adopted  for  the  private  medical  sector.  CDC  has 
developed  “Important  Information  Statements”  for  use 
with  federally  purchased  vaccines  given  in  public  health 
clinics.  Practitioners  may  wish  to  consider  these  or  simi- 
lar materials  for  parents  and  patients.  The  Committee 
recommends  that  there  be  ample  opportunity  for  questions 
before  each  immunization. 
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The  Impact  of  the  1981-1982  Recession  on  Medical  Practice 


AMA  CENTER  FOR  HEALTH  POLICY  RESEARCH 


The  recession  that  began  in  mid- 198 1 and  continued 
through  December  1982  was  marked  by  the  highest 
unemployment  rates  since  1940  and  reductions  in  real  (that 
is,  inflation-adjusted)  gross  national  product  to  1979 
levels.  This  economic  environment  may  have  had  a 
number  of  effects  on  physicians  and  their  practices.  This 
report  explores: 

« changes  in  weekly  patient  visits  and  net  practice  income 
over  the  course  of  the  recession;  and 
• physician  efforts  to  provide  care  for  free  or  at  reduced 
rates  for  patients  who  lost  health  insurance  due  to 
unemployment  or  who  lost  Medicaid  coverage  due  to 
program  cutbacks. 

The  data  are  from  the  initial  SMS  survey  in  fourth  quarter 
1981  and  from  surveys  thereafter  through  fourth  quarter 
1982.  Over  1200  physicians  from  a representative  sample 
of  the  population  of  nonfederal,  patient  care  physicians 
were  surveyed  in  each  quarter. 

Trends  in  Practice  Indicators 
A recession  can  affect  physicians’  practices  in  a number 
of  ways.  Reductions  in  real  income  and  increased 
unemployment  among  patients  may  decrease  their  utiliza- 
tion of  physician  services.  In  addition,  diminished  pur- 
chasing power  can  increase  unpaid  physician  billings.  This 
section  examines  trends  in  average  weekly  patient  visits 
and  average  practice  net  income  from  mid- 1981  through 
the  end  of  1982  in  order  to  assess  the  effect  of  the  reces- 
sion on  physicians’  economic  well-being. 

Average  patient  visits  per  week  for  all  patient-care 
physicians  did  indeed  fall  from  the  fourth  quarter  of  1981 
to  the  first  half  of  1982,  as  reported  in  Table  1 . However, 
this  decline  was  more  than  offset  by  increases  in  patient 
visits  from  the  first  half  to  second  half  of  1982.  This  in- 
crease occurred  in  spite  of  a deepening  of  the  recession 
in  this  period.  Overall,  average  patient  visits  increased 
by  about  1 visit  per  week  for  all  physicians  during  1982. 


SMS  Report,  May  1983,  Vol.  2,  No.  2.  Reprinted  with  the  permis- 
sion of  The  AMA  Center  for  Health  Policy  Research. 

The  AMA  Center  for  Health  Policy  Research  directs  the 
Socioeconomic  Monitoring  System  in  cooperation  with  the  AMA  Divi- 
sion of  Survey  and  Data  Resources. 
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Table  1 

AVERAGE  PATIENT  VISITS  PER  WEEK*  4th  QUARTER  1981  - 2nd  HALF  1982 


4th  Qtr 
1981 

1st  Half 
1982 

2nd  Half 
1982 

ALL  PHYSICIANS** 

132.6 

130.2 

134.1 

General  and  Family  Practice 

163.3 

160.3 

158.2 

Medical  Specialties 

121.4 

124.2 

126.4 

Surgical  Specialties 

126.4 

119.4 

124.8 

♦Includes  office  visits,  visits  on  hospital  rounds,  emergency  room  and 

outpatient  visits,  and  other  visits. 

♦♦Includes  all  specialties  except 

for  Psychiatry,  Anesthesiology, 

Radiology,  and  Pathology. 

Table  2 

AVERAGE  QUARTERLY  NET  INCOME  2nd  HALF 

1981  - 2nd  HALF  1982 

2nd  Half 

1st  Half 

2nd  Half 

1981 

1982 

1982 

ALL  PHYSICIANS 

$22,600 

$26,200 

$27,300 

SPECIALTY 

General  and  Family  Practice 

17,500 

20,300 

20,100 

Medical  Specialties 

19,600 

23,600 

24,800 

Surgical  Specialties 

27,900 

33,200 

33,100 

Other  Specialties 

22,800 

25,400 

27,600 

REGION 

Northeast 

19,400 

23,600 

23,600 

North  Central 

22,600 

25,500 

28,000 

South 

24,000 

28,400 

29,500 

West 

24,000 

26,200 

26,500 

Changes  in  patient  visits  varied  by  specialty.  Weekly 
visits  fell  by  about  five  visits  per  week  for  general  and 
family  practice  physicians  and  by  about  one  visit  per  week 
for  surgical  specialties  from  the  fourth  quarter  of  1981 
to  the  second  half  of  1982.  Physicians  in  medical 
specialties,  however,  experienced  an  increase  of  about  five 
visits  per  week  on  average.  These  changes  represent  at 
most  only  a 4 percent  change  in  patient  visits  per  week. 
We  can  conclude,  therefore,  that  utilization  of  physician 
services  remained  relatively  stable  over  the  period  con- 
sidered. Extended  insurance  coverage  may  be  one  ex- 
planation for  the  stable  utilization  rates. 

CONNECTICUT  MEDICINE,  NOVEMBER  1983 


On  average,  patients  did  not  reduce  their  utilization  of 
medical  care  even  as  the  state  of  the  economy  deteriorated. 
It  is  undeniable  that  some  individuals  deferred  visits  to 
a physician  because  they  were  unemployed,  faced  the  pro- 
spect of  unemployment,  or  were  otherwise  affected  by 
the  recession.  Nevertheless,  it  appears  that  individuals  and 
families  overall  reduced  their  expenditures  for  other  goods 
and  services  in  order  to  ensure  the  maintenance  of  their 
health  care. 

Since  patient  visits  remained  quite  stable,  we  should  ex- 
pect that  physicians’  net  practice  incomes  were  not 
adversely  affected  by  the  recession.  Data  reported  in  Table 
2 support  this  claim.  Physicians  in  all  four  specialty  groups 
actually  experienced  an  increase  in  quarterly  practice  in- 
come, net  of  expenses  but  before  taxes  over  the  period 
examined.  For  all  specialties,  there  was  a large  increase 
between  the  second  half  of  1981  and  the  first  half  of  1982. 
SMS  data  suggest  that  these  increases  in  income  occur- 
red because  of  an  increase  in  average  fees  paid  for  physi- 
cians’ services  over  this  period.  Income  trends  moderated 
from  the  first  half  of  the  second  half  of  1982,  especially 
for  general  and  family  practitioners  and  surgical 
specialists. 

Physicians  in  the  North  Central  region,  one  of  the  areas 
hardest  hit  by  the  recession,  maintained  their  income  posi- 
tions relative  to  physicians  in  the  South  and  Northwest. 
These  three  regions  experienced  virtually  identical  relative 
increases  in  quarterly  income  from  the  second  half  of  1981 
to  the  second  half  of  1982.  Physicians  in  the  West  had 
the  smallest  increase  in  quarterly  income,  both  in  relative 
and  absolute  terms.  This  result  cannot  be  explained  by 
the  recession,  since  the  West  was  only  minimally  affected 
by  the  depressed  economy.  Competition  among  providers 
may  be  more  intense  in  the  West,  limiting  increases  in 
income. 

Though  their  is  little  evidence  of  a national  effect  of 
the  recession  on  physicians,  it  is  important  to  note  that 
some  physicians  may  not  be  doing  as  well  as  practice  in- 
dicators suggest.  Effects  of  the  recession  in  localized 
areas,  such  as  specific  cities  or  states,  are  not  readily 
observed  in  small  samples  designed  to  be  representative 
of  the  profession  as  a whole.  Thus,  individual  physicians 
may  indeed  be  experiencing  some  difficulties  even  though 
this  is  not  reflected  in  the  national  average. 

Impact  of  Economy  on  Medical  Practice 

Although  overall  practice  indicators  show  little  direct 
economic  impact  of  the  recession  on  physicians,  the  state 
of  the  economy  is  indeed  having  some  effect  on  medical 
practice.  There  is  considerable  evidence  that  physicians 
have  responded  to  the  special  needs  of  those  patients  who 
were  adversely  affected  by  the  recession.  The  SMS  survey 
conducted  in  the  fourth  quarter  of  1982  inquired  as  to 
physicians’  efforts  to  assist  needy  patients.  Table  3 reports 
the  results. 


Seventy-nine  percent  of  physicians  surveyed  stated  that 
in  the  previous  month  (September  1982)  they  had  treated 
patients  who  had  lost  health  insurance  due  to  unemploy- 
ment. In  addition,  35  percent  responded  that  they  had 
treated  patients  who  had  lost  Medicaid  coverage  due  to 
program  cutbacks. 

Physicians  have  been  assisting  their  needy  patients 
through  numerous  voluntary  actions.  Of  those  physicians 
surveyed  who  were  treating  unemployed  patients  without 
health  insurance,  71  percent  provided  at  least  some  care 
for  free  or  at  reduced  rates.  Fifty-five  percent  of  those 
with  patients  who  lost  Medicaid  benefits  said  that  they 
have  provided  similar  assistance  to  patients  so  affected. 
Furthermore,  10  percent  of  physicians  surveyed  donated 
their  services  to  some  type  of  “fair-share”  program.  These 
programs  are  organized  by  community  leaders  and  state 
medical  societies  to  provide  health  care  for  those  who  have 
lost  their  primary  source  of  income  but  do  not  qualify  for 
government  assistance. 

These  efforts  to  aid  the  needy  have  affected  the  billings 
of  physicians.  Those  providing  free  or  reduced  fee  care 
to  the  unemployed  experienced  on  average  a six  percent 
decline  in  their  potential  billings  in  September  1982.  A 
five  percent  decline,  on  average,  resulted  for  those  physi- 
cians providing  similar  assistance  to  those  who  lost 
Medicaid  coverage.  Fifteen  percent  of  those  physicians 
assisting  the  needy  had  reductions  in  physician  billings 
of  over  10  percent.  Physicians  from  all  specialty  and 
geographic  areas  have  volunteered  their  services  in 
response  to  the  special  needs  of  their  patients. 

Table  3 

IMPACT  OF  THE  ECONOMY  ON  MEDICAL  PRACTICE 

IMPACT  OF  RECESSION 

Percent  of  Physicians  Treating  Some  Patients  Who  Lost 
Health  Insurance  Due  to  Unemployment  79% 

Of  Those  Physicians  Treating  Some  Patients  Who  Lost 
Benefits: 

Percent  Providing  Free  or  Reduced  Fee  Care  71 

Average  Percent  Reduction  in  Physician  Billings  6 

IMPACT  OF  MEDICAID  CUTBACKS 

Percent  of  Physicians  Treating  Some  Patients  Who  Lost 
Coverage  Due  to  Program  Cutbacks  35 

Of  Those  Physicians  Treating  Some  Patients  Who  Lost 
Benefits: 

Percent  Providing  Some  Free  or  Reduced  Fee  Care  55 

Average  Percent  Reduction  in  Physician  Billings  5 

FAIR  SHARE  PROGRAM  PARTICIPATION 

Percent  of  Physicians  Participating  in  Organized  Fair 
Share  Programs  10 
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The  President’s  Page 

Agenda  for  1983-1984 


This  is  the  time  of  year  when  the  various  county  associa- 
tions hold  their  semiannual  meetings.  It  is  my  pleasant 
responsibility  to  attend  as  many  of  these  meetings  as  possi- 
ble in  order  to  keep  all  of  our  members  informed  of  events 
taking  place  on  a state  level  and  at  the  same  time  exchange 
ideas  with  the  various  associations  so  that  organized  medicine 
will  maintain  a solidified  front  on  matters  pertaining  to  our 
profession.  The  differences  of  opinion  that  exist  among  the 
county  societies  will  hopefully  be  aired  and  resolved  to 
everyone’s  satisfaction.  It  might  be  appropriate  therefore  to 
mention  some  of  the  major  issues  on  the  agenda  for  1983-1984. 

Malpractice  insurance  is  a perennial  issue  facing  medicine.  Most  of  us  are  by  this  time 
aware  of  the  fact  that  CNA  has  raised  our  rates  approximately  15%  across  the  board. 
While  this  may  represent  a modest  increase  by  national  standards,  it  is  nevertheless  well 
beyond  acceptable  levels.  The  institution  of  insurability  committees  and  claims  review 
panels  on  a county  level  have  enabled  us  for  the  first  time  to  monitor  our  loss  experience. 
This  has  allowed  for  quicker  and  lower  cost  settlements  which  hopefully  will  lead  to  a 
reduction  in  rate  increases.  Nevertheless  we  are  still  looking  for  ways  to  improve  the  situa- 
tion. Tort  reform,  contingency  legal  fees,  and  a captive  insurance  company  are  under  con- 
tinual study. 

Government  regulation  on  a state  and  national  level  are  being  monitored  by  our  legislative 
committee.  As  of  October  1,  1983,  DRGs  have  finally  arrived  to  be  phased  in  gradually. 
It  remains  to  be  seen  whether  this  will  have  an  effective  impact  on  reducing  hospital  costs. 

A statewide  PRO  has  been  put  into  place  as  a separate  corporate  entity  in  accordance 
with  the  wishes  of  the  House  of  Delegates.  This  represents  a coalition  of  the  business, 
community,  third  part  payers,  hospitals,  and  physicians.  By  enlisting  the  active  coopera- 
tion of  other  members  of  the  community  and  at  the  same  time  having  physicians  occupy 
a majority  of  the  seats  on  the  board,  not  only  do  we  achieve  credibility  in  the  peer  review 
organization  but  also  control  over  the  peer  review  mechanism.  I would  hope  that  this  will 
be  an  effective  means  of  helping  reduce  the  cost  of  medical  care  and  at  the  same  time 
maintain  quality. 

The  predicted  surplus  of  physicians  has  not  as  yet  materialized  but  is  certainly  on  the 
horizon.  Certain  areas  of  specialization  are  beginning  to  feel  the  pinch,  and  more  and  more 
hospitals  are  addressing  the  question  of  open  vs.  closed  or  controlled  medical  staffs.  The 
legal  and  ethical  implications  of  this  issue  is  quite  obvious.  This  response  to  competition, 
along  with  an  increase  in  the  number  of  HMO’s,  IPA’s,  and  PPO’s,  probably  represents 
the  most  significant  and  far  reaching  problem  facing  the  medical  profession. 

Never  before  has  the  climate  been  so  ripe  for  possible  fragmentation  of  the  medical 
community.  I would  therefore  once  again  urge  you  all  to  belong  to  organized  medicine 
on  the  county,  state  and  national  levels  as  the  only  way  for  us  to  have  a significant  and 
unified  impact  on  the  future  of  our  profession. 

Daniel  W.  Doctor,  M.D. 

President 
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THE 

BEST  MEDICAL 
ADDRESS  IN 
FAIRFIELD  COUNTY 
IS  GETTING 
EVEN  BETTER 


Because  of  its  proximity  to 
Bridgeport  Hospital,  the  Columbia 
Towers  complex  (long  known  sim- 
ply as  ' the  Towers”)  has  been  the 
preferred  address  for  physicians 
and  other  medical  professionals  in 
the  Bridgeport  area. 

Now,  as  Columbia  Center,  it's 
going  to  be  even  better.  A total  ren- 
ovation program  includes  new 
roofs  and  exteriors,  new  energy-ef- 
ficient heating  and  air-conditioning, 
new  elevators,  expanded  and  im- 
proved parking. 

Offered  as  office  condomin- 


iums, we  will  design  and  finish  your 
space  according  to  your  needs  and 
tastes  and  ...  in  addition  to  all  the 
other  financial  benefits  of  office 
condominium  ownership  . . you 
will  be  entitled  to  a significant 
tax  credit  which  applies  to  the 
renovation  of  existing  buildings. 

Worth  a look9  Of  course  it  is. 
You’ll  find  us  at  the  corner  of 
Barnum  and  Ridgefield,  just  a 
block  away  from  Bridgeport 
Hospital.  We  have  a finished 
model  suite  ready  for  your 
inspection 


Columbia  ( Center 

SO  Ridgefield  Avenue.  Suite  215 
Bridgeport.  ( ionneetietit  ()(>(il() 

(203) 335-3 148 
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Reflections  from  the  Dean’s  Office 

Medical  Education:  Ethics  and  Principles 
CARL  F.  HINZ,  JR.,  M.D. 


The  eminent  American  educator,  Ralph  Tyler,  has 
provided  medicine  with  important  principles  to  guide  the 
education  of  those  entering  its  numbers.  In  a recent 
presentation,  Tyler  reiterated  earlier  points  he  has  made 
concerning  the  two  distinguishing  characteristics  of  a 
profession:  First,  a true  profession  is  based  on  a set  of 
principles,  the  application  of  which  requires  not  only 
knowledge,  but  “individual  judgment  and  imagination  as 
well  as  skill”;  second,  it  is  guided  by  a recognized  code 
of  ethics  which  not  only  professes  social  values  above 
personal  ones,  but  also  expects  each  member  to  commit 
to  those  values.  1 

Perhaps  redirecting  attention  to  the  characteristics  that 
Tyler  emphasizes  could  guide  the  extensive  self- 
examination  that  medical  education  is  currently  under- 
taking. There  is  now  serious  analysis  of  present  pro- 
blems in  physician  education  and  recognition  of  clearly 
predictable  future  issues  which  have  major  implications 
for  medical  practice  in  the  next  century  and,  therefore, 
relevance  for  medical  education  today.  Both  of  these 
present  and  future  issues  relate  to  Tyler’s  two  points. 

The  present  problems  are  a major  focus  of  the  study 
on  the  General  Professional  Education  of  Physicians, 
conducted  by  the  Association  of  American  Medical  Col- 
leges, and  involving  most  of  the  nation's  medical  schools 
in  a serious  look  at  their  programs.  Chief  among  the  pro- 
blems is  the  overwhelming  amount  of  information  that 
students  and  residents  are  expected  to  master.  Though 
Tyler  emphasized  that  the  principles  of  a true  profession 
must  continually  be  extended  to  ever  more  basic  infor- 
mation, the  vast  data  base  of  medicine  has  come  so  to 
dominate  the  educational  experience  that  principles  are 
sometimes  obscured  in  detail.  The  dilemma  is  not  new. 
In  1910  William  Henry  Welch,  a founder  of  the  Johns 
Hopkins  Medical  School,  admonished  that,  “It  is  im- 
possible to  impart  the  entire  content  of  medical  and 
surgical  sciences  to  the  student.  The  utmost  to  be  ex- 
pected is  to  give  the  student  a fair  knowledge  of  the  prin- 
ciples of  the  fundamental  subjects  of  medicine.”2  Rap- 
pelye  echoed  concern  about  overload  of  detail  in  a na- 
tional study  in  1932 3 as  have  many  others  since.  With 
the  recent  exponential  growth  of  bioscientific 
knowledge,  the  burden  on  today’s  student  is  that  much 
greater.  It  is  accentuated  by  the  diversity  of  highly 


CARL  F.  HINZ,  JR.,  M.D.,  Professor  and  Associate  Dean  for 
Academic  Affairs,  University  of  Connecticut  Health  Center, 
Farmington. 


specialized  teachers  in  basic  and  clinical  sciences,  all  of 
whom  believe  they  have  valuable  information  for 
trainees.  It  is  made  even  greater  by  the  trend  for  major 
qualifying,  licensing,  and  certifying  examinations  to  be 
dominated  by  a multiple  choice  mentality  which  in- 
evitably emphasizes  minute  facts  over  principles.  All  of 
these  trends  threaten  to  rob  students  and  residents  of 
some  of  the  joy  of  learning  and  are  in  part  a source  of 
the  accusation  that  medical  training  is  a dehumanizing 
experience. 

Among  portents  of  the  future  that  have  an  imperative 
quality  for  medical  education  today  are  the  revolution  in 
information  management,  the  relentless  onrush  of  exten- 
sive technology,  the  diminishing  fraction  of  national 
resources  available  to  medicine,  and  an  aging  population 
with  its  large  medical  needs.  Together  they  clearly  mean 
that  the  ethical  dimensions  of  medical  decision  making 
are  enlarging  significantly,  and  need  to  be  addressed  in 
the  educational  programs  of  today.  It  is  not  enough  that 
ethical  issues  (and  related  legal  ones)  be  dealt  with  im- 
plicitly; they  require  explicit  consideration,  in  both  the 
classroom  and  in  managing  clinical  problems  under  ex- 
pert supervision.  J.J.  Healey,  J.D.,  a faculty  member  at 
the  University  of  Connecticut  School  of  Medicine  and 
regular  essayist  in  this  journal,  is  providing  students  and 
residents  just  that  kind  of  supervision. 

Old  teaching  practices  change  with  difficulty.  Change 
requires  energy  and  resources.  Academic  medical 
centers  and  teaching  hospitals  face  the  same  reduction  of 
resources  and  an  increasingly  competitive  environment 
that  challenge  medicine  everywhere.  Thus,  educational 
efforts  are  likely  to  receive  proportionately  less,  rather 
than  more,  attention.  However,  if  medical  teachers  can 
take  the  risk,  invest  the  energy,  and  redirect  attention  to 
central  principles  (resisting  the  compulsion  to  tell 
everything  they  know);  and  if  time  and  expertise  can  be 
mobilized  in  classroom  and  clinic  to  address  the  ethical 
aspects  of  medicine,  then  Tyler’s  requirements  for  a true 
profession  can  be  met.  If  medicine  cannot  achieve  that 
redirection,  there  is  the  real  possibility  that  its  practi- 
tioners will  become  mere  technicians,  and  it  will  cease 
to  be  seen  as  a true  profession. 
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If  you  could  examine  professional  liability  insurance 
the  way  you  examine  your  patients . . . 

the  choice  would  be  clear. 


Professional  liability  insurance  programs  are  not  created  equal.  When  you  choose  a 
program  to  protect  your  practice,  you  want  to  be  sure  you’re  getting  the  very  best  coverage 
available  - and  that’s  exactly  what  you  get  with  your  County  Association/CSMS-sponsored 
Physicians  Protection  Program  from  CNA  Insurance. 

For  example,  claims  handling  is  one  important  feature  which  makes  this  association- 
sponsored  program  the  clear  choice.  As  an  insured  member  of  the  program,  any 
professional  liability  claim  brought  against  you  is  fully  evaluated  by  a county-based  Claim 
Review  Committee.  Comprised  of  physicians  like  yourself,  and  including  any  needed 
specialists  in  the  particular  medical  field  concerning  the  claim,  this  committee  will  provide 
expert  appraisal  of  medical  facts.  In  no  case  will  CNA  ever  settle  a claim  without  your 
prior  consent. 

Find  out  more  reasons  why  the  Physicians  Protection  Program  from  CNA  is  the  clear 
choice  of  your  County  Association  and  the  CSMS.  You’ll  find  it’s  the  clear  choice  for  you, 
too!  Contact  your  local  CNA  agent  or  program  administrator  today. 

Program  Administrator: 

Joseph  Flynn 

AAW  Physician  Plans,  Inc. 

225  Spring  Street 
Wethersfield,  Connecticut  06109 
(230)563-8111 

Your  association/ society-sponsored  CNA  Physicians  Protection  Program  is  underwritten  by 
Continental  Casualty  Company,  one  of  the  CNA  Insurance  Companies. 


CNA 
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LAW,  MEDICINE  AND  PUBLIC  POLICY 


Dying,  Death  and  Public  Policy 

JOSEPH  M.  HEALEY,  J.D. 


Two  decades  of  extensive  public  discussion  have  not 
eliminated  concern  and  confusion  about  the  rights  and 
duties  of  health  care  practitioners  and  patients  during  the 
dying  process.  It  is  not  unexpected,  therefore,  that  two 
of  the  most  eagerly  awaited  reports  of  the  President’s 
Commission  for  the  Study  of  Ethical  Problems  in 
Medicine  and  Biomedical  and  Behavioral  Research  were 
those  dealing  with  the  determination  that  death  has  oc- 
curred and  the  decision  to  forego  life-sustaining  treat- 
ment. Each  represents  a major  contribution  to  the 
development  of  a coherent  public  policy  in  legal  regula- 
tion of  the  dying  process  and  is  worthy  of  further  ex- 
amination by  physicians  and  others  involved  with  caring 
for  the  dying  patient. 

The  issues  surrounding  the  acceptance  of  new  stand- 
ards for  determining  that  death  has  occurred  were 
among  the  first  examined  by  the  President’s  Commis- 
sion. 1 It  concluded  that  progress  in  medical  treatment 
necessitates  a restatement  of  the  standards  for  determin- 
ing that  death  has  occurred.  The  Commission  judged 
that  there  ought  to  be  general  physiological  standards 
(rather  than  specific  criteria  and  tests)  which  should  be 
expressed  in  uniform  statutes  passed  by  each  state. 
These  standards  would  reflect  the  fact  that  though  a 
unitary  phenomenon,  death  can  be  accurately  demon- 
strated either  on  the  traditional  grounds  of  irreversible 
cessation  of  heart  and  lung  function  or  on  the  basis  of  ir- 
reversible loss  of  function  of  the  entire  brain.  After  con- 
siderable discussion,  the  Commission  endorsed  the 
"Uniform  Determination  of  Death  Act:” 

“An  individual  who  has  sustained  either  (1)  irreversi- 
ble cessation  of  circulatory  and  respiratory  functions, 
or  (2)  irreversible  cessation  of  all  functions  of  the  en- 
tire brain,  including  the  brain  stem,  is  dead.  A deter- 
mination of  death  must  be  made  in  accordance  with 
accepted  medical  standards.”2 
In  past  columns,  I have  argued  that  such  a statute  is  un- 
necessary. Nonetheless,  after  two  recent  Connecticut 
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cases  demonstrated  that  some  physicians  and  hospitals  in 
our  state  are  reluctant  to  use  such  standards  absent  clear 
statutory  authority,  I have  shifted  my  position  slightly 
and  now  actively  support  the  passing  of  the  Uniform 
Determination  of  Death  Act  in  Connecticut  as  a step 
toward  eliminating  any  remaining  uncertainty  about  the 
legal  acceptance  of  such  standards. 

It  is  impossible  to  do  justice  in  a short  summary  to  the 
magnificent  550  page  report  of  the  Commission  dealing 
with  decisions  to  forego  life-sustaining  treatment.  ' 
Building  upon  its  previous  report  dealing  with  consent 
and  health  care  decision  making,  the  Commission  has 
assembled  a comprehensive,  thorough  examination  of 
this  most  controversial  area  of  health  care  policy.  The 
Report  is  divided  into  two  parts.  The  first  examines  the 
general  principles  to  be  applied  in  the  context  of  refusal 
of  treatment  by  competent  adults.  The  second  part  deals 
with  four  patient  groups  presenting  issues  of  special  con- 
cern: patients  lacking  decision  making  capacity;  patients 
with  permanent  loss  of  consciousness;  seriously  ill 
newborns;  and  hospitalized  patients  for  whom  resuscita- 
tion decisions  must  be  made.  The  three  chapters  of  part 
one  provide  an  excellent  introduction  to  the  setting  and 
the  origin  of  contemporary  concerns.  The  operative 
principle  identified  is  one  of  self-determination  — that 
adult  persons  of  sound  mind  have  the  right  to  make  deci- 
sions about  their  lives  and  that  the  choice  of  such  a per- 
son should  determine  whether  or  not  life-sustaining 
therapy  should  be  undertaken.  Health  practitioners  have 
a responsibility  to  assist  patients  in  carrying  out  this 
responsibility  in  an  effective  manner.  One  highlight  of 
the  first  part  of  the  book  is  a section  describing  four 
traditional  moral  distinctions  and  their  role  in  good 
medical  decision  making.  The  four  include:  acting  ver- 
sus omiting  to  act;  withholding  versus  withdrawing 
treatment;  intended  consequences  versus  unintended  but 
foreseeable  consequences  and  ordinary  versus  extraor- 
dinary treatment.  Physicians  should  find  of  particular  in- 
terest the  conclusion  of  the  Commission  that  the  distinc- 
tion between  ordinary  and  extraordinary  treatment  has 
become  so  confused  that  its  continued  use  in  public 
policy  debates  is  undesirable.  As  the  Commission  points 
out: 
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"Although  those  who  share  a common  understanding 
of  its  meaning  may  still  find  it  helpful  in  counseling 
situations,  the  Commission  believes  that  it  is  better 
for  those  involved  in  the  difficult  task  of  establishing 
policies  and  guidelines  in  the  area  of  treatment  deci- 
sions to  avoid  employing  these  phrases.  Clarity  and 
understanding  in  this  area  will  be  enhanced  if  laws, 
judicial  opinions,  regulations,  and  medical  policies 
speak  instead  in  terms  of  the  proportionate  benefit 
and  burdens  of  treatment  as  viewed  by  particular  pa- 
tients. With  the  reasoning  thus  clearly  articulated,  pa- 
tients will  be  better  able  to  understand  the  moral 
significance  of  the  options  and  to  choose 
accordingly.”4 

The  second  part  of  the  report  addresses  four  signifi- 
cant areas  of  concern  involving  patients  incapable  of  ex- 
pressing their  own  preferences  with  respect  to  treatment. 
The  review  of  these  problems  by  the  Commission  is  sup- 
ported by  extensive  appendices  containing  examples  of 
policy  documents,  legislation  and  other  relevant 
material.  The  recommendations  reflect  the  strong  desire 
of  the  Commission  to  assure  that  when  patients  are 
unable  to  express  their  wishes,  that  an  appropriate  sur- 


rogate, usually  a family  member,  should  be  permitted  to 
act  to  execute  the  patient’s  wishes.  The  Commission  is 
quite  clear  that  recourse  to  the  Courts  should  be 
restricted  to  relatively  small  number  of  serious  situa- 
tions. In  general,  families,  health  care  institutions  and 
professionals  should  work  together  to  make  decisions 
for  patients  who  lack  decision  making  capacity. 

These  Reports  are  expected  to  provide  the  framework 
for  the  development  of  medical  law  in  these  areas  over 
the  next  decade.  They  represent  a thoughtful  examina- 
tion of  what  remains  as  the  unfinished  agenda  of  the  law- 
medicine  relation.  They  are  recommended  to  all  in- 
terested in  these  problems. 
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“Herpecin-L  Up  Balm  is  the  treatment  of 
choice  for  peri-oral  herpes QP,  New  York 

"in  the  management  of  herpes  labialis, 
Herpecin-L  is  a conservative  approach 
with  tow  risk-high  benefit.”  Derm.,  Miami 

■ 

“Staff  and  patients  find  Herpecin-L 
remarkably  effective.”  Derm.,  New  Orleans 


OTC.  See  P.D.R.  for  Information. 
For  trade  packages  to  make  your 
own  clinical  evaluation,  write: 
Campbell  Laboratories  Inc. 
P.O.  Box  812-N.  FDR,  NY,  NY  10150 


In  Connecticut,  “Herpecin-L''  Cold  Sore  Lip  Balm  is 
available  at  all  C\/S  Pharmacies  and  other  select  pharmacies. 
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The  Resident’s  Page 

Introducing:  The  First  Annual  Connecticut 
Resident’s  Symposium  On  Cancer 


Every  spring  in  conjunction  with  its  annual  meeting, 
the  CSMS  puts  on  a Scientific  Assembly  often  featuring 
nationally  noted  speakers  or  panel  discussion  on  a topic 
of  general  interest.  These  have  been  well  attended  by 
physicians  from  all  over  the  state  and  all  specialties,  and 
serve  as  a first  rate  educational  forum. 

Beginning  this  spring,  the  Resident  Physician  Section 
will  present  an  important  new  part  of  this  assembly.  We 
are  soliciting  papers  written  by  residents  in  training  in 
Connecticut  to  be  presented  as  a symposium  on  cancer. 
Any  resident  physician  may  submit  an  abstract  for  con- 
sideration and  the  most  meritorious  will  be  selected  to  be 
read  by  the  authors  before  the  assembly. 

The  roots  of  this  idea  can  be  traced  in  a number  of 
directions.  Certainly  the  key  individual  in  developing 
the  concept  is  Dr.  Robert  Sax  of  Bridgeport.  It  was  he 
who  originally  conceived  the  idea  of  a cancer  sym- 
posium, and  he  has  provided  us  with  a great  deal  of 
liaison,  support  and  enthusiasm.  Dr.  Ed  Dunn,  program 
chairman  for  this  year's  scientific  assembly,  has  also 
provided  assistance  and  encouragement.  Dr.  Arthur 
Knowlton,  Chairman  of  the  Society’s  Cancer  Coor- 
dinating Committee  is  facilitating  the  involvement  of 
other  cancer-related  organizations. 

A number  of  these  organizations  will  be  joining  us  as 
sponsors.  The  Connecticut  Chapter  of  the  American 
College  of  Surgeons  and  the  Connecticut  Society  of 
American  Board  Surgeons  will  provide  our  cash  awards, 
and  the  American  Cancer  Society,  Connecticut  Divi- 
sion, will  be  helping  us  with  publicity  and  mailings.  The 
State  Medical  Society  will  provide  us  with  the  room  and 
technical  assistance  to  stage  this  forum.  The  key  part  is 
still  to  be  done,  however.  We  residents  need  to  take  time 
out  from  our  demanding  schedules  to  actually  record 
some  of  our  projects  on  paper,  and  devote  an  afternoon 
to  sharing  them  with  the  physicians  of  the  state. 

Each  year  in  the  fall  the  Connecticut  Chapter  of  the 
American  College  of  Surgeons  has  sponsored  a resident 
competition  based  on  the  subject  of  trauma.  This  has 
been  an  increasingly  successful  and  popular  meeting, 
and  we  would  like  to  flatter  the  organizers  of  this  project 
with  a second  annual  resident  competition.  This  would 
be  even  broader  in  scope  and  open  to  all  post-graduate 
physicians  of  the  state. 


The  topic  of  cancer  is,  I think,  particularly  well 
chosen.  In  almost  every  residency,  the  detection  and 
treatment  of  patients  afflicted  with  cancer  makes  up  a 
substantial  part  of  the  residents'  efforts.  It  is  a deliberate- 
ly broad  and  wide-open  subject.  I would  like  to  hear 
presentations  from  all  disciplines  with  many  perspec- 
tives and  approaches.  I am  sure  we  are  all  familiar  with 
the  literature  of  our  own  specialty,  but  this  will  be  a 
good  chance  to  hear  what  others  are  saying  as  well. 

In  addition,  for  the  resident  physicians  who  participate 
it  will  serve  as  a vehicle  to  better  learning  and  coopera- 
tion. There  is  no  better  way  to  learn  a topic  than  to  pre- 
sent it  to  others.  Even  a five-to  seven-minute  talk 
represents  a significant  effort,  and  creating  and  recor- 
ding projects  of  my  own  has  given  me  a new  insight  into 
critically  appraising  the  literature.  At  present  there  is  lit- 
tle interchange  among  diverse  training  programs 
throughout  the  state;  I would  hope  this  will  bring 
residents  together  and  extend  personal  as  well  as  profes- 
sional relations. 

Though  all  the  papers  presented  will  be  authored  by 
residents,  we  are  not  excluding  staff  and  attending  physi- 
cians. On  the  contrary,  I hope  you  will  all  participate  by 
encouraging  and  assisting  residents  in  writing  these 
papers,  and  just  as  important,  support  us  by  attending 
our  symposium  (and  bringing  your  residents)  to  see  and 
hear  what  the  physicians  in  training  of  our  state  can  do. 

The  date  for  the  symposium  will  be  Thursday,  May 
10,  1984,  from  3:30  to  6:00  p.m.  A cocktail  hour  and 
dinner  will  follow  with  awards  for  the  winning  papers. 
The  place  will  be  the  new  Parkview  Hilton  Hotel  in 
downtown  Hartford.  This  competition  is  open  to  all 
physicians  in  residency  training  in  Connecticut.  Details 
will  be  presented  in  a letter  to  be  mailed  to  all  residents 
and  program  directors  in  the  state.  Deadline  for  com- 
pleted entries  will  be  February  29,  1984,  so  start 
assembling  your  work  soon. 

I am  enthusiastic  about  the  promise  of  this  new  sym- 
posium, though  there  are  doubtless  many  pitfalls  ahead. 
I welcome  any  assistance  or  ideas  you  may  care  to  share 
with  me,  and  hope  to  see  all  of  you  in  May. 

Lee  R.  Morisy,  M.D.,  President 
CSMS  Post  Graduate  Physicians  Section 
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Why  do  more  than  2,800  Connecticut 
physicians  participate  in 
the  Century  Plan? 


They  looked  at  the  facts. 


And  they  liked  what  they  saw. 

They  appreciated  the  convenience 
of  Blue  Cross  & Blue  Shield's  policy 
of  direct  payment  for  covered  services 
to  Century  Plan  participating  providers 
- a feature  not  readily  available  in 
other  health  coverage  plans. 

The  fact  that  Blue  Cross  & Blue 
Shield  finances  the  health  care  of 
over  half  the  population  of  Connecti- 
cut really  impressed  them.  They 
recognized  this  is  especially  significant 
during  a tight  economy  when  cost- 
conscious  subscribers  tend  to  select 
participating  providers. 

Why  do  more  than  2,800  Connecti- 
cut physicians  participate  in  the  Cen- 
tury Plan?  They  liked  what  they  saw. 


If  you'd  like  more  information 
regarding  participation,  call  our  Pro- 
fessional Relations  Department  at 
toll-free  1-800-922-1742,  ext.  202 
or  in  the  New  Haven  area  265-8202, 
or  write  to  Professional  Relations  De- 
partment, Blue  Cross  & Blue  Shield 
of  Connecticut,  370  Bassett  Road, 
North  Haven,  CT  06473. 


Blue  Cross 
Blue  Shield 

of  Connecticut 
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EDITORIAL 


“Grants  Tinker” 

A few  months  ago,  the  Bridgeport  Council  on  Adoles- 
cent Pregnancy  submitted  a $45,000  grant  proposal  to 
the  State  of  Connecticut.  It  was  turned  down.  Why  is 
this  unusual?  Everyone  knows  that  the  Maternal  and 
Child  Health  block  grant  money  is  extremely  limited.  In 
every  contest,  there  must  be  winners  and  losers. 
Bridgeport  lost.  So  what? 

So.  . . many  things  don't  make  sense  in  the  entire 
grants  process.  For  instance:  Bridgeport  is  the  largest  ci- 
ty in  Connecticut.  It  has  the  third  highest  teenage 
pregnancy  rate  in  the  state,  after  Hartford  and  New 
Haven.  Together,  the  latter  cities  have  received  close  to  a 
million  dollars  already  in  foundation  money  to  deal  with 
the  problem  of  teenage  pregnancy.  To  date,  Bridgeport 
has  received  one-twentieth  of  that  amount.  Yet  both 
Hartford  and  New  Haven  had  projects  which  were  suc- 
cessful in  the  grants  contest.  The  State  of  Connecticut 
only  had  $115,000  to  distribute.  It’s  the  triumph  of 
Reaganomics:  the  rich  are  getting  rich,  and  the  poor  are 
getting  nothing. 

The  Bridgeport  proposal  may  not  have  been  an  ideal 
project  or  a stellar  display  of  grant-writing,  but  why 
should  it  have  to  be?  If  the  need  is  there,  why  shouldn’t 
those  agencies  who  have  the  money  to  distribute  work 
with  those  hospitals  or  those  cities  where  the  need  is 
greatest?  Why  treat  the  Request  for  Funding  Proposal 
(RFP)  process  as  if  it  were  a sacred  rite?  Doesn’t  it  mere- 
ly encourage  the  emergency  of  a super-race  of  superb 
grant-writers?  If  the  need  is  there  and  the  money  is 
there,  why  not  match  the  money  to  the  need,  instead  of 
making  a beauty  contest  out  of  it?  Is  there  any  relation- 
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reflect  the  policies  of  CSMS. 


ship  between  what  is  written  in  the  RFPs  and  what  ac- 
tually is  produced?  Funds  can  be  shifted  here  and  there, 
site  visitors  can  be  taken  on  very  guided  tours,  and 
statistics  can  be  tailored  to  fit  whatever  requirements  are 
made.  A "professional  grant-writer”  can  work  miracles. 
But  they  may  be  creating  an  artificial  need,  not  trying  to 
remedy  a Real  Need.  Match  the  money  to  the  real  needs. 
It’s  that  simple.  But  — proponents  of  the  system  would 
argue -the  RFP  process  is  democratic:  the  best  pro- 
posals win.  This  is  probably  true,  but  the  best  proposals 
are  not  always  the  best  projects  or  the  most  needed  pro- 
jects. Grantsmanship  wins. 

There  are  solutions  to  this  problem,  but  they  are  not 
easy  ones.  The  government  and  the  foundations  need  to 
think  about  what  they  are  trying  to  foster,  and  in  what 
fashion.  Then  they  need  to  survey  what  already  exists. 
And  finally,  they  need  to  identify  specific  regions, 
hospitals,  cities,  etc.  that  might  require  assistance  and 
see  what  programs  can  be  set  up.  If  blue-ribbon  commit- 
tees are  created  to  judge  grants,  they  must  be  represen- 
tative of  the  field  involved.  (In  the  Connecticut  grants 
process,  for  example,  none  of  the  grant  reviewers  was 
a pediatrician,  a gynecologist,  or  an  adolescent  medicine 
specialist!  Most  were  from  Hartford  or  New  Haven). 
With  the  current  tight  fiscal  situation,  money  should  be 
allocated  in  a fair  and  equitable  manner.  If  millions  of 
dollars  have  already  been  poured  into  a community,  why 
grant  more  — even  if  their  project  is  outstanding  — when 
other  communities  are  desperate  for  money?  And  final- 
ly, why  does  the  grants  process  have  to  be  “all  or 
nothing?”  Perhaps  only  part  of  a grant  proposal  deserves 
funding.  Perhaps  certain  modifications  need  to  be  made. 
Perhaps  certain  budgetary  items  are  unreasonable. 
There  is  very  little  room  in  the  RFP  system  for  negotia- 
tion, modification,  or  revision.  It’s  winner-take-all.  Vin- 
tage Americana. 

Victor  C.  Strasburger,  M.D. 

Director  of  Adolescent  Medicine, 

Bridgeport  Hospital; 

Associate  Clinical  Professor  of  Pediatrics, 

Yale  University  School  of  Medicine. 
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(203)  865-0587. 

CONNECTICUT  MEDICINE  is  the  official  publication  of  the  Con- 
necticut Medical  Society,  a voluntary  non-profit  association  organized 
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NEW  YORK  FERTILITY 
RESEARCH  FOUNDATION,  INC. 

For  the  Investigation  of  Problems  of 
Human  Infertility 

The  Foundation  provides  a complete  diag- 
nostic and  consultation  service  for  infertile 
couples.  Investigations  are  conducted  bv  well- 
known  specialists  in  conjunction  with  consul- 
tants in  the  various  fields  of  medicine  related 
to  infertility. 

The  Foundation  is  supported  by  an  in-house 
modern  laboratory  equipped  to  do  most  tests 
required  for  diagnosis  and  treatment.  Litera- 
ture on  request. 

1430  Second  Avenue,  New  York,  N.Y.  10021 
Phone:  744-5500 


it  pays  to  take 
a closer  look  at 
Tax  Shelters. 

It  you’re  looking  for  better 
income  tax  deductions  or  tax 
shelter  benefits,  take  a closer 
look  at  Professional  Services  of 
America.  For  financial  planning 
opportunities,  we  can  offer  a 
wide  variety  of  real  estate 
investments,  tax-free  municipal 
bonds  and  other  ideas  to  save 
you  substantial  tax  dollars  For 
complete  details,  just  mail  the 
coupon  below  to:  R D Satell 
Professional  Services  of 
America,  41  Jerome  Avenue, 
Bloomfield,  CT  06002  or  call 
(203)  243-1425. 
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PROFESSIONAL  SERVICES  OF  AMENICA 

'll  JEROME  AVENUE/BLOOMFIELD.  CT  06002/(203)  243-1425 
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FROM  THE  EXECUTIVE  DIRECTOR’S  OFFICE 


160  St.  Ronan  Street,  New  Haven,  Conn.  06511 


Telephone  865-0587 


Francis  G.  Sweeney 
Assistant  Executive  Director 
Public  Affairs 


Timothy  B Norbeck.  Executive  Director 
Josephine  P l indquist.  Associate  Executive  Director 

Robert  J Bruneil 
Assistant  Executive  Director 
Scientific  Activities 


Richard  .1  Fiorentino 
Coordinator 
Special  Services 


Council  Meeting 

Thursday,  September  15,  1983 

Attendance 

Present  were:  Drs.  Doctor,  Whalen,  Jr.,  Sadowski, 
Zlotsky,  Mendillo,  Ahrens,  Friedberg,  Van  Syckle, 
James,  Abbot,  Freedman,  Petrie,  Orphanos,  Beck, 
Eslami,  Bobruff,  Villa,  Ragusa,  Sullivan,  Jr.,  Alisberg, 
Reyelt,  Jr.,  Sweet,  McDonnell,  Czarsty,  Ahamed  and 
Leach. 

Also  present:  Mr.  Norbeck,  Mrs.  Lindquist,  Mr. 
Bruneil,  Mr.  Fiorentino,  Mr.  Sweeney,  Mr.  Tomat 
(FCMS),  Mrs.  Harney  (NHCMA),  Mrs.  Sandler  (Presi- 
dent, Auxiliary)  and  Dr.  Morisy  (President,  Post 
Graduate  Physicians  Section). 

Absent  were:  Drs.  Hecklau,  Parrella,  Hess,  Can- 
zonetti,  Kaess,  Concannon,  Waldron,  Sharon  and 
Fabro. 

Reports  from  Physicians  Serving  on  State 
and  Federal  Agencies 

Mr.  Fiorentino  briefly  summarized  his  report  drawing 
particular  attention  to  the  section  concerning  Madigan’s 
Proposal  for  Certificate-of-Need  thresholds  both  at  the 
state  and  federal  level.  He  noted  that  states  with  lower 
CON  thresholds  could  retain  them  if  they  could 
demonstrate  that  they  had  adequate  resources  to  conduct 
the  more  extensive  reviews. 

Dr.  Eslami  reported  on  the  current  efforts  of  the 
Statewide  Health  Coordinating  Council’s  Task  Forces  on 
Ambulatory  and  Acute  Care  to  secure  a “data  set  re- 
quirements that  would  be  useful  for  both  Statewide  and 
individual  hospital  planning  activities.” 

Report  of  the  President 

Daniel  W.  Doctor,  M.D.,  reported  on  a letter  he  had 
received  from  Edmund  F.  Hecklau,  M.D.,  the  Speaker 
of  the  CSMS  House  of  Delegates,  indicating  his  desire 
to  resign  from  that  position  due  to  his  other  professional 
obligations.  The  CSMS  Bylaws  stipulate  that  upon  the 
resignation  of  the  Speaker,  the  Vice-Speaker  shall  im- 
mediately become  Speaker  and  shall  serve  for  the  re- 
mainder of  the  term  of  his  immediate  predecessor.  A 
motion  to  nominate  a Vice-Speaker  was  tabled  until  the 
October  26  meeting  of  the  Council. 

President  Doctor  apprised  the  Council  of  the  luncheon 
meeting  that  he  and  fellow  officers  of  the  CSMS  held 


recently  with  John  Driscoll,  President  of  the  Connecticut 
AFL-CIO.  It  was  VOTED  to  invite  Mr.  Driscoll  or  his 
representative  to  meet  with  the  Council  at  its  October  26 
meeting  for  a discussion  of  pertinent  health  care  matters. 

Dr.  Doctor  also  discussed  the  matter  of  having  legal 
counsel  attend  Council  meetings  in  addition  to  the  House 
of  Delegates  sessions  which  she  attends  regularly.  It  was 
VOTED  to  have  Attorney  Linda  Randell  continue  her  at- 
tendance at  the  House  of  Delegates  meetings  and  to  at- 
tend appropriate  Council  meetings  when  needed. 

The  President  also  discussed  the  promotion  of  CSMS 
and  AM  A membership  among  Connecticut  physicians. 
He  further  discussed  the  tenure  and  distribution  of  the 
AMA  delegation.  Following  discussion  it  was  VOTED 
to  appoint  an  Ad  Hoc  Committee  to  pursue  the  subject 
and  make  recommendations  to  the  Council  concerning 
this  issue. 

Report  of  the  Executive  Director 

Tim  Norbeck  reported  on  his  meeting  the  day  before 
in  Chicago  as  part  of  the  Advisory  Committee  to  the 
AMA  Executive  Vice-President.  Mr.  Norbeck  men- 
tioned that  the  six  New  England  states  and  New  York 
were  among  the  worst  ten  states  in  percent  of  state 
membership  which  joined  the  AMA.  He  also  pointed  out 
the  degree  of  importance  the  AMA  attached  to  the 
decline  over  the  years  of  autopsies  performed  on  patients 
who  had  died  in  hospitals.  In  Chicago,  and  it  is  believed 
that  the  country  follows  the  same  trend,  autopsies  declin- 
ed from  51%  in  1965  to  a present  15-20%.  Reasons  for 
the  decline  were  as  follows: 

a.  Physicians  did  not  recognize  need  for  autopsies  when 
new  technology  was  considered. 

b.  Families  often  express  the  “George  has  suffered 
enough”  objection  and  others  oppose  it  for  religious 
reasons. 

c.  Decline  in  required  laboratory  experience  for  medical 
school  students. 

d.  Few  funds  available  to  finance  autopsies  and  neither 
the  government  nor  the  Blues  even  made  it  a line  item 
for  direct  payment. 

AMA  is  encouraging  more  autopsies  as  a result  of 
resolution  137  which  had  been  approved  by  the  AMA 
House  of  Delegates  in  June  of  1983. 

The  above  are  only  two  of  the  issues  which  were 
reported  on  to  the  Council. 


VOLUME  47,  NO.  11 


735 


Legislation 

Dr.  Friedberg  discussed  the  issue  of  the  impaired 
physician  and  mentioned  that  two  committee  meetings 
had  been  held  in  Hartford  during  the  month  of  June.  If 
present  differences  and  concerns  can  be  worked  out,  a 
legislative  proposal  may  be  submitted  to  the  Council  for 
its  endorsement  before  submission  to  the  legislature. 

The  legislation  chairman  also  reviewed  the  legislative 
counsel  situation  and  explained  that  a decision  had  not 
yet  been  made  for  1984.  It  was  VOTED  that  staff,  with 
the  approval  of  the  Committee  on  Legislation,  be  em- 
powered to  hire  a lobbyist  for  the  coming  session. 

CSMS  Computer 

Tim  Norbeck  reported  that  the  Executive  Office  has 
held  discussions  and  site  visits  with  five  computer  firms 
and  has  sought  software  programs  from  the  AM  A,  and 
state  and  county  medical  associations  which  already 
have  computer  systems.  After  the  information  has  been 
received,  the  Ad  Hoc  Committee  on  Computers  will 
meet  to  discuss  the  options  available  to  the  Society. 

It  was  VOTED  to  appoint  Drs.  Arthur  D.  Keefe, 
(Chairman),  Martin  D.  Nadel,  Alvin  Lichtman,  Hamp 
S.  Pratt  and  Arturo  Villa  as  members  of  the  Ad  Hoc 
Committee  on  Computers. 

Connecticut  Peer  Review  Organization  Update 
Dr.  Whalen  made  a presentation  concerning  the  stages 
of  development  of  the  CPRO  since  the  Council  meeting 
of  July  and  highlighted  the  following: 

a.  CPRO  was  incorporated,  August  1983. 

b.  Board  Composition  and  membership— 19  physicians 
and  12  others  (hospital,  industry,  insurance  and  other 
professions)  and  a complete  list  of  representatives 
was  read. 

c.  First  CPRO  Board  Meeting  August  18,  1983. 

d.  Officers  elected:  Dr.  William  A.  Whalen,  Jr.- 
President  (Eastern  Connecticut),  Dr.  William  A. 
Schear  — Vice-President  (Hartford  Area),  Mr.  Carl 
Lindquist  — Secretary  (Other  Category),  Dr.  Joseph 
A.  Camilleri  — Treasurer  (New  Haven  Area) 

e.  Executive  Committee:  Dr.  Andrew  J.  Canzonetti 
(CSMS),  Dr.  Neil  P.  Dreyer  (Fairfield  Area) 

f.  Medical  Director  — Acting  (Dr.  Joseph  A. 
Camilleri)*  Associate  Acting  (Dr.  Benjamin  Wiesel) 

g.  Selected  Executive  Director  — Mrs.  Marcia  Petrillo, 
Executive  Director  of  the  Hartford  County  Health 
Care  Plan. 

h.  Establish  next  meeting  date  as  Thursday,  September 
22,  1983,  at  the  CSMS,  and  will  consider  money  to 
fund  CPRO  for  first  3 months  October  1983  through 
December  1983;  and  a business  proposal  to  business 
and  industry  representatives  for  establishment  of  per- 
manent operation  as  of  January  1984. 

i.  Discussions  on  CPRO  with  4 major  carriers  (Aetna, 
Blue  Cross,  Travelers  and  Connecticut  General  and 
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the  Fairfield  Westchester  Business  Group  on  Health) 
were  held  and  the  carriers  are  both  interested  and 
supportive. 

That  PSRO’s  are  being  provided  funds  for  October 
and  November  but  the  November  funding  has  condi- 
tions based  on  whether  Congress  appropriates  funds 
for  the  new  fiscal  year.  An  amendment  to  the  Ad- 
ministration’s Budget  in  the  House  of  Representatives 
adds  $9  million  for  PSRO  transitional  funding.  This 
is  favorable  for  using  proposed  HCHCP  contribu- 
tions to  CPRO  for  the  next  3 months. 

Commission  on  Hospitals  and  Health  Care  Task 

Force  to  Evaluate  Impact  of  Federal  Changes  on 

Hospital  Budgets  Caused  by  Change  in  Medicare 
Reimbursement  Policies 

It  was  VOTED  to  accept  the  resignation  of  Kenneth  R. 
Kaess,  M.D.,  with  regret  and  to  appoint  Roger  S.  Beck, 
M.D.  as  the  CSMS  representative  to  the  subject  body. 

A1G  Professional  Liability  Proposal 

Mr.  E.  A.  Liebre  discussed  an  alternative  method  of 
funding  professional  liability  insurance  for  CSMS 
members.  After  a question  and  answer  period,  it  was 
VOTED  to  defer  any  action  until  the  AMA  has  advised 
CSMS  of  its  evaluation  of  the  proposal.  On  his  recent 
trip  to  Chicago,  Mr.  Norbeck  had  given  the  proposal  to 
Mr.  Richard  Layton,  General  Manager  of  AMACO,  for 
a report  to  CSMS  before  the  next  Council  meeting  in 
October. 

Report  D (A-83)  of  AMA  Council  on  Medical  Ser- 
vices RE:  Payment  for  Physicians  Services 

It  was  VOTED  to  receive  for  information  the  report 
of  the  Committee  on  Third  Party  Payments  and  to  refer 
the  matter  to  the  CSMS  AMA  delegation  for  recommen- 
dations to  the  Council. 

It  was  further  VOTED  to  empower  the  CSMS  AMA 
delegation  through  Mr.  Timothy  Norbeck  to  secure  an 
appropriate  speaker  on  the  subject  to  address  the  House 
of  Delegates  on  November  17. 

NOTE:  Grant  Rodkey,  M.D.,  a Massachusetts  physi- 
cian and  member  of  the  AMA  Council  on  Medical  Ser- 
vice, will  speak  at  the  House  of  Delegates  meeting. 

Life  Members 

It  was  VOTED  to  receive  for  information  the  follow- 
ing list  of  Life  Members: 

Arnold  B.  Rilance,  M.D.,  2 Church  Street  South, 
New  Haven  (NH)  1/1/83 

Carlton  C.  Phillips,  M.D.,  2 Church  Street  South, 
New  Haven  (NH)  1/1/83 


*A  search  committee  (Drs.  Whalen  and  Dreyer,  and  Mr.  C.  Lindquist) 
are  looking  for  a Medical  Director  full  time  by  January  1984.  The 
Committee  will  seek  out  candidates  from  Connecticut  and  probably 
communicate  with  county  associations  and  place  a notice  in  the  next 
issue  of  CSMS  Newsletter. 
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Patrick  N.  Brown,  M.D.,  130  East  Main  Street, 
Meriden  (NH)  1/1/83 

Hugh  L.  Dwyer,  M.D.,  55  Hickory  Road,  Wood- 
bridge  (NH)  1/1/83 

Olindo  O.  Santopietro,  M.D.,  714  Chase  Parkway, 
Waterbury  (NH)  1/1/83 

Fred  Gibson,  M.D.,  123  York  Street,  New  Haven 
(NH)  1/1/83 

Charles  F.  Scholhamer,  M.D.,  9 Killdeer  Road, 
Hamden  (NH)  1/1/83 

John  B.  Flynn,  M.D.,  377  Broad  Street,  Meriden 
(NH)  1/1/83 

Jacob  D.  Goldstein,  M.D.,  517  Ellsworth  Avenue, 
New  Haven  (NH)  1/1/83 

Raymond  M.  Abrams,  M.D.,  707  Mix  Avenue, 
Hamden  (NH)  1/1/83 

Jack  H.  Galen,  M.D.,  93  Myrtle  Street,  Shelton 
(NH)  1/1/83 


Date  of  Next  Council  Meeting 
The  next  Council  meeting  will  be  held  on  Wednesday, 
October  26,  1983. 

Miscellaneous 

Mehdi  Eslami,  M.D.,  discussed  a recent  hearing  held 
in  Hartford  pertaining  to  a proposal  for  retaining 
medical  records.  CSMS  representatives  testified  at  the 
hearing  and  a position  paper  was  also  submitted. 

Jerome  Freedman,  M.D.,  mentioned  that  one 
American  medical  school  had  lost  its  accreditation  and 
that  there  may  be  others  to  follow. 

N . B . : The  foregoing  is  a summary  of  the  proceedings  and 
actions  of  the  Council  on  September  15,  1983. 
Detailed  minutes  of  the  meetings  are  on  file  at  160 
St.  Ronan  Street,  New  Haven,  for  perusal  by  any 
interested  member  of  the  Society. 


AYR  INSURANCE  AGENCY,  INC 

J.  LAUREN  AYR  AL  ISON  AYR 

“Growing  Bigger  by  Serving  Better' 

Group  Accident  and  Sickness  Insurance 
Group  Major  Medical  Insurance 
Group  Excess  Major  Medical  Insurance 
Group  Overhead  Expense  Insurance 

SPONSORED  BY 

THE  CONNECTICUT  STATE  MEDICAL  SOCIETY 

160  St.  Ronan  Street.  New  Haven.  Connecticut  065  1 I 
TELEPHONE  787-5947 
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IN  MEMORIAM 


AMES,  WILLIAM  G.,  Physicians  & Surgeons,  Colum- 
bia University,  1938.  Dr.  Ames  was  a general  practi- 
tioner in  the  Middlesex  area  since  1941.  He  was  a 
member  of  the  Middlesex  County  Medical  Association, 
the  Connecticut  State  Medical  Society  and  the  American 
Medical  Association.  Dr.  Ames  died  July  28,  1983,  at 
the  age  of  71 . 

ANTON,  MICHAEL  C.,  Marquette  University,  1939. 
Dr.  Anton  was  a general  practitioner  in  the  Stratford 
area  and  in  1975  was  appointed  Civilian  Physician  at 
West  Point  and  at  the  time  of  his  death  was  chief  of  staff 
of  the  Stewart  Medical  Center,  U.S.  Military  Academy, 
West  Point.  Dr.  Anton  was  a veteran  of  World  War  II. 
He  was  a member  of  the  Fairfield  County  Medical 
Association,  the  Connecticut  State  Medical  Society  and 
the  American  Medical  Association.  Dr.  Anton  died 
September  4,  1983  at  the  age  of  71. 

D’ANGELO,  ANTHONY  J.,  University  of  Rome, 
1942.  Dr.  D'Angelo  was  a general  practitioner  in  the 
Southington  area  since  1947.  He  was  a contract  surgeon 
in  the  U.S.  Army  during  World  War  II.  Dr.  D'Angelo 
was  a fellow  of  the  American  Academy  of  Family  Prac- 
tice and  treasurer  of  the  Bradley  Memorial  Medical 
Society.  He  was  a member  of  the  Hartford  County 
Medical  Association,  the  Connecticut  State  Medical 
Society  and  the  American  Medical  Association.  Dr. 
D’Angelo  died  August  22,  1983  at  the  age  of  70. 

GOULD,  MAX  M.,  Tufts  University,  1931.  Dr.  Gould 
was  a general  practitioner  in  the  Hartford  area  for  40 
years.  He  retired  in  1974.  Dr.  Gould  was  a member  of 
the  American  Academy  of  General  Practice,  Delta 
Sigma  Theta  and  served  as  chairman  of  the  Hartford 
Jewish  Federation’s  Medical  Division.  He  was  active  in 
postgraduate  instruction  at  the  University  of  Connecticut 
Medical  School  in  Farmington.  Dr.  Gould  also  served  as 
the  public  health  physician  with  the  U.S.  Department  of 
Immigration  in  Hartford  and  as  police  surgeon  with  the 
Hartford  Police  Department.  He  was  a member  of  the 
Hartford  County  Medical  Association,  the  Connecticut 
State  Medical  Society  and  the  American  Medical 
Association.  Dr.  Gould  died  August  10,  1983  at  the  age 
of  78. 

MENOUSEK,  JOSEPH  A.,  University  of  Vermont, 
1932.  Dr.  Menousek  was  a general  practitioner  in  the 
Hartford  area  since  1933.  He  served  in  the  U.S.  Army 
Reserve  from  1932  to  1937,  and  in  the  U.S.  Naval 
Reserve  from  1943  to  1952.  He  was  a member  of  the 
Hartford  County  Medical  Association  and  the  Connect- 
icut State  Medical  Society.  Dr.  Menousek  died  June  23, 
1983,  at  the  age  of  77. 
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RADOWIECKI,  M.  WALTER,  New  York  Medical 
College,  1943.  Dr.  Radowiecki  was  in  private  practice 
in  the  New  Haven  area  from  1972  to  1980.  From  J980 
to  the  time  of  his  death  he  was  associated  with  General 
Practitioners  of  Medicine  Medical  Center  in  North 
Haven.  Dr.  Radowiecki  served  as  a Lt.  Senior  Grade  in 
the  U.S.  Navy  from  1944  to  1948  and  also  served  as  a 
physician  in  the  Medical  Corps  in  the  Philippines  and 
China  during  World  War  II.  From  1948  to  1972,  Dr. 
Radowiecki  was  the  Medical  Director  at  Hamilton 
Standard  in  Windsor  Locks.  He  was  a member  of  the 
New  Haven  County  Medical  Association,  the  Connect- 
icut State  Medical  Society  and  the  American  Medical 
Association.  Dr.  Radowiecki  died  April  17,  1983  at  the 
age  of  65. 

RUBY,  MAX  H.,  Columbia  University  College  of 
Physicians  & Surgeons,  1921.  Dr.  Ruby  practiced  inter- 
nal medicine  and  was  an  attending  physician  at  both 
Waterbury  Hospital  and  St.  Mary’s  Hospital.  He  was  a 
commissioned  officer  in  the  National  Guard  and  during 
World  War  II  was  an  officer  in  the  U.S.  Public  Health 
Service  Reserve.  He  was  a member  of  the  New  Haven 
County  Medical  Association,  the  Connecticut  State 
Medical  Society  and  the  American  Medical  Association. 
Dr.  Ruby  died  July  16,  1983,  at  the  age  of  85. 

SIKORSKI,  JERZY  J.,  University  of  Basel, 
Switzerland,  1957.  Dr.  Sikorski  was  a pathologist  in  the 
New  Haven  area  since  1963.  During  World  War  II  he 
was  a member  of  the  Polish  Underground,  fighting  in 
the  Warsaw  Uprising  of  1944,  and  was  a prisoner  of  war 
in  Germany.  He  was  a member  of  the  New  Haven  Coun- 
ty Medical  Association  and  the  Connecticut  State 
Medical  Society.  Dr.  Sikorski  died  July  23,  1983,  at  the 
age  of  58. 


WALLACH,  GERT  M.K.,  Bern  Switzerland,  1937. 
Dr.  Wallach  was  a general  practitioner  in  the  Torrington 
area  for  many  years  and  practiced  medicine  in  Ham- 
burg, Germany  before  coming  to  the  United  States  in 
1938.  At  the  age  of  58,  Dr.  Wallach  studied  for  a 
master’s  degree  in  public  health  at  Yale  University. 
After  receiving  his  degree,  he  served  as  an  assistant 
regional  health  officer  in  the  southeast  region  of  Ten- 
nessee and  also  in  the  Georgia-Tennessee  Regional 
Public  Health  Service,  which  covered  part  of  Ap- 
palachia. He  returned  to  New  England  in  1973  and  ac- 
cepted the  post  of  Waterbury  health  director.  Dr. 
Wallach  served  on  the  staff  of  the  Charlotte  Hungerford 
Hospital  in  Torrington  and  was  the  first  director  of  the 
Torrington  Area  Health  District.  He  was  a member  of 
the  New  Haven  County  Medical  Association,  the  Con- 
necticut State  Medical  Society  and  the  American 
Medical  Association.  Dr.  Wallach  died  July  16,  1983  at 
the  age  of  73. 
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PHYSICIAN  PLACEMENT  SERVICE 

The  Society  maintains  the  Physician  Placement  Service  as  a service  to  the  medical  profession  in  Connecticut. 
Opportunities  for  physicians  to  locate  in  Connecticut  will  be  published  as  space  permits  and  will  be  distributed 
to  physicians  making  inquiries  of  such  opportunities.  Information  should  be  sent  to  160  St  Ronan  St.,  New 
Haven,  CT06511  (203-865-0587). 

Physicians  wishing  to  establish  practice  in  Connecticut  are  invited  to  submit  a resume  to  be  kept  on  file  with 
the  Society.  An  announcement  of  a physician’s  availability  will  be  published  in  two  issues  of  Connecticut 
Medicine  as  space  permits. 


OPPORTUNITIES  FOR  FRACTICE 

(If  no  name  is  listed,  contact  the  Physician  Placement  Service  for  more 
details.) 

INSTITUTIONAL  MEDICINE 

VA-Yale  Substance  Abuse  Fellowship  — The  West  Haven  VA  Medical 
Center  is  offering  a two  year  Fellowship  in  substance  abuse  beginning 
in  July  1984.  The  major  goal  is  to  train  the  physician  to  understand  and 
treat  substance  abuse  in  a comprehensive  manner.  The  Fellow  will 
learn  to  diagnose  and  treat  the  illness  and  how  to  develop  comprehen- 
sive programs  for  the  effective  treatment  of  these  disorders;  with  am- 
ple opportunity  for  collaborative  research.  Training  will  take  place  in 
the  VA  Alcoholism  Program  and  the  Drug  Dependence  Unit  of  the 
Connecticut  Mental  Health  Center,  major  teaching  facilities  of  the 
Psychiatry  Department  at  Yale  University  School  of  Medicine. 
Available  to  physicians  who  will  have  completed  residency  training 
(board  eligible  or  certified)  in  psychiatry,  family  practice,  internal 
medicine  or  neurology  by  July  1,  1984.  Those  interested  should  con- 
tact James  Nocks,  M.D  , Fellowship  Director  and  Chief  Alcoholism 
Program,  Associate  Clinical  Professor  of  Psychiatry,  West  Haven, 
VAMC,  (203)  932-5711,  Ext.  522.  EOE. 

INTERNAL  MEDICINE 

Internist  with  subspecialty  in  Gastroenterology,  Cardiology, 
Pulmonary  Medicine  or  other  subspecialties  to  associate  with 
established  Internist  in  community  near  Hartford  and  New  Haven. 
Send  curriculum  vitae  to  CSMS,  IM/JKY. 

IM/GASTROENTEROLOGY  Practice  available  now  in  New  Britain. 
Well  established  physician  is  leaving  solo  practice  and  seeks  responsi- 
ble replacement.  Please  provide  CV  and  date  of  earliest  availability. 
Please  respond  to  CSMS,  IM/ALB. 


OPHTHALMOLOGY 

Ophthalmologist  looking  for  a full-time  associate.  Write  CSMS, 

OPHTH/BEL. 


PEDIATRICS 

Pediatrician  — BC/BE,  to  join  established  Pediatrician  near  Yale.  Early 
partnership.  Position  available  immediately,  send  C.V.  to  CSMS, 
PED/RH. 

RADIOLOGY 

FOR  SALE.  RADIOLOGICAL  Practice  in  Southern  Connecticut. 
Write  CSMS,  RAD/RSM 


PART-TIME 

Part-time  staff  physician  position  available  including  proportionate  on- 
call  rotation.  Requires  good  clinical  and  interdisciplinary  skills  and 
board  certification.  Appointment  will  initially  be  temporary  during 
staff  member’s  leave  of  absence  with  possibility  of  becoming  perma- 
nent. Please  reply  by  resume  to  John  M Stober.  Director  of  Human 
Resources,  The  Connecticut  Hospice,  Inc.,  61  Burban  Drive,  Bran- 
ford, CT  06405,  (481-6231),  an  equal  opportunity  employer. 


PHYSICIANS  WISHING  TO  LOCATE  IN 
CONNECTICUT 
DERMATOLOGY 

Jan.  ’84.  Nat’l  bds.  AB  cert.  (IM).  MD,  Yale  Medical  School;  Int.  and 
Res.,  University  of  Alabama  Hospitals  & Clinics  (IM);  University  of 
Arizona,  Tucson  (Derm.).  Prefers  solo,  group  or  associate  type  prac- 
tice in  a medium  to  large-sized  community.  Write,  John  C.  Wiles, 
M.D.,  Section  of  Dermatology,  Arizona  Health  Sciences  Center,  1501 
North  Campbell  Ave.,  Tucson,  AZ  85724. 

July  ’84.  Nat’l  bds.  Age  29.  AB  elig.  MD,  New  Jersey  Medical 
School,  Neward,  NJ;  Int.,  Hartford  Hospital,  Hartford,  CT;  Res., 
University  of  North  Carolina.  Prefers  solo,  group  or  associate  type 
practice.  Write,  CSMS,  DDF/DERM. 

FAMILY  PRACTICE 

Aug.  '84.  Age  27.  Nat’l  bds.  AB  elig  MD.  SUNY  at  Stony  Brook;  Int. 
and  Res.,  York  Hospital,  York,  PA.  Prefers  group  practice  in 
medium-sized  community.  Also,  would  consider  HMO/Emergency- 
Center.  Write,  David  Neidorf,  M.D.,  1701  Taxville  Rd.,  #7A,  York, 
PA  17404. 

Oct.  '84.  Presently  in  practice.  Age  30.  Nat’l  bds.  AB  cert.  MD,  St. 
Louis  University;  Int.  and  Res.,  Medical  College  of  Wiscon- 
sin/Deaconess Hospital.  Interested  in  multi-specialty  or  group  Family 
Practice.  No  OB  Write,  Michael  Ostrov,  M.D.,  704  S.  McCullough, 
Urbana,  IL  61801 . 

Available  within  2 months  of  notification.  Licensed  in  Connecticut. 
Presently  in  practice.  Age  32.  Nat’l  bds.  AB  cert.  MD,  University  of 
Florida;  Int.  and  Res.,  St.  Margaret’s  Hospital,  Pittsburgh,  PA. 
Prefers  group  or  associate  type  practice  in  medium-sized  community 
(Southern  Connecticut).  Write,  Larry  Novik,  M.D.,  277  West  10th 
Street,  #11-H,  New  York,  NY  10014. 

July  ’84.  Age  28.  Nat'l  beds.  AB  elig.  DO,  NJ  School  of  Osteopathic 
Medicine;  Int.,  JFK  Memorial  Hospital,  Stratford,  NJ;  Res.,  Burling- 
ton County  Memorial  Hospital,  MT.  Holly,  NJ  (Chief  Resident). 
Prefers  group  or  HMO  type  practice.  Write,  Lisa  A.  Stackhouse, 
D O.,  30  Brierdale  Lane,  Willingboro,  NJ  08046. 

Nov.  ’83.  Age  50.  Licensed  in  Connecticut.  FLEX.  MD,  Medical  Col- 
lege, Ewha  Womans  University;  Int.,  Marymount  Hospital,  Garfield 
Mts.,  OH.  Res.,  GP,  Sacred  Heart  Hospital,  Norristown,  PA.  Prefers 
solo,  associate,  institutional  or  industrial  practice.  Write,  CSMS, 
JWP/C.P 

GENERAL  PRACTICE 

Aug.  ’84.  Age  27.  Nat’l  bds.  AB  elib.  MD,  Philadelphia  College  of 
Osteopathic  Medicine;  Int.  and  Res.,  Metropolitan  Hospital-Parkview 
Division,  Philadelphia,  PA.  Prefers  solo  or  group  type  practice  on  the 
Eastern  coast  of  Connecticut.  Is  a permanent  resident  of  Connecticut. 
Write,  John  F.X.  Horan,  D O..  1414  Lardner  St..  Philadelphia.  PA 
19149. 

INTERNAL  MEDICINE 

GASTROENTEROLOGY  March  84.  Presently  in  practice  Age  43. 
MD,  University  of  Missouri;  Int.,  Kings  County  Hospital.  Brooklyn, 
NY;  Res.,  Kings  County  Hospital  and  University  of  Minnesota 
Hospitals;  Fellowship  Yale  affiliated  program/Hartford  Hospital 
(Gastroenterology).  Prefers  group  or  associate  type  practice  in 
medium  to  large-sized  community.  Wishes  to  practice  Internal 
Medicine  and  Gastroenterology.  Write,  CSMS,  MAR/IM. 
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INTERNAL  MEDICINE -Continued 

July  ’84.  Age  31.  Nat’l  bds.  AB  cert.  MD,  New  York  Medical  College; 
Int.  and  Res.,  Maimonides  Medical  Center;  Fellowship;  St.  Luke’s 
Hospital  Center  (Pulmonary  Medicine).  Prefers  group,  associate  or  in- 
stitutional type  practice  in  a larged-sized  community.  Write,  Alan  H. 
Gross,  M.D.,  65  Fourth  Avenue,  Apt.  4-B,  New  York,  NY  10003. 

July  ’84.  Age  28.  Licensed  in  Connecticut.  Nat’l  bds.  AB  elig.  MD, 
New  York  University  Int.  and  Res.,  Hartford  Hospital.  Desires  solo, 
group  or  associate  type  practice  within  fifty-mile  radius  of  Hartford, 
write,  Stephen  B.  Yuan,  M.D.,  39  Gayfeather  Lane,  Glastonbury,  CT 
06033. 

Aug.  ’84.  Age  29.  Nat’l  bds.  AB  elig.  MD,  University  of  Tennessee 
Medical  center;  Int.  and  Res.  Hahnemann  University  Hospital.  Prefers 
group,  associate,  institutional  or  industrial  type  of  practice  in  a 
medium  to  large-sized  community.  Write,  Shun  Ying,  M.D..  95 
Bullard  St.,  Walpole.  MA  02081. 

ENDOCRINOLOGY.  July  ’84.  Age  30.  Nat’l  bds.  AB  cert.  MD, 
SUNY  Upstate,  Syracuse,  NY;  Int.,  Res.  and  Fellowship,  University 
of  Maryland,  Baltimore,  MD.  Desires  group  or  associate  type  practice 
in  a medium  to  larged-sized  community.  Write,  Elliott  Friedman, 
M.D.,  25  Penny  Lane  Baltimore,  MD.  21209. 

July  '84.  Age  28.  Nat’l  bds.  AB  elig.  MD,  University  of  Virginia;  Int. 
and  Res.,  University  of  Massachusetts  Medical  Center.  Prefers  group, 
associate  or  solo  type  practice  in  medium-sized  community.  Write, 
Bruce  A Kahan,  M l)  , 180  Worcester  St. , Bldg  II 1-6,  West  Boylston, 
MA  01583. 

GASTROENTEROLOGY.  July  ’84.  Age  28.  Nat’l  bds.  AB  cert.  (IM). 
Elig.  (GI).  MD,  Columbia  University,  NY;  Int.  and  Res.,  Mount  Sinai 
Hospital,  NY,  Fellowship,  Montefiore  Medical  Center,  NY;  Albert 
Einstein  College  of  Medicine.  Prefers  group  associate  or  institutional 
type  practice  in  a medium  to  large-sized  community.  Willing  to  do  In- 
ternal Medicine  as  well  as  Gastroenterology.  Trained  in  all  GI  pro- 
cedures including  ERCP  and  Manometry.  Write,  Joel  E.  Chodos, 
M.D.,  3450  Wayne  Ave.,  Bronx,  NY  10467. 

Sept.  ’83.  Age  38.  Licensed  in  Connecticut.  FLEX.  AB  elig.  MD,  Gu- 
jarat University,  India;  Perth  Amboy  General  Hospital,  NJ;  Res.,  Lin- 
coln Medical  and  Mental  Health  Center,  NY.  Prefers  solo,  group  or 
associate  type  practice.  Was  in  private  practice  in  1982.  Write,  CSMS, 
IM/SP 

INFECTIOUS  DISEASES.  July  ’84.  Age  31 . Nat’l  bds.  AB  cert.  (IM). 
D O.,  College  of  Osteopathic  Medicine  & Surgery;  Int.  and  Res., 
Grandview  Hospital,  Dayton,  OH;  Fellowship,  Thomas  Jefferson 
University,  Philadelphia,  PA.  Prefers  solo,  group,  associate  or  institu- 
tional type  practice.  Write,  Paul  J.  Alessi,  D.O.,  103  Thornhill  Rd., 
Cherry  Hill.  NJ  08003. 

Jan.  ’84.  Age  51.  Presently  in  practice.  MD,  National  University  of 
Cordoba,  Argentina;  Int.,  Bronx-Lebanon  Hospital  Center,  NY;  Res., 
Hospital  Rawson,  Cordoba.  Fellowship,  Infectious  Diseases  Hospital 
Rawson.  Prefers  group  type  practice  in  a medium-sized  community. 
Write,  Valdemar  Puszkin,  M.D.,  c/o  Max  Staubli,  11  Tanglewood 
Dr..  Avon,  CT  06001. 

CARDIOLOGY.  July  ’84.  Age  36.  Nat’l  bds.  AB  cert.  MD,  SUNY- 
Syracuse;  Int.,  Res.  and  Fellowship,  Nassau  County  Medical  Center. 
Prefers  solo,  group,  associate  or  Academic  (Cardiology)  in  a medium 
to  large-sized  community.  Write  CSMS,  IM/AOL. 

MEDICAL  ONCOLOGY.  One  month  notice.  Age  42  Presently  in 
Practice.  Nat’l  bds.  AB  cert.  MD,  University  of  Pennsylvania;  Int.  and 
Res.,  Johns  Hopkins  Hospital;  Fellowship,  University  of  Minnesota. 
Prefers  group,  associate  or  institutional  type  practice  in  a medium  to 
large-sized  community.  Primarily  interested  in  direct  patient  care  — 
have  had  experience  working  with  hospice  programs;  clinical  ex- 
perience in  bone  marrow  transplantation,  leukocyte  transfusion,  and 
community  medical  oncology  practice.  Write,  CSMS,  IM/DCH. 

GASTROENTEROLOGY.  July  ’84.  Age  29.  Nat’l  bds.  AB  cert.  MD, 
NY  Medical  College;  Int.,  Res.  and  Fellowship,  Downstate  Medical 
Center,  NY.  Prefers  solo,  group  or  associate  type  practice  in  a medium 
to  large-sized  community.  Write,  CSMS,  EST/IM. 
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GASTROENTEROLOGY.  July  ’84.  Age  35.  Nat’l  bds.,  AB  cert. 
MD,  Universidad  Autonoma  de  Guadalajara;  Int.,  Mount  Sinai  Ser- 
vices City  Hospital  Center  at  Elmhurst,  Queens,  NY;  Fellowship, 
Long  Island  Jewish  Hillside  Medical  Center.  Prefers  group  or 
associate  type  practice  in  a medium  to  large-sized  community.  Write, 
Michael  Gersten,  M.D.,  201  West  85th  Street,  #12D,  New  York,  NY 
10024. 

PULMONARY  MEDICINE.  July  ’84.  Age  30.  Nat’l  bds.  AB  cert. 
(Internal  Medicine).  AB  elig.  (Pulmonary).  MD,  University  of 
Virginia;  Int;  and  Res.,  Long  Island  College  Brooklyn,  NY; 
Fellowship,  University  of  Rochester.  Desires  group,  associate,  or  in- 
stitutional type  practice.  Write,  James  Kohan,  M.D.,  19  Highmanor 
Drive,  Henrietta,  NY  14467. 

OBSTETRICS/GYNECOLOGY 

Immediately  available.  Age  42.  Presently  in  practice.  FLEX.  AB  cert. 
MD,  Catholic  Medical  College;  Int.,  Muhlenberg  Hospital,  Plainfield, 
NJ;  Res.,  Montefiore  Hospital  and  Medical  Center,  Bronx,  NY  and 
Maimonides  Medical  Center,  Brooklyn,  NY.  Fellow  American  Col- 
lege of  Obstetrics  and  Gynecologists.  Prefers  solo,  group  or  associate 
type  practice.  Write,  Wook  Chung,  M.D.,  2212  Watterworth  Dr., 
Kalamazoo,  MI  49008. 

ORTHOPEDICS 

HAND  SURGERY.  Feb.  '84.  Age  32.  Nat’l  bds.  AB  elig.  MD,  Johns 
Hopkins  University;  Int.  and  Res.,  Medical  College  of  Virginia; 
Fellowship,  University  of  Miami  School  of  Medicine/Jackson 
Memorial  Hospital.  Interested  in  General  orthopedics  with  emphasis 
(but  not  limited  to)  upper  extremity.  Trained  in  micorsurgical  techni- 
que. Prefers  solo,  group  or  associate  type  practice  in  medium-sized 
community.  Write,  Steven  R.  Groman,  M.D.,  7995  SW  86th  St., 
#308,  Miami,  FL  33143. 

PEDIATRICS 

July  ’83.  Age  32.  Licensed  in  Connecticut.  Nat’l  bds.  AB  cert.  MD, 
Johns  Hopkins;  Int.  and  Res.,  Mt.  Sinai  Hospital,  New  York; 
Fellowship,  Medical  College  of  Pennsylvania.  Prefers  group, 
associate  or  institutional  type  practice  either  full  or  part-time.  Write, 
CSMS,  SL/PED. 

July  ’84.  Age  32.  Connecticut  licensed  pending.  FLEX.  AB  elig.  MD, 
Univesidad  Central  del  Este,  Dominican  Republic;  Int.,  Long  Island 
Jewish-Hillside  Medical  Center;  Res.,  Brookdale  Hospital  Medical 
Center.  Prefers  group  or  associate  type  practice.  Write,  Dennis  Maser, 
M.D.,  346  Lehrer  Ave.,  Elmont,  NY  11003. 

July  ’84.  Age  29.  Nat’l  bds.  AB  elig.  MD,  University  of  Pittsburgh; 
Int.  and  Res.,  Upstate  Medical  Center.  Prefers  group  or  associate  type 
practice  in  a medium  to  large-sized  community.  Write,  Howard  Mintz, 
M.D.,  60  Presidential  Plaza,  #308,  Syracuse,  NY  13202. 

July  '84.  Age  29.  Nat’l  bds.  AB  elig.  MD,  University  of  Maryland 
School  of  Medicine;  Int.,  Res.  and  Fellowship,  Children’s  Hospital  of 
Pittsburgh  (Pediatric  Cardiology).  Prefers  group,  associate  or  institu- 
tional type  practice  within  easy  driving  distance  from  New  Haven. 
Write,  Gerald  N.  Zubkoff,  M.D.,  340  S.  Highland  Ave.,  #3A,  Pitts- 
burgh, PA  15706. 

RADIOLOGY 

NUCLEAR  MEDICINE.  July  ’84.  Age  31.  Nat’l  bds.  AB  cert.  MD, 
Boston  University;  Int.,  The  Boston  VA  Medical  Center/Tufts  Univer- 
sity; Res.,  Beth  Israel  Hospital,  Boston;  Fellowship,  Harvard  Univer- 
sity (Nuclear  Medicine).  Flexible  with  practice  type  and  size.  Write, 
Conrad  P Ehrlich,  M.D.,  1243  Beacon  St.,  #3-B,  Brookline,  MA 
02146, 

UROLOGY 

Sept.  '83.  Licensed  in  Connecticut.  Presently  in  practice.  Age  52.  AB 
cert.  (Urology).  MD,  University  of  Naples  Medical  School,  Naples, 
Italy;  Int.,  Fort  Sanders  Hospital,  Knoxville  TN;  Res.,  St.  Sacrement 
Hospital,  Quebec  (Surgery),  NY  Medical  College,  Valhalla,  NY 
(Urology)  and  New  Jersey  College  of  Medicine,  Neward,  NJ 
(Urology).  Prefers  solo  pracctice.  Write.  Allessandro  Colalillo,  M.D., 
P.O.  Box  403,  Brainerd,  MN  56401. 
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Comprehensive  Rehabilitation 
in  an  Acute  Community  Hospital 

PHILIP  B.  ARNOLD,  M.D. 


ABSTRACT- Danbury  Hospital  — a 405  bed  Acute 
Community  Hospital  — has  made  a commitment  to  a 
community  based  rehabilitation  program.  The  facets 
of  this  program  include: 

1.  A 10  bed  intensive  acute  inpatient  rehabilitation 
unit  with  planned  expansion  to  14  and  then  to  20 
beds  by  1985. 

2.  Seven  day  a week  physical  therapy  and  occupa- 
tional therapy. 

In  1977  Danbury  Hospital,  a 405  bed  Community 
Hospital  made  a commitment  to  a Community  based 
rehabilitation  program.  To  this  end  it  was  decided  to 
establish  a separate  Rehabilitation  Unit  within  the 
Hospital.  To  accomplish  this  task  a Specialist  in 
Rehabilitation  Medicine  was  hired  to  assess  the 
Hospital’s  needs  and  provide  information  regarding  size, 
shape,  staffing  and  general  operations  of  such  a Unit.  A 
careful  assessment  of  all  Hospital  discharges  in  calendar 
year  1976  was  carried  out  to  identify  those  cases  which 
in  the  experience  of  the  Director  would  require  acute  in- 
tensive rehabilitation.  After  extracting  these  patients,  a 
length  of  stay  somewhat  less  than  the  national  average  of 
approximately  30  days  per  patient  on  the  Unit  was 
multiplied  times  the  total  number.  The  number  of  total 
patient  days  was  then  divided  by  365  to  obtain  the 
number  of  beds.  A Unit  size  of  12  beds  was  established 
as  necessary  to  satisfy  the  needs  of  Danbury  Hospital  at 
that  time.  Once  space  for  the  Unit  was  located,  it  was 
evident  that  adjustments  to  the  number  of  patients  which 
could  be  handled  would  have  to  be  made. 

The  area  had  to  contain  wheelchair  accessible  rooms 
and  bathrooms,  a stretcher  accessible  shower,  common 
patient  eating  and  social  area,  nurses  station,  social  work 
office  space  and  a conference  room.  In  addition, 
physical  and  occupational  therapy  treatment  area  on  the 


PHILIP  B.  ARNOLD,  M.D.,  Director.  Physical  Medicine  and 
Rehabilitation,  Danbury  Hospital,  Danbury,  CT 


3.  A highly  trained  staff  capable  of  dealing  with  the 
multiplicity  of  catastrophic  illnesses  requiring 
rehabilitation,  i.e.  traumatic  brain  injury,  spinal 
cord  injury,  stroke,  amputation,  etc. 

4.  To  provide  continuity  of  care  from  the  acute  phase 
through  a return  to  home.  To  reduce,  through  effi- 
ciencies, the  overall  length  of  hospitalization  thus 
providing  a cost  effective  method  of  rehabilitation. 


Unit  was  necessary  to  reduce  transportation  needs.  To 
further  save  space,  curtains  were  used  for  the  private 
room  bathroom  doors.  Thicker  accordion  curtains  were 
used  for  the  semiprivate  bathrooms. 

To  include  all  of  the  above  in  the  existing  space  meant 
reducing  the  number  of  patients  to  ten,  six  in  private 
rooms  and  four  in  two  semiprivate  rooms.  Single  rooms 
provide  a better  melieu  for  adjustment  to  bowel,  bladder 
and  sexual  functions  for  many  patients.  After  a period  of 
operation,  since  no  room  had  direct  observation  from 
the  Nurses  Station,  a video  monitored  room  was  created. 
This  allows  observation  of  the  agitated  or  confused  pa- 
tient at  the  Nurses  Station. 

In  operating  the  Unit  the  most  important  factor  ob- 
viously was  staffing.  It  has  been  shown  through  studies 
done  at  various  institutions  nationally,  but  most  par- 
ticularly at  the  Good  Samaritan  Hospital  in  Phoenix, 
Arizona,  that  a staff  ratio  of  one  Nursing  Equivalent  to 
every  two  patients  on  the  Day  Shift  is  necessary  to  pro- 
vide the  appropriate  nursing  care.  Two  interested 
Nurses  were  selected  to  attend  a rehabilitation  program. 
In  1978  this  program  was  offered  for  four  weeks  at  the 
Institute  of  Rehabilitation  Medicine  in  New  York.  Un- 
fortunately this  program  no  longer  exists.  Upon  their 
return,  an  education  program  for  all  prospective  person- 
nel over  a 6 week  period  was  instituted. 

Six  months  prior  to  opening  the  Rehab  Unit,  patients 
in  the  Hospital  requiring  rehabilitation  were  given 
physical  therapy  seven  days  a week.  In  1982  this  was  ex- 
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panded  to  include  occupational  therapy.  The  Therapists 
work  eight  ten  hour  days  and  then  have  six  days  off. 
Both  Therapists  treat  the  patient  on  Thursdays  and  both 
attend  the  Team  Meeting.  Having  both  Therapists  treat 
the  same  day  allows  one  to  visit  the  patient’s  home  for 
check  out  while  one  Therapist  continues  to  treat  the 
hospital  case  load. 

The  Rehabilitation  Unit  was  opened  in  January  of 
1979,  14  months  after  inception.  In  order  to  provide  a 
slow  acceleration  and  allow  staff  orientation  and  adap- 
tion, the  first  6 months  were  run  at  a 60%  occupancy. 
Since  then  occupancy  of  the  Unit  has  run  well  over  90%. 
Due  to  growing  awareness  by  patients  and  population  in- 
creases the  need  for  expansion  became  evident.  Planning 
for  this  expansion  to  14  beds  in  1983  and  20  beds  in 
1985  is  under  way. 

A Policy  and  Procedures  Manual  was  established  by 
the  Director  which  focuses  on  the  following  areas: 

1.  Responsibilities  of  the  Staff  on  the  Unit 

2.  Responsibilities  of  the  Attending  Physicians  for 
medical  coverage. 

3.  Responsibilities  of  the  Medical  Director  for: 

a.  coordination  of  the  rehab  program 

b.  preadmission  screening  and  continued  length  of 
stay,  using  criteria  established  by  the  American 
Academy  of  Physical  Medicine  and  Rehabilitation. 

The  manual  also  describes  various  operations  in  the 
Unit  such  as: 

1.  Family  Conference;  interaction  between  Staff  direct- 
ly treating  the  patient,  family,  and  patient  to  deter- 
mine progress,  goals  and  discharge  planning. 

2.  Trial  Visit;  a policy  which  allows  a patient  up  to  72 
hours  out  of  the  Hospital  to  assess  architectural  bar- 
riers, equipment  and  therapy  needs  in  the  home 
environment. 

3.  Team  Meeting;  The  Team  consists  of  the  Rehabilita- 
tion Nurse,  Physical  Therapist,  Occupational 
Therapist,  Speech  Pathologist,  Dietitian,  Social 
Worker,  Discharge  Planner,  Utilization  Review 
Representative,  Physician  and  others  as  deemed 
necessary.  The  medical  condition,  therapy  progress, 
establishment  of  goals  and  discharge  planning  are 
discussed  in  detail  at  this  weekly  meeting.  The  results 
are  recorded  and  placed  in  the  patient’s  chart. 
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The  Danbury  Rehabilitation  Unit  has  now  been 
operating  for  over  four  years.  Only  patients  with  spinal 
cord  lesions  above  the  C5  level  and  head  trauma  patients 
that  require  long  term  coma  treatment  or  very  long  term 
rehabilitation,  i.e.  over  6 months,  are  not  treated  on  the 
Rehab  Unit.  During  the  calendar  year  1980  the  length  of 
stay  was  on  the  Unit  approximately  25  days  because  of 
the  size  of  the  Unit,  length  of  stay  has  varied  plus  or 
minus  five  days  over  the  course  of  the  existence  of  the 
Unit.  The  length  of  stay  has  increased  recently  because 
of  the  fact  that  a waiting  list  is  now  necessary  due  to  the 
lack  of  bed  space. 

Consequently  short  term  patients  are  discharged 
before  they  can  reach  the  Rehab  Unit  and  a higher 
percentage  of  longer  term  cases  are  admitted  to  the  Unit. 
As  the  expansion  to  14  beds  in  1983  and  20  beds  by  1985 
occurs,  statistics  should  be  more  representative  and 
meaningful.  The  statistical  evaluation  of  outcome  in- 
dicates that  approximately  70%  of  patients  do  return  to 
their  home.  This  is  quite  similar  to  the  result  in  free 
standing  rehabilitation  facilities. 

Major  diagnostic  categories  are  listed  as  follows  in 
order  of  frequency  of  admission: 

1 . stroke 

2.  deconditioning  because  of  multiple  medical  problems 

3.  spinal  cord  injury 

4.  traumatic  brain  injury 

5.  amputation 

6.  Multiple  Sclerosis  and  other  neurologic  disorders 

Conclusion 

A Rehabilitation  Unit  in  an  Acute  Community 
Hospital  is  an  effective  way  to  provide  quality  care  at 
substantial  cost  efficiencies.  It  allows  continuity  both 
from  the  medical  point  of  view  and  improved  interaction 
with  the  family.  Coordination  of  the  Community  Ser- 
vices upon  discharge  is  easier  and  modifications  of  these 
services  is  facilitated.  Lastly,  in  the  new  diagnostic 
related  group  payment  system  to  be  instituted  by  the 
Federal  Government  in  the  Fall  of  1983,  a Rehabilitation 
Unit  stay  will  be  paid  for  on  the  basis  of  cost.  In  addi- 
tion, a separate  unit  allows,  if  necessary,  a separate  cost 
center  to  be  established  thus  further  facilitating  contigen- 
cies  regarding  Third  Party  Payment. 
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Polymyalgia  Rheumatica  and  Giant  Cell  Arteritis 


ALFRED  JAY  BOLLET,  M.D. 


Polymyalgia  rheumatica  is  a relatively  common,  mild 
musculoskeletal  disease,  associated  with  a serious  form 
of  vasculitis  affecting  major  arteries,  giant  cell  arteritis. 
Blindness  and  other  serious  sequelae  of  the  vasculitis  oc- 
cur, and  the  disease  is  relatively  common,  at  least  in  cer- 
tain parts  of  the  country,  including  Connecticut.  The 
disease  has  been  reported  under  a variety  of  names  in  the 
past,  but  the  terms  polymyalgia  rheumatica  (PMR)  and 
giant  cell  arteritis  (GCA)  are  most  commonly  used. 

Controversy  exists  whether  PMR  exists  without  GCA, 
or  whether  the  arteritic  lesions  are  a constant  feature  of 
the  PMR  syndrome.  It  is  not  possible  to  resolve  this 
issue  at  present,  since  extensive  biopsy  and  angiographic 
studies  would  be  necessary  to  obtain  definitive  data. 
Most  evidence  suggests  that  the  musculoskeletal  symp- 
toms are  a manifestation  of  the  vasculitis;  since  the 
arteritic  lesions  can  be  clinically  devastating,  and  treat- 
ment is  effective  and  relatively  safe,  it  is  safer  to  assume 
that  a constant  association  is  present  and  the  rest  of  this 
article  is  based  on  that  assumption.  The  two  terms  will 
be  used  to  indicate  the  same  basic  disease  process  in  this 
article. 

Incidence 

PMR/GCA  has  been  recognized  with  increasing  fre- 
quency in  recent  years,  and  thus  the  incidence  seems  to 
be  rising.  Because  the  diagnosis  is  often  missed,  both  by 
clinicians  and  pathologists,  the  true  incidence  of  this 
syndrome  is  difficult  to  establish.  Even  frequency  data 
based  on  pathologic  specimens  is  unreliable  since  the 
pathology  is  focal,  and  thus  lesions  may  be  missed  if  on- 
ly a few  sections  are  examined  microscopically.  Since 
routine  autopsies  are  rare  at  present  and  careful 
microscopic  examination  of  medium-sized  or  large 
arteries  from  the  superior  parts  of  the  body  are  even 
more  rare,  information  regarding  the  actual  frequency  of 
the  disease  is  lacking. 

In  a clinical  study  done  in  Olmstead  County,  Min- 
nesota, an  incidence  of  17.4  new  cases  per  100,000  peo- 
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pie  per  year  was  found  among  the  population  over  the 
age  of  50  during  the  years  1970-74.  This  was  con- 
siderably above  the  figure  of  5.1  new  cases  per  year 
found  in  the  same  area  between  1950  and  1959.  1 A 
large  proportion  of  the  population  of  that  area  is  of  Scan- 
dinavian descent  and  similar  figures  for  incidence  were 
found  in  studies  in  Sweden;  it  has  been  suggested  that 
the  disease  is  more  frequent  among  Scandinavians. 
Geographic  variations  in  frequency  may  also  reflect  the 
sensitivity  of  physicians  to  the  diagnosis;  however  a re- 
cent epidemiologic  study  of  Shelby  County,  Tennessee 
(Memphis)  concluded  that  the  disease  is  actually  much 
less  frequent  than  in  northern  areas  of  the  country. : No 
epidemiologic  study  has  been  done  in  Connecticut  but 
experience  strongly  suggests  that  the  disease  is  quite 
common  in  this  area,  with  a frequency  similar  to  that 
found  in  Minnesota. 

PMR/GCA  increases  in  frequency  with  increasing 
age;  in  the  epidemiologic  study  in  Minnesota  an  in- 
cidence of  29.6  new  cases  per  year  per  100,000  popula- 
tion was  found  for  people  between  the  ages  of  70  and  79. 
The  age  distribution  of  the  disease  is  responsible  for 
some  of  its  older  names,  including  “anarthritic 
rheumatoid  disease  of  the  elderly”  and  "arteritis  of  the 
aged".  Available  data  suggests  that  polymyalgia 
rheumatica  is  much  less  frequent  among  blacks, : and  is 
of  highest  frequency  among  white,  middle  class  popula- 
tion groups.  In  community  hospital  populations  in  which 
Westergren  ESR's  are  available,  the  disease  is  diagnosed 
most  frequently. 

Clinical  Manifestations 

Musculoskeletal  pain.  The  clinical  manifestations  of 
the  PMR/GCA  syndrome  are  quite  varied,  and  often 
very  mild.  The  location  and  extent  of  the  vasculitis  is 
probably  the  main  determinant  of  the  clinical  presenta- 
tion in  a given  patient.  The  syndrome  causes  a wide 
variety  of  clinical  manifestations;  one  review  reported 
25  new  cases,  and  found  it  appropriate  to  divide  them  in- 
to 33  forms  of  presentation.  1 The  most  frequent  symp- 
tom is  pain,  particularly  headache  or  facial  pain.  The  le- 
sions of  giant-cell  arteritis  occur  most  frequently  in 
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superior  parts  of  the  body,  hence  the  cranial  arteries  are 
most  frequently  affected,  and  symptoms  are  most  often 
in  the  head  and  shoulder  areas.  The  pain  may  be  focal, 
over  part  of  the  head,  and  the  patient  may  be  able  to 
identify  the  symptom  as  arising  outside  of  the  cranial 
cavity,  differing  from  usual  headaches.  Episodic  pain 
may  occur  behind  the  eyes,  or  behind  the  ears  in  the 
distribution  of  the  occipital  arteries.  At  times  the  pain  is 
due  to  the  arteritic  lesions  themselves,  since  the  vessels 
are  superficial  and  thus  sensitive  to  pressure.  For  exam- 
ple, some  patients  report  tender  nodules  along  the  tem- 
poral or  occipital  arteries  because  pressure  from  a hat  or 
from  a pillow  at  night  has  revealed  a sore  spot.  It  is  also 
the  reason  the  temporal  arteries  are  usually  chosen  as  the 
best  site  to  biopsy  to  establish  tissue  evidence  for  the 
diagnosis. 

Muscle  and  joint  pain  is  common.  The  typical 
polymyalgia  rheumatica  syndrome  consists  of  muscle 
aches,  especially  in  the  shoulder  girdle  area,  or  the 
muscles  of  the  upper  arm,  back,  pelvic  girdle,  or  thighs. 
Typically  the  pain  is  worst  on  arising  in  the  morning,  as 
is  most  arthritic  pain.  Joint  pain  may  occur,  and  a mild 
rheumatoid-like  synovitis  can  develop;  the  sterno- 
clavicular joints  are  affected  surprisingly  often. 

Symptoms  of  the  Arteritic  Lesions 

The  vasculitis,  in  addition  to  the  painful  or  tender 
blood  vessel  lesions  themselves  can  cause  pain  due  to 
ischemia.  Typically  intermittent  claudication  occurs  in 
the  masseter  or  temporalis  muscles  during  chewing,  or 
claudication  may  occur  in  upper  extremity  muscles  dur- 
ing exercise. 

Vasculitic  lesions  occur  in  vessels  inside  the  cranium 
as  well  as  in  the  face  and  scalp,  hence  functional 
neurologic  changes  occur.  Changes  in  mentation  are  fre- 
quent, with  sudden  memory  loss,  confusion,  depression, 
weakness  or  anorexia.  The  clinical  manifestations  of 
these  cerebrovascular  lesions  can  mimic  transient 
ischemic  attacks  or  more  serious  sudden  vascular 
events,  including  strokes. 

Lesions  of  smaller  arteries  can  affect  the  function  of 
peripheral  nerves,  producing  a mononeuritis  multiplex 
syndrome,  such  as  occurs  in  other  types  of  vasculitis. 
More  diffuse  involvement  of  vessels  of  the  spinal  cord 
or  brain  can  lead  to  a low-grade  meningo-encephalitis. 

Blindness  can  develop  suddenly  as  a result  of  the 
vasculitis.  Loss  of  vision  may  be  transient,  typical  of 
amaurosis  fugax,  or  prolonged,  with  gradual  clearing. 
Unfortunately  the  blindness  often  is  permanent.  The 
arteritic  lesions  usually  occur  in  an  ophthalmic  artery 
behind  the  globe,  rather  than  in  a retinal  artery,  and  thus 
typically  there  are  no  ophthalmoscopic  findings,  or  only 
pallor  of  the  disc,  until  optic  atrophy  appears. 

Other  vascular  lesions  may  affect  the  function  of  the 
extraocular  muscles,  and  an  ophthalmoplegia  is  a com- 
mon sudden  development  in  this  disease. 
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Occlusion  of  other  major  arteries  can  occur,  and 
serious  infarctions  of  myocardium,  lung  or  intestine  are 
seen.  Chest  or  abdominal  pain  thus  may  be  intermittent 
or  persistent,  and  surgical  resection  of  infarcted  bowel 
may  become  necessary. 

Lesions  can  occur  in  the  aorta  or  one  of  the  great 
vessels  in  the  thorax,  resulting  in  complete  occlusion, 
"pulseless  disease.  ” This  syndrome  resembles 
Takayusu’s  disease,  as  discussed  below.  Extensive  in- 
volvement of  the  aortic  wall  can  lead  to  aneurysm  for- 
mation, and  a dissecting  or  ruptured  aneurysm  can  be 
the  first  indication  of  the  presence  of  giant  cell  arteritis. 
Upper  extremity  arteries,  are  often  affected,  leading  to 
intermittent  claudication  in  the  arms,  and  loss  of 
peripheral  pulses. 

Thus  the  clinical  manifestations  of  giant-cell  arteritis 
are  extremely  varied,  resulting  from  involvement  of  one 
or  more  major  arteries  by  one  or  many  lesions,  symp- 
toms result  from  ischemia  due  to  narrowing  and  occlu- 
sion of  a vessel,  or  hemorrhage  due  to  weakening  of  the 
vessel  wall  and  rupture.  Many  of  the  symptoms  are  tran- 
sient and  recognized  as  part  of  the  disease  only  in 
retrospect,  after  a serious  event  has  led  to  the  diagnosis. 

Systemic  manifestations.  The  inflammatory  process 
in  the  vessels  in  this  disease  is  a mild,  granulomatous  in- 
flammation, and  thus  systemic  manifestations  are  usual- 
ly of  low-grade  severity  until  a major  vascular  episode 
develops.  Mild  fever  can  occur,  rarely  over  101  ° F,  but 
often  accompanied  by  sweats,  especially  at  night.  Chills 
are  extremely  rare.  A low  grade  fever-of-unknown 
origin  has  been  reported. 6 

Feelings  of  fatigue  and  weakness  are  common,  as  are 
anorexia  and  weight  loss.  A mild  anemia  is  frequent, 
usually  normochromic  and  normocytic,  but  it  may  be 
hypochromic,  resembling  the  anemia  typical  of  chronic 
disease. 

The  elevation  of  the  sedimentation  rate  is  the  outstand- 
ing feature  of  the  laboratory  evaluation  of  this  disease, 
although  other  acute  phase  reactants,  such  as  the  C- 
reactive  protein  are  usually  abnormal  as  well. 

The  ESR  is  usually  over  50  mm/hr  in  patients  with 
PMR/GCA  but  sedimentation  rates  of  100-150  mm/hr 
are  frequent.  ESR's  in  this  range  can  only  be  obtained 
when  the  Westergren  method  is  used,  since  it  is  done  in 
a tube  which  is  300  mm  long.  Wintrobe  sedimentation 
rates  are  done  in  a tube  100  mm  long,  and  the  red  cells 
begin  to  pack  into  the  hematocrit  volume  when  they  have 
fallen  close  to  half  the  length  of  the  tube;  as  a result  it 
is  very  rare  to  get  an  ESR  over  45-50  mm  with  the  Win- 
trobe method,  and  impossible  to  get  one  greater  than  100 
minus  the  hematocrit.  When  tested  the  sedimentation 
rate  values  for  the  Wintrobe  and  Westergren  methods 
are  usually  similar  up  to  about  45  mm/hr,  at  which  point 
packing  into  the  hematocrit  starts  to  occur  with  the  Win- 
trobe method,  leading  to  a plateau  in  values,  while  the 
values  by  the  Westergren  method  continue  to  rise.  Thus 
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the  main  diagnostic  clue  in  this  disease  is  lost  unless  a 
Westergren  ESR  is  done,  but  most  hospital  and  commer- 
cial laboratories  still  use  the  Wintrobe  method. 

Since  the  very  high  sedimentation  rate  is  an  important 
clue  suggesting  the  diagnosis  of  PMR/GCA,  the 
widespread  use  of  the  Wintrobe  method  may  be  factor 
leading  to  underdiagnosis  of  this  disease.  Most  of  the 
manifestations  of  GCA  resemble  phenomena  which  oc- 
cur in  arteriosclerotic  and  other  vascular  diseases,  and 
clinicians  are  often  satisfied  with  such  a diagnosis,  not 
suspecting  PMR/GCA. 

Indications  for  temporal  artery  biopsy.  Clinicians  vary 
regarding  the  frequency  with  which  they  obtain  temporal 
artery  biopsies  in  patients  thought  to  have  PMR/GCA. 
Often  the  biopsy  is  negative  despite  a convincing  syn- 
drome, and  therapy  must  be  given  nevertheless. 
However,  the  frequency  of  positive  biopsies  is  increased 
if  the  surgeon  obtains  a large  segment  of  artery,  and  the 
pathologist  examines  the  entire  specimen.  If  such 
cooperation  is  available,  biopsies  are  more  useful  and 
should  be  obtained  more  freely.  A positive  biopsy  is 
valuable,  since  prednisone  therapy  will  probably  be 
needed  for  long  periods,  with  the  patient  asymptomatic 
most  of  the  time,  and  in  the  absence  of  a positive  biopsy 
there  is  a tendency  to  doubt  the  diagnosis  and  discon- 
tinue the  drug.  If  vigilant  observation  is  not  continued, 
a return  of  the  disease  can  lead  to  serious  consequences. 
In  the  view  of  this  author,  with  a cooperative  team 
available,  biopsy  is  quick,  relatively  inexpensive,  can  be 
done  on  an  out-patient  basis,  and  should  be  undertaken 
liberally.  Many  clinicians  feel  that  both  temporal 
arteries  should  be  biopsied  if  frozen  sections  reveal  that 
the  first  vessel  is  negative.  In  view  of  the  possibility 
of  a disastrous  complication  of  the  arteritis  developing 
suddenly,  once  the  diagnosis  has  been  made  on  clinical 
grounds  it  is  wise  to  start  prednisone  therapy  immediate- 
ly, without  waiting  for  a biopsy  to  be  obtained.  Since 
biopsies  taken  2-3  days  after  the  start  of  prednisone 
therapy  still  show  the  lesions,  it  is  not  necessary  or  wise 
to  delay  in  therapy  in  order  to  obtain  a biopsy. 
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Figure  1 

Biopsy  of  temporal  artery,  H & E stain,  showing  infiltration  of  elastic 
tissue  lamina  with  macrophages  and  giant  cells.  ( x 400) 


Nature  of  the  Arteritis 

The  basic  lesion  in  PMR/GCA  is  apparently  a 
degeneration  of  the  elastic  tissue  in  the  wall  of  major 
arteries.  The  internal  elastic  layer  is  often  found  to  be 
split  and  fragmented.  As  a result,  monocytes  appear  in 
these  sites,  to  clean  up  the  debris,  as  part  of  the  body’s 
“garbage  collection  system.”  Fragments  of  elastic  tissue 
can  be  seen  in  phagolysosomes  in  the  macrophages  in 
the  lesions.  (See  Figures  1-6.)  This  process  includes  ac- 
tivation of  the  immune  system,  and  immunoglobulins 
are  found  in  the  lesions. 8 The  monocytes/macrophages 
are  activated  to  release  chemotactic  factors  which  attract 
other  mononuclear  cells  into  the  area,  probably  by  the 
process  of  phagocytosis  of  the  fragments  of  elastin. 
Some  of  the  macrophages  fuse  into  giant  cells,  and  the 
classical  granuloma  results.  Although  the  pathologic 
process  in  PMR/GCA  takes  place  primarily  in  the  media 
of  large  arteries  which  have  an  elastic  lamella,  intimal 
thickening  can  also  occur  and  contribute  to  the  arterial 
narrowing.  Adventitial  lesions  are  sometimes  seen. 

Polymorphonuclear  neutrophiles  are  rarely  seen  in 
these  lesions,  and  fibrinoid  is  not  found.  The  pathologic 
process  thus  differs  from  that  seen  in  polyarteritis 
nodosa  and  other  types  of  systemic  vasculitis,  and  larger 
vessels  are  affected  in  PMR/GCA  than  in  most  other 
types  of  vasculitis.  The  end  result  in  a given  vessel,  in- 
flammation, narrowing,  total  occlusion  or  rupture,  is  the 
same  in  the  forms  of  vasculitis  which  affect  smaller 
vessels  and  in  PMR/GCA. 

Since  the  large  arteries  affected  in  GCA  are  most  often 
those  in  the  upper  part  of  the  body,  there  may  be  an  in- 
fluence of  gravity  on  the  distribution  of  the  lesions.  Thus 
the  arteries  of  the  cranium  and  scalp,  such  as  the  tem- 
poral and  occipital  arteries  and  intracranial  vessels,  par- 
ticularly the  ophthalmic  arteries,  are  among  the  most 
frequently  affected.  The  retinal  arteries  are  probably 
spared  because  the  lesions  are  restricted  to  large  arteries 
with  prominent  elastic  lamellae.  Mesenteric  vessels  can 
be  affected  but  involvement  of  the  renal  arteries  is  rare, 
and  thus  hypertension  is  rare  in  this  form  of  arteritis. 


Figure  2 

Biopsy  of  temporal  artery,  H & E stain,  showing  infiltration  of  wall 
of  branch  artery  with  macrophages  and  giant  cells,  (x  200) 
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Figures  3A  and  3B 

Biopsy  of  temporal  artery,  elastic  tissue  stain,  showing  fragmentation  of  elastic  lamella  (dark  staining  wavy  lines).  (3A  x 400,  3B  x 800) 


Figures  4A  and  4B 

Biopsy  of  temporal  artery,  elastic  tissue  stain  showing  macrophages  and  giant  cells  associated  with  dark,  wavy  fragments  of  elastic  lamella. 

(4A  x 400,  4B  x 800) 


Elastic  tissue  degeneration  with  age  is  likely  to  be  pro- 
gressive or  at  least  recurrent,  and  thus  once  the  lesions 
start  to  appear,  they  may  continue  for  long  periods,  or 
continue  episodically  for  the  remainder  of  the  life  of  the 
patient.  This  phenomenon  probably  accounts  for  the 
long  period  of  treatment  with  corticosteroids  necessary 
in  most  patients,  and  the  fact  that  relapses  have  been 
noted  many  years  after  the  first  appearance  of  the 
disease,  suggesting  that  elastic  degeneration  had  ap- 
peared in  a new  area. 

Differential  Diagnosis 

The  rheumatic  symptoms  of  PMR  must  be  differen- 
tiated from  other  disease  with  widespread  muscle  symp- 
toms, such  as  the  fibrositis  syndrome,  as  well  as 
rheumatoid  arthritis,  osteoarthritis,  and  primary  muscle 
disease  such  as  polymyositis. 

Although  symptoms  in  the  shoulder-girdle  may  be 
very  similar  to  those  seen  in  fibrositis,  the  elevated 
sedimentation  rate  separates  PMR  from  fibrositis  and  the 
local  trigger  points  seen  in  the  fibrositis  do  not  occur  in 
PMR/GCA. 

Cervical  osteoarthritis  with  pain  in  the  neck  and 
shoulder  girdle  also  causes  symptoms  very  similar  to 


those  found  in  PMR,  but  the  limitation  of  motion  of  the 
neck  seen  in  osteoarthritic  lesions  would  not  be  expected 
in  PMR/GCA,  and  the  ESR  is  again  a very  helpful 
distinguishing  finding. 

The  true  muscle  diseases,  such  as  polymyositis , have 
more  definitive  muscle  weakness  than  is  usual  in 
PMR/GCA,  and  the  characteristic  pattern  of  maximal 
weakness  in  proximal  muscle  groups  of  the  arms,  trunk 
and  legs  characteristic  of  polymyositis  is  not  found  in 
PMR/GCA.  The  fatigue  usually  seen  in  PMR  may  be 
confused  with  muscle  weakness,  but  physical  examina- 
tion can  make  this  distinction.  A high  ESR  occurs  in 
both  diseases,  but  the  antinuclear  antibodies  and  marked 
elevation  of  muscle  enzymes  seen  in  polymyositis  would 
not  be  expected  in  PMR.  Finally,  characteristic  findings 
are  often  seen  on  muscle  biopsy  in  polymyositis. 

It  is  often  difficult  to  distinguish  giant  cell  arteritis 
from  arteriosclerotic  lesions,  and  from  other  forms  of 
vasculitis.  Arteriosclerotic  narrowing  of  large  arteries 
gives  the  same  clinical  findings  as  the  giant  cell  arteritis 
seen  with  PMR,  and  the  age  distribution  is  similar.  The 
distinction  may  be  difficult,  except  for  the  high  ESR 
with  PMR/GCA;  the  distribution  of  symptoms  in  the 
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arms  and  facial  arteries  points  towards  PMR/GCA,  and 
characteristic  differences  can  be  detected  on  radiologic 
and  pathologic  examinations.  Angiographic  findings  in 
GCA  consist  of  multiple  narrowed  segments  of  affected 
vessels,  without  the  sharp  cutoffs  seen  with 
arteriosclerotic  lesions;  the  two  processes  can  usually  be 
distinguished  angiographically,  but  the  radiologic  pro- 
cedures are  very  expensive. 

Other  forms  of  vasculitis  may  be  difficult  to 
distinguish  from  GCA.  Involvement  of  medium  and 
large  size  vessels  by  GCA  may  overlap  with  vessels 
typical  of  lesions  of  polyarteritis  nodosa,  and  both 
diseases  can  cause  occlusion  of  mesenteric  vessels  with 
abdominal  pain  and  infarction  of  the  bowel.  One 
distinguishing  feature  is  the  lack  of  hypertension  and 
renal  failure  in  GCA  which  rarely  affects  the  kidneys. 
However,  biopsies  may  be  needed  to  separate  these  two 
diseases. 

The  granulomatous  angiitis  seen  in  Churg-Straus 
disease,  or  hypersensitivity  angiitis,  affects  small 
vessels;  the  eosinophilia,  pulmonary  involvement  and 
granulomas  which  occur  in  various  organs  are  not  seen 
in  GCA.  Similarly,  Wegener’s  syndrome  produces 
arteritis  of  smaller  vessels  and  includes  granulomatous 
lesions  in  the  respiratory  tract,  especially  the  sinuses  and 
lungs,  as  well  as  kidney  lesions,  all  of  which  separate  it 
from  GCA.  The  age  distribution  in  these  diseases  also 
differs,  GCA  occurring  at  a later  age  than  is  usually  the 
case  with  the  other  forms  of  vasculitis. 

Takayusu’s  arteritis  can  be  indistinguishable  from 
GCA,  both  clinically  and  pathologically,  except  that  it  is 
rare,  affects  younger  individuals,  and  has  been  reported 
primarily  in  orientals.  Both  diseases  can  cause  occlusion 
of  great  vessels,  producing  “pulseless  disease”  in  the  up- 
per extremities,  or  occlusion  of  the  aorta  with  disastrous 
consequences. y The  pathogenesis  of  giant  cell  arteritis 
and  Takayusu’s  disease  may  be  similar,  but  the  reason 
for  the  elastic  tissue  degeneration  in  Takayusu’s  disease 
is  unclear;  the  age  distribution  suggests  a genetically 
based  developmental  abnormality,  perhaps  with 
chemically  abnormal  elastin  subject  to  early 
degenerative  changes. 

Treatment 

Therapy  of  PMR/GCA  consists  of  primarily  of  cor- 
ticosteroids, usually  prednisone,  given  in  adequate  doses 
to  suppress  the  disease  process.  Long-term  therapy  may 
be  needed,  and  thus  corticosteroid  toxicity  can  be  a ma- 
jor problem. 

Initially  prednisone  is  usually  given  in  doses  of  40-60 
mg  per  day,  in  divided  doses,  preferably  at  8 hour  inter- 
vals because  of  the  short  half-life  of  prednisone,  in  order 
to  maintain  continuous  around-the-clock  suppression  of 
the  disease  process.  This  dose  is  continued  until  the  ESR 
is  normal,  usually  about  a month,  and  the  dose  is  then 
tapered  to  find  the  lowest  level  which  will  suppress  the 
process  and  keep  the  ESR  normal.  Since  major  com- 


plications can  occur  early  in  the  course  of  treatment, 
before  the  arteritis  is  completely  under  control,  it  is  wise 
to  start  with  a large  dose  to  get  the  arteritic  lesions  sup- 
pressed quickly.  Blindness  has  been  reported  to  develop 
during  the  first  few  days  of  corticosteroid  therapy,  but 
not  later  in  patients  receiving  adequate  doses  to  suppress 
the  disease. 

Corticosteroid  therapy  may  be  needed  for  a very  pro- 
longed period;  in  one  study  84%  of  patients  required 
therapy  for  at  least  five  years.  10  As  a result  cor- 
ticosteroid toxicity  can  become  a serious  problem.  It  is 
important,  therefore,  to  find  the  lowest  effective 
maintenance  dose  quickly.  Seven  and  a half  to  ten 
milligrams  of  prednisone  per  day,  or  even  less,  is  often 
satisfactory  for  maintenance,  providing  the  ESR  is 
followed  regularly  to  monitor  the  completeness  of  con- 
trol of  the  disease. 

Some  clinicians  give  smaller  initial  doses  of  pred- 
nisone, such  as  25-30  mg/day,  to  minimize  toxicity,  if 
the  symptoms  are  limited  to  PMR  without  clinical 
evidence  of  vasculitis.  Some  risk  is  attached  to  this 
course,  however,  since  the  vascular  lesions  may  be 
asymptomatic  until  a disastrous  complication  develops. 
Nevertheless,  statistically  this  course  of  action  has  been 
successful  in  the  majority  of  cases,  since  serious  com- 
plications are  infrequent. 

Daily  or  every  other  day  prednisone  can  suppress  the 
disease,  11  but  is  not  as  dependable  as  prednisone  in 
divided  doses,  since  the  drug  is  cleared  from  the  blood 
rapidly.  Once  a day,  or  even  every  other  day  dosage, 
may  be  adequate  for  maintenance  therapy,  however. 
Prednisone  given  every  other  day  has  been  shown  to 
avoid  adrenal  suppression,  but  when  given  more  fre- 
quently adrenal  function  is  suppressed,  and  thus  there  is 
no  clinical  advantage  to  once  a day  or  twice  daily  pred- 
nisone compared  to  an  every  8 hour  schedule,  and  effec- 
tiveness may  be  less. 

There  have  been  reports  of  successful  treatment  of  the 
symptoms  of  PMR/GCA  with  non-steroidal  anti- 
inflammatory agents  alone,  without  prednisone.  Control 
of  symptoms  of  this  disease,  when  they  are  limited  to 
musculoskeletal  complaints,  is  not  difficult,  but  clinical- 
ly inapparent  vasculitic  lesions  can  lead  to  serious  com- 
plications. In  the  view  of  this  author,  withholding  cor- 
ticosteroid therapy  once  the  diagnosis  has  been  made  is 
a risky  course  to  follow,  and  should  be  limited  to  pa- 
tients who  are  at  very  high  risk  for  corticosteroid 
toxicity. 

Complications  of  the  arteritis,  such  as  sudden  occur- 
rence of  blindness,  can  occur  2 years  or  longer  after  in- 
itial diagnosis  even  in  patients  who  are  apparently  ade- 
quately treated.  12  Thus  lifelong  vigilance  for  reactiva- 
tion of  the  disease  is  probably  necessary.  There  is  no 
definitive  data  regarding  how  long  therapy  is  necessary, 
but  several  studies  point  to  prolonged  periods,  lasting 
many  years.  Since  the  disease  seems  to  be  the  result  of 
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degeneration  of  the  elastic  layer  in  large  arteries  in  older 
people,  it  is  likely  to  be  a continuous  or  recurrent  pro- 
cess once  it  begins,  and  it  is  not  surprising  that  treatment 
will  be  needed  indefinitely  in  some  cases.  Continued 
monitoring  of  the  ESR  certainly  seems  essential  once  the 
diagnosis  has  been  made,  since  a recurrence  can  cause 
major  vessel  occlusion  with  blindness,  myocardial  or 
cerebral  infarcts,  or  other  clinical  disasters.  It  should  be 
kept  in  mind,  however,  that  elevation  of  the  sedimen- 
tation rate  can  occur  due  to  intercurrent,  unrelated 
disease,  including  upper  respiratory  infections,  and  the 
dose  of  prednisone  should  not  be  altered  in  such 
circumstances. 
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Office  Evaluation  of  Renal  Function 

HOWARD  B.  GARFINKEL,  M.D. 


Despite  the  multiple  and  complex  functions  of  the 
kidney,  the  clinical  evaluation  of  renal  function  is 
relatively  easy  to  accomplish.  A few  simple  tests  usually 
allow  the  physician  to  determine  the  presence  or  absence 
of  important  derrangements  of  renal  function.  There  are 
many  articles  describing  the  clinical  evaluation  of  renal 
function.  123  I will  herein  emphasize  several  points 
which  I feel  are  important  to  the  practicing  physician. 

Basic  Physiology 

The  process  of  urine  formation  begins  with  the 
elaboration  of  an  ultrafiltrate  of  plasma  at  the 
glomerulus  (Figure  1).  This  ultrafiltrate  contains 
crystaloids  in  the  same  concentration  as  they  exist  in 
plasma,  but  normally  contains  virtually  no  protein.  As 
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Figure  1 

Schematic  of  the  formation  of  glomerular  filtrate 
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Figure  1 illustrates,  the  formation  of  filtrate  can  be 
visualized  as  the  translocation  of  a certain  volume  of 
water  with  its  dissolved  substances  from  the  vascular 
compartment  into  the  glomerular  urinary  space.  The 
volume  of  water  thus  translocated  per  unit  time  is  the 
rate  of  formation  of  glomerular  filtrate,  i.e.,  the 
glomerular  filtration  rate  (GFR). 

As  the  ultrafiltrate  moves  down  the  nephron,  many 
substances  are  reabsorbed  from  the  filtrate  (e.g.,  Na,  Cl, 
water),  others  are  secreted  into  filtrate  (e.g.,  K,  H),  and 
the  final  composition  of  the  urine  is  the  net  result  of 
these  three  processes  of  glomerular  filtration,  tubular 
reabsorption,  and  tubular  secretion. 

GFR  is  the  single  aspect  of  renal  function  that  best 
correlates  with  the  overall  ability  of  the  kidney  to  per- 
form its  many  homeostatic  tasks.  When  nephrologists 
speak  clinically  of  “renal  function,”  they  are  usually 
referring  to  the  estimation  of  GFR. 

Measuring  GFR 

If  a substance  is  dissolved  in  plasma  at  a steady  con- 
centration, is  not  bound  to  plasma  protein,  is  freely 
filtered  at  the  glomerulus,  and  is  neither  reabsorbed  nor 
secreted  by  the  renal  tubules,  then  the  amount  of  such  a 
substance  appearing  in  the  urine  in  a given  period  of 
time  is  the  amount  filtered  in  the  same  period  of  time. 
By  measuring  the  urinary  excretion  rate  and  the  plasma 
concentration  of  such  a substance,  one  can  calculate  the 
volume  of  plasma  water  which  must  have  been  filtered 
to  deliver  the  excreted  amount  of  substance  into  the 
glomerular  space.  That  volume  of  plasma  water  is  the 
volume  of  filtrate  formed  in  the  measured  time;  i.e.,  the 
GFR.  Inulin  is  such  a substance  and,  when  infused  so  as 
to  maintain  a constant  plasma  concentration,  can  be  used 
to  very  accurately  measure  GFR.  Fortunately  for  the 
clinician,  the  body  has  provided  its  own  inulin-like 
substance  — creatinine . 

Creatinine  is  a product  of  muscle  metabolism,  is 
disolved  in  plasma  water,  and  is  not  bound  to  plasma 
proteins.  It  is  freely  filtered  at  the  glomerulus,  and  is 
neither  reabsorbed  nor  appreciably  secreted  by  the  renal 
tubule.  In  a given  individual  it  is  produced  at  a constant 
rate  depending  on  muscle  mass,  and,  unless  there  are 
important  changes  in  muscle  mass  or  renal  function,  its 
plasma  concentration  is  very  constant.  Therefore, 
measuring  creatinine  excretion  rate  in  a timed  urine  col- 
lection and  dividing  by  its  plasma  (or  serum)  concentra- 
tion will  give  an  excellent  estimation  of  GFR  (Figure  2). 

The  clearance  of  a substance  with  the  described 
characteristics  of  inulin  or  creatinine  is  equal  to  the 

GFR.  GFR  = Ccr  = y£I_V,  where  Ucr  = urine  cre- 
Pcr 

atinine  concentration,  V = the  urine  flow  rate 
(volume/timet,  and  Per  = plasma  (or  serum)  creatinine 
concentration.  The  normal  value  for  a creatinine 
clearance  is  120  ml/min/1.73  m : body  surface  area. 


This  is  a range  of  approximately  70-130  ml/min  for 
women  and  75-140  ml/min  for  men. 

24  HOUR  (1440  MINUTE)  URINE  VOLUME  = 1200  ML 
URINE  CREATININE  CONCENTRATION  = 100  MG/DL 
SERUM  CREATININE  CONCENTRATION  = 0.8  MG/DL 

Creatinine  excretion  rate  (and  filtration  rate): 

rfrTT-"-  X Inn  MG  = °‘83  MG/MIN 
1440  MIN  100  ML 

The  volume  of  plasma  water  containing  0.83  mg  of  creatinine: 
0.83  MG  7 0.8  MG/100  ML  = 103.8  ML 

Therefore,  103.8  ml  of  plasma  water  per  minute  was  trans- 
located FROM  THE  VASCULAR  COMPARTMENT  INTO  THE  GLOMERULAR 
URINARY  SPACE  DELIVERING  THE  0.83  MG  OF  CREATININE  EXCRETED 
PER  MINUTE;  I.E.,  6FR  = 103.8  ML/MIN, 

Figure  2 

Calculation  of  GFR 

If  GFR  falls,  muscle  continues  to  produce  creatinine 
at  a constant  rate.  The  excretion  rate  of  creatinine  will 
decrease  (because  of  the  lowered  GFR)  and  the  plasma 
concentration  will  rise  (because  of  retained  creatinine) 
until  the  plasma  creatinine  concentration  reaches  a level 
at  which  creatinine  is  once  again  being  filtered  (and  ex- 
creted) at  the  same  rate  it  is  being  produced  (creatinine 
excretion  rate  = creatinine  filtration  rate  = Per  x 
GFR).  If  GFR  is  cut  in  half.  Per  will  have  to  double  in 
order  to  restore  creatinine  balance.  This  relationship  is 
illustrated  for  a hypothetical  patient  in  Figure  3. 


Percent  of  Normal  GFR 

100  50  0 


Figure  3 

Relationship  between  serum  creatinine  concentration,  creatinine 
clearance,  and  GFR  See  text  for  explanation  of  points. 

At  point  1 in  Figure  3,  the  GFR  = 120  ml/min  and 
serum  creatinine  = 0.6  ml/dl.  At  point  2,  GFR  = 60 
ml/min  and  serum  creatinine  = 1.2  mg/dl.  At  point  3, 
GFR  = 30  ml/min  and  serum  creatinine  = 2.4  mg/dl. 
It  should  be  noted  that  the  largest  loss  of  GFR  (120 
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ml/min  to  60  ml/min)  is  associated  with  smallest  ab- 
solute increase  in  serum  creatinine.  In  fact,  in  a small 
woman,  unless  creatinine  clearance  is  measured,  a 
serum  creatinine  of  1.2  mg/dl  may  wrongly  be  inter- 
preted as  indicating  normal  renal  function. 

In  any  given  patient,  once  creatinine  clearance  has 
been  determined,  changes  in  serum  creatinine  will 
reflect  changes  in  GFR;  e.g.,  a rise  in  creatinine  from 
1 mg/dl  to  2 mg/dl  would  imply  a 50%  reduction  in 
GFR.  As  GFR  reaches  very  low  values  (less  than  15 
ml/min),  the  measurement  of  creatinine  clearance  tends 
to  overestimate  true  GFR  because  of  some  tubular  secre- 
tion of  creatinine.  However,  by  this  stage  in  the  clinical 
progression  of  renal  insufficiency,  management  is  not 
based  on  accurate  measurements  of  GFR  but  rather  on 
clinical  symptoms. 

Although  measurements  of  BUN  have  been  used  as  an 
index  of  GFR,  it  is  not  nearly  so  accurate  an  indicator 
as  is  the  serum  creatinine.  Many  factors  may  alter  the 
BUN  independent  of  changes  in  GFR  (Figure  4).  BUN, 
therefore,  should  not  be  used  to  estimate  renal  function. 

Dietary  protein  intake 
State  of  hydration 

ECF  VOLUME  STATUS 

Urine  flow  rate 

G 1 BLEEDING 

Catabolic  states 

Anti-anabolic  (or  catabolic)  medications 

A)  TETRACYCLINE 

B)  STEROIDS 

Figure  4 

Factors  which  change  BUN  independent  of  GFR 

Although  an  intravenous  urogram  depends  on  the 
presence  of  some  renal  function  for  visualization,  it  is 
not  a good  indicator  of  renal  function.  Very  poorly  func- 
tioning kidneys  (GFR  = 5 ml/min/kidney)  may 

visualize  on  an  intravenous  urogram  if  the  osmotic  load 
of  a high  BUN  is  removed.  Figure  5 illustrates  the  rather 
remarkable  visualization  of  the  very  poorly  functioning 
native  kidneys  in  a patient  who  had  received  a successful 
transplantation  and  whose  BUN  = 20  mg/dl. 

New  nuclear  medicine  computerized  techniques  may 
allow  the  rather  accurate  measurement  of  GFR  in  each 
kidney  in  circumstances  where  it  is  important  to  know 
the  relative  contribution  of  each  kidney  to  overall  renal 
function. 4 

The  constant  production  and  excretion  rate  of 
creatinine  makes  measurement  of  creatinine  excretion 
rate  in  timed  (usually  24-hour)  urine  sample  an  excellent 
indicator  of  the  adequacy  of  the  collection.  Many  clini- 
cians erroneously  use  the  volume  of  a 24-hour  specimen 
to  judge  its  adequacy.  It  must  be  remembered,  however, 
that  the  volume  of  a 24-hour  urine  collection  can  nor- 
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mally  range  between  500  ml  per  day  to  many  liters  per 
day  depending  on  the  fluid  intake.  However,  the 
creatinine  excretion  rate  is  very  constant,  ranging  from 
20-26  mg/kg/day  in  adult  men  (from  20  to  30  years  of 
age)  and  from  14-22  mg/kg/day  in  adult  women  (from 
20  to  30  years  of  age).  Values  below  these  ranges  in- 
dicate incomplete  collections,  and  values  above  these 
ranges  indicate  collections  of  greater  than  24-hours. 

It  is  important  to  remember  that  nephron  mass,  and 
therefore  GFR,  normally  decline  with  age.  Coinciden- 
tally, muscle  mass  also  declines  with  age  at  a rate  that 
very  closely  parallels  the  rate  of  nephron  loss.  There  is 
a halving  of  GFR  and  muscle  mass  every  30  years  after 
the  age  of  30.  Therefore,  a 70  kgm  man  of  30  years  of 
age  with  a GFR  = 120  ml/min  and  excreting  26  mg 
creatinine/kgm/day  will  have  a serum  creatinine  concen- 
tration of  1.0  mg/dl.  At  the  age  of  50  years,  the  same 
man  may  weigh  65  kgm;  he  will  have  a GFR  = 60 
ml/min  and  be  excreting  13.3  mg  creatinine/kgm/day 
and  will  still  have  a serum  creatinine  concentration  of 
1 .0  mg/dl. 

Evaluation  of  Tubular  Function 

Although  the  renal  tubules  perform  many  diverse 
tasks,  the  office  evaluation  of  several  important  aspects 
of  tubular  function  is  relatively  straightforward.  Com- 
mon clinical  situations  which  may  require  tubular  func- 
tion testing  are  polyuric  states,  conditions  of  altered 


Figure  5 

Intravenous  urogram  showing  visualization  of  native  kidneys  in  patient 
with  successful  transplant. 
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serum  osmolality,  and  non-anion  gap  metabolic  acidosis 
with  urine  pH  greater  than  5.5. 

Concentration  and  Dilution  Testing 
For  meaningful  interpretation  of  concentration  and 
dilution  testing,  urine  samples  should  be  submitted  for 
osmolality  measurements  (rather  than  specific  gravity), 
since  the  ability  to  concentrate  or  dilute  the  urine  is  not 
a function  of  the  weight  of  the  osmotically  active  par- 
ticles in  the  urine.  For  example,  in  a patient  who  has  just 
received  intravenous  iodinated  dye,  the  specific  gravity 
will  be  artifically  high  because  of  the  weight  of  the  dye 
whereas  the  true  urinary  concentration  as  measured  by 
osmometry  may  be  isosthenuric  (urine  osmolality  = 300 
mOsm/kgm). 

Depending  on  daily  fluid  and  solute  intake,  urine  con- 
centration normally  ranges  from  50  mOsm/kgm  (sp.gr. 
= 1.001)  to  1200  mOsm/gm  (sp.gr.  = 1.034). 

The  concentrating  ability  is  simply  tested  by  measur- 
ing the  osmolality  of  the  first  sample  voided  after 
24-hours  of  fluid  deprivation;  it  should  be  greater  than 
900  mOsm/kgm  (sp.gr.  > 1.026).  Figure  6 lists  some 
of  the  disorders  causing  inability  to  maximally  concen- 
trate the  urine. 

Diluting  ability  is  tested  by  measuring  the  osmolality 
of  each  urine  specimen  voided  for  3 hours  after  the  pa- 
tient drinks  1500  ml  of  water  over  20-30  minutes.  At 
least  one  of  the  specimens  should  have  a concentration 
of  less  than  80  mOsm/kgm  (sp.gr.  < 1.003).  Figure  7 
lists  some  of  the  conditions  causing  inability  to  maximal- 
ly dilute  the  urine. 

Acidification  Testing 

Patients  presenting  with  non-anion  gap  (hyper- 
chloremic) metabolic  acidosis  without  diarrhea,  car- 
bonic anhydrase  administration,  intravenous  hyperali- 

Diabetes  Insipidis 

CENTRAL  AND  NEPHROGENIC 

Chronic  renal  disease 

POLYCYSTIC  DISEASE 
MEDULLARY  CYSTIC  DISEASE 
PYELONEPHRITIS 
URETERAL  OBSTRUCTION 
FAR-ADVANCED  RENAL  FAILURE 

Electrolyte  Disorders 

HYPOKALEMIA 
HYPERCALEMI A 

Sickle  cell  disease 
Dietary  abnormalities 
excessive  water  intake 

DECREASED  SODIUM  CHLORIDE  INTAKE 
DECREASED  PROTEIN  INTAKE 

Miscellaneous 

MULTIPLE  MYELOMA 
AMYLOIDOSIS 
SJOGREN'S  DISEASE 
SARCOIDOSIS 

Figure  6 

Causes  of  defects  in  concentrating  ability 


mentation,  or  ureterointerostomies  or  ureterosigmoidos- 
tomies  may  well  have  one  of  the  several  forms  of  renal 
tubular  acidosis  (RTA).  Distal  RTA  (Type  I RTA)  is 
characterized  by  an  inability  to  lower  the  urine  pH  to 
less  than  5.5.  In  patients  with  unexplained  non-anion  gap 
metabolic  acidosis  whose  urine  pH  is  always  greater 
than  5.5,  urine  acidification  testing  is  in  order.  As  per 
Wrong  & Davies, 5 ammonium  chloride,  0.1  gm/kgm 
body  weight,  is  given  by  mouth  and  urine  samples  are 
obtained  hourly  for  six  hours;  one  of  these  samples 
should  have  a urine  pH  of  less  than  5.5,  unless  an 
acidification  defect  is  present.  A urine  pH  of  less  than 
5.5  rules  out  distal  RTA.  Urine  pH  should  ideally  be 
tested  with  a pH  meter,  but  nitrazine  paper  in  the  proper 
pH  range  will  suffice. 

For  other  aspects  of  tubular  function  testing,  the 
reader  is  referred  to  more  detailed  articles. 2 

Urinalysis 

Several  points  with  regards  to  urinalysis  will  be  em- 
phasized. More  detailed  discussions  of  the  procedure  are 
available. 6 

The  dipstick  test  for  occult  blood  will  detect  free 
hemoglobin  (or  myoglobin).  False  negative  tests  will  oc- 
cur in  concentrated  urines  where  none  of  the  red  cells 
have  lysed  and  no  free  hemoglobin  is  present.  Examina- 
tion of  the  urine  sediment  will  reveal  the 
microhematuria. 

The  dipstick  test  for  protein  is  relatively  specific  for 
albumin.  I routinely  test  urine  for  protein  with  both 
dipstick  and  20%  sulfosalicylic  acid  (SSA)  which  detects 
all  urinary  proteins.  A urine  specimen  which  tests  trace 
to  1 + for  protein  on  dipstick  but  3 + to  4 + with  SSA 
indicates  significant  non-albumin  proteinuria,  most  often 
lightchainuria.  Such  a finding  may  be  the  first  clue  to  the 
diagnosis  of  a plasma  cell  dyscrasia.  The  interpretation 
of  proteinuria  must  be  tempered  by  the  simultaneously 
measured  urine  concentration.  Trace  proteinuria  in  a 
urine  with  an  osmolality  of  50  mOsm/kgm  may  indicate 
nephrotic  range  proteinuria  (measured  in  grams  of  pro- 
tein excreted  per  day),  whereas  2 + proteinuria  in  a 
specimen  of  1200  mOsm/kgm  may  be  only  trivial 
proteinuria. 

Decreased  "effective"  circulating  blood  volume 
Renal  insufficiency 

Syndrome  of  inappropriate  release  of  antiduretic 

HORMONE 

Osmotic  diuresis 
Diuretic  therapy 
Chlorpropramide 
Adrenal  insufficiency 
Myxedema 
Heart  Failure 
Liver  Failure 

Figure  7 

Causes  of  defects  in  diluting  ability 
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Sample  Collection 

Timed  urine  samples  are  often  collected  improperly. 
I recommend  specific  written  instructions  on  all  timed 
collections  as  shown  in  Figure  8. 

In  summary,  the  office  evaluation  of  renal  function 
can  be  easily  performed  using  some  applied  renal 
physiology  and  properly  collected  samples. 
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Sample  of  instructions  for  a 24-hour  urine  collection 
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Medical  Aspects  of  Nuclear  Events 
Involving  Human  Populations 

JOSEPH  L.  BELSKY,  M.D. 


The  possibility  of  nuclear  holocaust  has  become  a sub- 
ject of  world  class  speculation.  Various  scenarios,  con- 
sequences, and  prognoses  have  been  promulgated,  but 
every  scheme  has  a common  characteristic:  each  is  im- 
aginary. However,  three  actual  atomic  events  have  oc- 
curred within  memory  which  affected  the  health  of  large 
populations  sufficiently  to  be  called  catastrophies. 
These  events  are: 

a.  The  atomic  bombing  of  Hiroshima  and  Nagasaki  in 
1945 

b.  The  testing  of  a hydrogen  bomb  in  the  Marshall 
Islands  in  1954 

c.  The  nuclear  power  plant  accident  at  Three  Mile 
Island  (TMI),  Pennsylvania  in  1979 


JOSEPH  L.  BELSKY,  M.D.,  Associate  Clinical  Professor  of 
Medicine,  Yale  University  School  of  Medicine;  Chief  of  Endocrinol- 
ogy and  Metabolism,  Department  of  Medicine,  Danbury  Hospital, 
Danbury,  CT;  Chief  of  Medicine  (1969-1972),  Atomic  Bomb  Casualty 
Commission,  Hiroshima/Nagasaki,  Japan. 
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Physicians’  organizations  and  other  citizens’  groups 
were  not  officially  very  concerned  or  had  not  made  their 
concerns  widely  known  about  the  consequences  of 
atomic  radiation  or  nuclear  war  for  approximately  35 
years  following  the  dropping  of  the  atomic  bombs. 
However,  in  the  past  two  years  there  has  been  a surge 
of  interest  in  these  matters. 

A seminal  event  in  the  recent  concern  was  the  first 
Congress  of  International  Physicians  for  the  Prevention 
of  Nuclear  War  which  brought  together  physicians  from 
around  the  world  1 including  some  physician-survivors 
of  the  1945  atomic  bombs.  The  background  for  the 
organization  of  physicians  into  vocal,  politically  active 
groups  and  also  the  possible  consequences  of  modern 
nuclear  war  which  concerns  them  are  detailed  in  very  re- 
cent publications.  12  The  American  College  of  Physi- 
cians published  a position  paper,  “The  Medical  Conse- 
quences of  Radiation  Accidents  and  Nuclear  War”1 
which  emphasizes  responsibilities  of  medical 
organizations. 
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The  main  purpose  of  the  present  report  is  to  give 
physicians  a broad  background  concerning  events  that 
have  actually  taken  place.  This  may  help  in  understand- 
ing the  predicted  potential  for  human  injury 2 from 
nuclear  weapons  that  are  now  available  and  poised. 

The  Atomic  Bomb  in  Japan 

At  8:15  a.m.  on  August  6,  1945  a B-25  bomber,  the 
Enola  Gay,  dropped  a uranium-235  bomb  which  explod- 
ed 600  meters  over  the  city  of  Hiroshima,  Japan.  This 
was  the  only  bomb  of  its  type  that  had  ever  been  made. 
Three  days  later  a similar  aircraft  disgorged  a 
plutonium-239  bomb  over  Nagasaki,  the  second  of  two 
such  bombs  which  were  manufactured;  the  first  was 
tested  one  month  previously  in  New  Mexico.  This  con- 
sumed the  world’s  atomic  weapon  arsenal. 

Within  milliseconds  three  forces  were  unleashed. 4 

1 . A shock-wave  of  compressed  air  traveled  at  super- 
sonic speed  and  demolished  everything  in  its  path  ex- 
cept reinforced  concrete.  Parts  of  buildings,  bodies, 
vehicles  and  vegetation  were  flung  through  the  air. 
Windows  broke  14  kilometers  away.  Behind  the  com- 
pressed air  a vacuum  developed  which  was  filled  by 
a return  draft  that  flowed  toward  the  detonation 
center  and  rose  in  the  sky  in  a massive  mushroom 
cloud  of  smoke  and  debris. 

2.  A flash  of  heat  reaching  4000  °C  at  the  ground  below 
the  point  of  detonation  charred  the  earth.  At  1000 
meters  the  temperature  was  still  greater  than  500  °C. 
Spontaneous  combustion  of  clothes  and  wooden 
houses  occurred  within  seconds  (primary  ignition 
from  thermal  effects  of  the  bombs)  while  secondary 
fires  from  stoves  and  collapse  of  houses  produced  a 
fire  storm.  Skin  burns  occurred  as  far  as  4 kilometers 
from  the  hypocenter. 

3.  Radiation  was  emitted  as  a single  dose  traveling  in 
straight  lines  so  that  by  about  2300  meters  from  the 
point  of  detonation  radiation  exposure  was  less  than 
1 rad  (1  rad  equals  100  ergs  of  energy  per  gram  of 
tissue).  The  Hiroshima  bomb  produced  gamma  rays 
and  neutrons  and  the  Nagasaki  bomb  predominantly 
gamma  rays.  This  difference  has  been  considered  in 
explaining  consequences  of  these  events  that  differ  in 
the  two  cities. 

The  destruction  and  disruption  of  civic  life  was 
massive.  The  bombs  destroyed  about  12  square 
kilometers  of  a modern  city.  Conventional  weapons  at 
the  time  would  have  required  hundreds  of  aircraft  drop- 
ping thousands  of  bombs  to  accomplish  the  same  result 
over  a much  longer  period.  Initial  casualties  numbered 
about  140,000  in  Hiroshima  and  fewer  in  Nagasaki  due 
to  a difference  in  topography.  About  70%  of  injuries  and 
deaths  were  due  to  blast  and  burns  and  30%  to  radiation. 

Acute  Effects 

Acute  radiation  effects  (Table  l)14,5  were  noted  out 
to  more  than  4 kilometers  from  the  point  of  detonation 


and  consisted  of  GI  symptoms  (nausea,  vomiting  and 
diarrhea)  and  anorexia.  Over  several  days  petechiae  and 
purpura  occurred  including  bleeding  from  mucous  mem- 
branes, and  then  there  occurred  patchy,  occasionally 
total,  loss  of  scalp  hair.  Infection  and  burns  were  promi- 
nent and,  coupled  with  depressed  hemopoietic  elements, 
constituted  the  major  risk  to  survival.  Pancytopenia  oc- 
curred promptly  in  the  heavily  irradiated;  all  of  these 
died.  Among  those  with  smaller  doses  of  radiation,  low 
WBC’s  were  found  in  the  4-5th  weeks  and  often  accom- 
panied by  rises  in  temperature.  The  mortality  rate 
among  this  group  paralleled  the  occurrances  of  low 
WBC,  fever,  petechiae,  orpharyngitis  and  epilation. 


Table  1 

ACUTE  EFFECTS  (ADAPTED  FROM  REFERENCE  4) 

Effect 

Heavily  Irradiated 

Lightly  Irradiated 

Death 

(.5  miles  away)  50%  in 
1st  month 

(2-2.5  miles)  10% 

Flash  bums 

Skin  charring 

erythema,  blisters 

Blast 

internal  injuries,  hemorrhage 

most  secondary  to  flying 
debris 

Radiation 

1st  day: 

1st  week: 

petechiae.  nausea, 

nausea,  weakness, 

vomiting,  anorexia 

anorexia. 

lst-2nd  week: 

diarrhea  (bloody  in  25%) 

fever,  oropharyngitis 

2nd  week: 

bleeding,  epilation. 

epilation,  gingival 

pancytopenia 

bleeding,  petechiae 
4th  week: 

low  WBC,  fever 
12th  week: 
epilation,  gingival 
bleeding,  petechiae 

Dr.  M.  Hachiya,  Medical  Director  of  the  Red  Cross 
Hospital  in  Hiroshima,  survived  the  initial  blast  and  con- 
tinued to  work.  He  published  his  diary  which  is  both  a mov- 
ing story  and  an  accurate  medical  recounting  of  the  days 
and  weeks  immediately  after  the  bombing. 6 His  heavily  ir- 
radiated patients  showed  pancytopenia  while 
agranulocytosis  and  thrombocytopenia  occurred  in  lightly 
irradiated  persons.  He  also  described  striking  weakness 
without  other  clinical  findings  in  many  of  the  survivors. 
This  weakness  improved,  as  did  the  bone  marrow,  over 
several  weeks  to  months,  and  for  those  who  recovered, 
there  appeared  to  be  no  residual  symptoms. 

Late  Effects 

The  late  effects  of  the  atomic  bombs  of  Hiroshima  and 
Nagasaki  constitute  the  largest  body  of  knowledge  concern- 
ing radiation  in  normal  humans. 

There  were  approximately  4000  pregnant  women  in  the 
two  cities  who  survived  the  bombs.  Fetuses  in  early 
pregnancy  were  most  susceptible  after  birth  to  microcepha- 
ly, and  many  also  had  mental  deficiency. 7 These  fetuses 
were  also  at  risk  for  chromosome  aberrations  (see  below). 

Children  exposed  to  atomic  radiation  in  Hiroshima  and 
Nagasaki  demonstrated  some  further  late  consequences  con- 
sisting of  neoplasms  and  also  a slowing  of  linear  growth.  In 
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addition,  those  who  were  less  than  5 years  old,  particularly 
in  Hiroshima,  and  who  also  received  at  least  100  rads  of 
total  body  radiation,  tended  to  be  shorter  adults. s 

A high  risk  of  cancer  occurred  in  those  under  10  year  old 
who  were  exposed  to  100  rads  or  more  of  total  body 
radiation.  9 This  group  continues  to  be  at  greater  risk  than 
non-irradiated  peers.  The  most  vivid  consequence  of  the 
atomic  bomb,  however,  in  both  children  and  adults,  was 
leukemia. 10  This  began  2-3  years  after  the  bombing  and 
reached  a level  greater  than  30  cases/ 100,000  population 
(normally  one  case/100.000)  at  5 years.  Even  today,  there 
is  a slight  leukemia  excess  among  A-bomb  survivors  com- 
pared with  the  normal  population.  Leukemia  has  not  been 
found  in  excess  in  those  exposed  in-utero  despite  the  known 
increased  tissue  sensitivity  to  radiation  in  young  ages. 

Leukemia  cases  occurred  promptly  in  heavily  exposed 
young  persons.  Their  risk  also  declined  more  rapidly  as  the 
years  went  by.  In  those  over  45  at  the  time  of  the  bomb, 
the  increase  in  leukemia  appeared  later  and  was  sustained 
longer.  Initially,  both  acute  and  chronic  granulocytic 
leukemias  were  documented.  After  1955  cases  of  acute 
myelogenous  leukemia  were  more  prominent.  The  longer 
latent  period  between  exposure  and  leukemia  that  occurred 
among  those  who  received  smaller  doses  of  radiation  may 
be  of  great  importance  in  consideration  of  “low  dose"  ex- 
posure that  typifies  natural  as  well  as  medical  diagnostic 
sources  of  radiation. 

Another  type  which  became  highly  prevalent  years  after 
the  bomb  was  cancer  of  the  thyroid.  11  Radiation  induced 
thyroid  cancers  followed  the  pattern  for  those  occurring 
naturally  in  that  well  differentiated  papillary  and  mixed 
papillary-follicular  carcinomas  were  most  prevalent.  A 
significant  excess  of  thyroid  cancers  began  about  15  years 
after  the  bomb  and  is  still  greater  than  normal  among  the 
heavily  exposed. 

Taken  together,  all  cancers  were  markedly  increased  by 
several  fold  among  A-bomb  survivors, 12  but  only  a few 
specific  cell  types  were  found  in  sufficient  numbers  to  be 
assigned  significant  excess  risks  (Table  2).  Table  3 lists 
other  definite  effects  related  to  atomic  radiation. 

Chromosomes 

Chromosome  aberrations  (dicentrics,  ring  forms, 
fragments)  were  found  in  proportion  to  the  amount  of  total 
body  radiation  received.  1 Indeed,  chromosome  changes  in 
cloned  peripheral  lymphocytes  are  now  considered  so 
strongly  related  to  the  dose  of  radiation  that  an  estimate  of 
exposure  can  be  made  by  knowing  the  percentage  of  altered 
chromosomes.  These  changes  occurred  in  all  groups  from 
in-utero  to  the  elderly  among  the  heavily  exposed.  It  has  not 
been  possible  to  this  time  to  assign  a specific  illness  or 
neoplasm  to  chromosome  abnormalities.  The  risk  of 
neoplasia  and  the  risk  of  chromosome  alterations  each  in- 
creased independently  with  increased  radiation  exposure. 
For  this  and  other  reasons  the  significance  of  the  correlation 
is  unclear. 
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Table  2 

CANCERS  ASSOCIATED  WITH  ATOMIC  BOMB  RADIATION 

Strong  Association 
Leukemia 
Thyroid 
Female  Breast 
Lung 

Suggestive  Association 
Cervix 
Liver 

Salivary  glands 
Colon 


Table  3 

SUMMARY  OF  LATE  EFFECTS  OF  ATOMIC  BOMB  RADIATION 

Cataracts 

Cancer  (adult  exposure,  see  Table  2) 

Chromosome  aberrations 

Microcephaly  and  mental  deficiency  (in-utero  exposure) 
Decreased  adult  stature  (childhood  exposure) 

Increased  cancer  in  children  (exposed  < 10  years  old) 


Absent  Relationships 

Soon  after  the  bombs,  newborn  and  young  children  were 
observed  for  alterations  in  growth  and  development.  It  was 
rumored  that  offspring  of  A-bomb  survivors— those  con- 
ceived after  the  bomb  — might  be  more  susceptible  to  illness 
or  shortened  life  span.  Careful  study  of  this  generation 
(called  the  Fi).  has  shown  no  increase  in  mortality,  birth 
defects,  leukemia,  or  any  alteration  of  growth  and  develop- 
ment. They  are,  in  fact,  much  taller  than  their  parents. 

Other  late  effects  showing  no  relationship  with  atomic 
bomb  exposure  are  listed  in  Table  4.  It  is  important  to  point 
out  that  other  than  cancer,  there  is  no  shortening  of  life  span 
or  increased  aging  that  can  be  ascribed  to  atomic  radiation 
as  shown  by  a host  of  age  related  tests. 

Table  4 

LATE  EFFECTS  SHOWING  NO  RELATIONSHIP  TO  ATOMIC  BOMB  RADIATION 

Abnormalities  in  the  next  generation  (i.e. , conceived  by  A-bomb  survivors) 

Acceleration  of  aging 

Life  threatening  disease  other  than  cancer 

Altered  immunity 

Infertility 

These  “negative"  findings  do  not  mean  there  are  not 
aspects  of  physiology  and  human  biology  which  have  been 
altered  by  whole  body  radiation,  especially  the  possibly 
more  potent  neutrons  in  Hiroshima.  It  means  that  we  cannot 
measure  them  at  this  time.  Biannual  complete  examinations 
and  other  health  surveys  continue  and,  given  the  unique 
aspects  of  this  population,  A-bomb  survivors  are  likely  to 
be  observed  the  rest  of  their  lives.  No  large  scale, 
systematic  study  of  psychologic  effects  has  been 
undertaken. 

The  Hydrogen  Bomb  in  the  Marshall  Islands 

In  1954,  a 17  megaton  hydrogen  bomb  was  detonated  at 
ground  level  over  the  Island  of  Bikini  after  natives  were 
moved  100  miles  or  more  away  for  their  protection.  13 
This  bomb  raised  an  enormous  cloud  of  radioactive  debris 
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Stomach 

Esophagus 

Bladder 

Lymphoma  + Myeloma 


which  was  carried  in  the  direction  of  the  Bikinians  who 
were  displaced.  In  addition,  a Japanese  fishing  boat,  the 
Lucky  Dragon,  was  located  in  the  vicinity  and  the  23 
fishermen  shared  the  dense  cloud  of  fallout. 

Unlike  Hiroshima  and  Nagasaki,  there  was  no  direct 
radiation  (the  distance  was  too  great),  there  was  no  direct 
blast  (this  had  dissipated)  and  there  was  no  direct  thermal 
radiation  to  the  displaced  islanders  and  crewmen. 

However,  the  fallout,  which  began  in  6 hours  and  lasted 
12  hours,  was  highly  radioactive  and  yielded  an  average  of 
175  rads  total  body  exposure  to  each  person  plus  between 
400  and  1200  rads  to  the  thyroid  from  ingested  radioactive 
iodine.  Acute  radiation  effects  were  similar  to  those  sustain- 
ed in  1945  in  Japan  (namely,  GI  symptoms,  loss  of  hair, 
petechiae,  weakness).  In  addition,  skin  bums  from  beta 
emitting  particles  occurred.  This  differed  from  Japan  where 
there  was  virtually  no  fallout. 

The  number  of  heavily  exposed  Marshalese  was  very 
small,  fewer  than  250,  and  each  person  has  undergone  ex- 
amination every  two  years  by  medical  teams  from  the 
United  States.  The  most  common  late  effect  is 
hypothyroidism  among  growing  children,  and  an  increase  in 
thyroid  nodules  and  thyroid  cancer.  For  the  first  decade 
there  was  no  leukemia;  however  a case  developed  in  recent 
years. 

Among  children,  growth  retardation  was  common  and  at- 
tributed to  hypothyroidism.  This  was  corrected  by  thyroid 
hormone  treatment  and  “catchup"  growth  was  documented. 
Despite  this,  thyroid  nodules  and  occasional  cases  of  thyroid 
cancer  occurred.  A poliomyelitis  epidemic  also  occurred  but 
the  relationship  of  this  to  atomic  radiation  is  conjectural. 

The  medical  care  of  this  small  group  was  more  orderly 
than  in  Hiroshima  and  Nagasaki  and  suspicious  growths  in 
the  thyroid  could  be  operated  on  soon  after  discovery.  Most 
were  adenomas;  the  carcinomas  tended  to  be  papillary  and 
not  follicular. 

Table  5 summarizes  the  late  effects  in  Marshalese  infants 
and  children  exposed  to  the  H-bomb  fallout. 

The  islanders  have  been  unable  to  return  to  their  home 
island  because  of  persistently  high  radiation  in  the  soil. 
The  sociopolitical  consequences  have  been  pervasive 


and  persistent.  News  reports  appear  almost  monthly 
concerning  negotiations  with  the  U.S.  Government  for 
settlement,  medical  care,  housing,  or  return  of  the  Biki- 
nians to  their  home  island.  The  population  has  flourished 
in  number,  while  teams  of  physicians  and  technicians 
continue  to  wade  ashore  every  two  years  to  provide  ex- 
aminations and  medications,  there  is  no  indication  when 
this  might  end. 

Nuclear  Power  Plant  Accident  in  Pennsylvania 

Nothing  is  known  of  possible  acute  effects  of  radiation 
to  the  surrounding  population  from  the  event  at  Three 
Mile  Island  in  1979,  14  nor  is  it  known  what  late  effects 
should  be  sought.  Despite  the  absence  of  “organic”  il- 
lness, striking  psychologic  distress  occurred. 

There  are  many  questions  about  effects  which  may  be 
associated  with  low  dose  radiation  which  characterizes 
this  event.  15  Radiation  doses  much  higher  than  TMI  oc- 
curred in  Japan  and  in  the  Marshall  Islands  and  there  is 
current  controversy  over  the  relevance  of  extrapolating 
radiation  effects  from  these. 16  No  systematic  study  of 
medical  effects  has  been  undertaken  with  respect  to 
Three  Mile  Island. 

Table  6 shows  some  comparable  aspects  among  these 
three  events  involving  a single  nuclear  catastrophe  and 
normal  populations.  Hiroshima  and  Nagasaki  had  vir- 
tually no  fallout,  only  direct  radiation.  Marshall  Islands 
had  only  fallout  and  no  direct  radiation;  there  is  no 
similar  data  on  TMI,  but  at  least  minimal  fallout  is 
presumed. 

Hiroshima  and  Nagasaki  were  rebuilt  within  a decade 
leaving  only  purposeful  momentos  in  their  respective 
peace  parks.  As  the  August  anniversaries  draw  near,  the 
tempo  of  public  interest  as  well  as  number  of  news  ar- 
ticles increases  palpably.  This  is  an  important  part  of  the 
Table  5 

LATE  EFFECTS  IN  MARSHALLESE  INFANTS/CHILDREN 

Miscarriages,  stillbirths  (1st  4 years  after  bomb) 

Chromosomal  Aberrations 

Acute  myelogenous  leukemia  (1  case  in  250) 

Hypothyroidism  causing  growth  retardation 
Benign  thyroid  nodules  (also  in-utero) 

Thyroid  carcinoma 


Table  6 


A-Bomb 

1945 

Marshall  Islands 
1954 

3-Mile  Island 
1979 

Single  Dose 

+ 

+ 

Average  Dose 

approx.  50  Rad. 

175  Rad.  + thyroid 

200  + mrem  + 
? thyroid 

"Low  Dose” 

+ 

+ 

+ 

Fallout 

0 

+ 

+ 

Leukemia 

+ 

+ 

9 

Thyroid  Nodules 
+ Cancer 

+ 

+ 

9 

Chromosome 
Abberrations 
(For  comparison  1 

+ 

Rad  equals  approx.  1 rem) 

4- 

9 
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local  ambience  but  fades  rapidly  as  one  travels  through 
other  parts  of  Japan,  and  almost  disappears  in  other 
countries. 

The  lessons  of  these  three  events  are  available  for  all 
to  study.  Health  personnel,  in  particular,  should  be 
aware  of  the  acute  and  delayed  effects  of  atomic  radia- 
tion and  also  of  the  magnitude  of  destruction,  disruption, 
and  disease  that  followed  a single  weapon  detonation. 
Indeed,  the  Hiroshima  weapon  was  only  .0125 
megaton  — a level  of  power  which  is  80  fold  less  than  the 
most  common  example  of  a nuclear  weapon  which  il- 
lustrates most  modern  scenarios:  “What  would  happen  if 
a 1 megaton  bomb  were  detonated  over  (your)  city?” 
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Evaluation  of  Cerebral  Circulation  by 
Dynamic  Scintigraphy 

SHIV  GUPTA,  M.D.,  ASHA  GUPTA,  M.D.,  ALAN  ZIMMER,  M.D. 
AND  NILO  HERRERA,  M.D. 


ABSTRACT  — Radionuclide  dynamic  scintigraphy 
was  performed  to  evaluate  cerebral  perfusion  in  pa- 
tients with  and  without  known  cerebrovascular 
disorders.  The  passage  of  the  bolus  through  the 
carotids  and  cerebral  hemispheres  was  analyzed  with 
a computerized  multicrystal  camera  to  study  the  cir- 
culation parameters  of  the  radiotracer.  The  arrival 


Introduction 

Radionuclide  cerebral  perfusion  scanning  is  routinely 
performed  for  the  assessment  of  cerebral  circulation  that 
is  unattainable  by  other  non-invasive  radiological  techni- 
ques, including  computerized  tomography.  The  pro- 
cedure is  used  for  both  subjective  viewing  and  objective 
analysis  to  study  the  presence  and  extent  of 
cerebrovascular  disease,  for  locating  the  major  occlu- 
sions, to  confirm  the  possibility  of  transient  ischemic  at- 
tacks and  for  monitoring  the  effect  of  therapy.  1 The 
validity  of  circulation  time,  as  an  index  of  cerebral  cir- 
culation, has  been  questioned  by  several  workers, 2 3 
however,  it  has  been  used  as  an  objective  test  to  analyze 
cerebral  circulation  instead  of  estimation  of  regional 
cerebral  blood  flow  by  the  inert  gas  clearance  method, 
necessitating  a fairly  elaborate  and  invasive  pro- 
cedure. 2 We  conducted  a study  to  analyze  time  activity 
curves  of  radiotracer  transit  over  regions  commonly  in- 
volved in  cerebrovascular  disease.  The  results  of  cir- 
culation parameters  were  compared  in  patients  with  and 
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time  and  mean  transit  time  of  the  bolus  was  found  to 
be  significantly  delayed  in  patients  with 
cerebrovascular  disorders  (p<0.01).  Radionuclide 
cerebral  angiography  may  provide  both  objective  and 
subjective  evidence  of  derangements  of  cerebral  cir- 
culation during  routine  brain  scanning. 


without  cerebrovascular  disease  and  with  similar 
populations  in  other  reported  series. 

Materials  and  Methods 

Twenty-five  patients  referred  for  brain  scan  for  condi- 
tions other  than  cerebrovascular  disorders  and  fifteen 
patients  with  known  cerebrovascular  disease  were 
studied.  The  largest  number  of  patients  in  the  first  group 
were  scanned  for  non-specific  complaints  like  headache, 
dizziness,  while  in  a small  proportion,  the  study  was  part 
of  metastatic  work-up.  All  dynamic  studies  were  per- 
formed with  a computerized  multicrystal  scintillation 
camera  (Baird  Atomic  System  77).  The  patients  were 
imaged  in  the  supine  position  after  injection  of  15-20 
mCi  Technetium-99m  DTPA  in  a volume  of  0.5  ml.,  us- 
ing a shielded  bolus  injection  system.  The  information 
was  recorded  and  stored  on  a memory  disc.  Best  images 
were  selected  for  areas  of  interest,  representing  the  cir- 
cle of  Willis,  right  and  left  hemispheres  and  venous 
phase  and  histograms  (time-active  curves)  were 
generated  for  computer  analysis.  Arrival,  peak,  mean 
transit  and  pool  transit  times  were  obtained  over  both 
carotid  regions  and  cerebral  hemispheres.  A four  view 
static  brain  study  was  performed  approximately  one 
hour  after,  to  look  for  any  intracranial  pathology.  The 
second  group  comprised  fifteen  patients  with  clinical 
evidence  of  cerebrovascular  disorders.  Nine  out  of  fif- 
teen had  a history  of  recurrent  transient  ischemic 
episodes,  while  six  had  evidence  of  hemiparesis  and 
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hemiplegia.  These  patients  were  also  studied  and  cir- 
culation data  was  analyzed,  similar  to  the  first  group. 

Results 

Of  the  twenty-five  patients  in  the  first  group,  there 
were  fifteen  males  and  ten  females.  The  mean  age  of  the 
patients  was  62  years  (range:27-82).  The  passage  of  the 
bolus  through  the  cerebral  circulation  in  two  groups  with 
mean  arrival  time  of  activity  over  the  carotid  regions, 
circle  of  Willis,  right  and  left  hemispheres,  and  ap- 
pearance of  venous  activity,  as  well  as  peak  time,  mean 
transit  time  and  pool  transit  time  of  the  bolus  of  activity 
are  listed  in  Table  1.  In  all  the  twenty-five  patients  in 


Table  1 

CORRELATION  OF  CEREBRAL  CIRCULATION  TIME  (SECONDS)  IN  PATIENTS 
WITH  AND  WITHOUT  CEREBRO-VASCULAR  DISORDERS 


Region  of 
Interest 

Patients 

Without 

C.V.D 

Patients 
With 
C.  V.  D 

"p"  Value 

Right  Caroitd 

Peak  Time 

14.6  + /-  1.9 

15.4  + / — 2.0 

>0.05 

Mean  Transit  Time 

8.8  + /-  1.2 

10.5+/-  1.6 

<0.01 

Pool  Transit  Time 

7.4+/  — 0.9 

8.2  + /-  1.1 

<0.05 

Left  Carotid 

Peak  Time 

14.9  + / — 2.0 

15.8  + / — 2.2 

>0.05 

Mean  Transit  Time 

9. 1 +/-  1.4 

10.2  + /-  1.5 

<0.01 

Pool  Transit  Time 

7.5  + / — 0.9 

8.4  + /-  1.2 

<0.05 

Circle  of  Willis 

Arrival  Time 

8.4  + /-  1.3 

10.8  + /-  1.8 

<0.01 

Right  Hemisphere 

Arrival  Time 

8.8  + /-  1.9 

1 1.4  + /-2.0 

<0.01 

Peak  Time 

16.6  + / — 2.6 

21 .6  + / — 2.4 

<0.01 

Mean  Transit  Time 

8.8  + /-  1.9 

12.6  + /—  1.9 

<0.01 

Pool  Transit  Time 

7.9  + / — 2.2 

9.0  + /-  1.5 

<0.01 

Left  Hemisphere 

Arrival  Time 

8.9  + /-  1.4 

1 1.4  + /-2.2 

<0.01 

Peak  Time 

16.8  + / — 2.0 

22.1  +/  — 2.6 

<0.01 

Mean  Transit  Time 

10.0  + / — 0.9 

13.0  + / — 2.0 

<0.01 

Pool  Transit  Time 

8.0  + /—  1.7 

9.2  + /-  1.7 

<0.05 

Venous 

Arrival  Time 

10.7  + /-  1.5 

15.5  + / — 2.5 

<0.01 

group  1,  the  distribution  of  activity  between  the  two 
cerebral  hemispheres  and  over  the  carotid  regions  in 
serial  images  was  more  or  less  symmetrical.  The  cir- 
culation parameters,  as  seen  on  analysis  of  time  activity 
curves,  were  also  symmetrical  over  two  hemispheres  in 
the  absence  of  any  known  cerebrovascular  disorders. 
The  static  images  in  these  patients  did  not  demonstrate 
any  intracranial  pathology.  Of  the  fifteen  patients  with 
cerebrovascular  disease,  there  were  eight  males  and 
seven  females.  The  mean  age  of  this  group  was  68  years 
( range : 52-9 1 ) . Five  out  of  fifteen  patients  had  contrast 
angiography  performed  within  two  weeks  of  the  ra- 
dionuclide study  and  all  of  these  cases  demonstrated 
significant  occlusion  of  either  carotid  or  intracerebral 
vessels.  The  arrival  time  and  mean  transit  time  over  the 
circle  of  Willis,  hemispheres  and  venous  activity  were 
significantly  delayed  in  this  group,  as  compared  to  the 
patients  without  known  cerebrovascular  disorders  (p 
0.01 ) (Tablel). 


Discussion 

The  cerebral  dynamic  radionuclide  scanning  is  a 
valuable  addition  to  the  static  imaging  both  in  detecting 
and  characterizing  intracranial  pathology.  It  can  be  ac- 
complished in  a short  time  and  with  no  additional  radia- 
tion or  discomfort  to  the  patient.  It  is  currently  perform- 
ed routinely  as  part  of  brain  imaging  in  all  patients  at  our 
institution  and  its  routine  use  as  an  adjunct  to  brain  scan- 
ning has  been  recommended  by  others. 4 Currently,  the 
Xenon- 133  injection  method  is  the  most  elaborate 
technique  available  to  study  the  regional  cerebral  blood 
flow.  However,  its  use  is  limited,  because  of  the 
traumatic  nature  of  the  procedure  requiring  carotid 
artery  puncture  and  catherization. 5 In  our  study,  the 
dynamic  scanning  procedure  was  well  tolerated  in  all 
cases,  without  any  morbidity.  There  was  prompt  arrival 
of  the  bolus  in  the  region  of  the  circle  of  Willis  in  pa- 
tients without  any  known  cerebrovascular  disorders  and 
the  arrival  time  over  the  hemispheres  and  venous  activi- 
ty also  compared  well  with  results  obtained  by 
Brucer.  1 Since  the  arrival  time  is  a dose,  instrument 
and  projection-dependent  measurement,  a strict  com- 
parison with  other  techniques  is  not  possible.  However, 
symmetrical  bilateral  arrival  time  over  the  carotid 
regions  and  cerebral  hemispheres  with  a right  to  left 
time  ratio  of  0.98  indicates  synchronous  sequence  of 
events. 

There  was  a significant  difference  between  some  of 
the  circulation  parameters  measured  in  patients  with  and 
without  evidence  of  cerebrovascular  disorders.  The  peak 
time  indicates  the  time  of  peak  activity  of  the  main  body 
of  the  bolus.  The  mean  transit  time  estimates  the  mean 
time  required  for  a tracer  to  traverse  a vascular  bed  and 
the  pool  transit  time  estimates  the  time  from  the  max- 
imum rate  of  in-flow  to  the  time  of  maximum  rate  of  out- 
flow. The  detection  rate  of  cerebrovascular  disorders 
had  been  reported  to  vary  from  24-74%  by  computer 
and  other  forms  of  quantitative  analysis  of  radionuclide 
studies. 6 Oldendorf  and  Kitano 7 found  significant 
variation  in  the  cerebral  circulation  time;  whereas 
Rowen  et  al,2  did  not  find  any  correlation  between 
change  in  mode  circulation  time  and  clinical  state  in 
cerebrovascular-related  disorders.  The  peak  time  and 
the  mean  time  in  our  patients  matched  well  with  that 
reported  by  other  workers  in  a similar  population  with 
and  without  evidence  of  cerebrovascular  disease. 8 9 
Both  arrival  times  at  the  circle  of  Willis,  cerebral 
hemispheres  and  venous  system,  as  well  as  mean  transit 
time  over  the  carotid  regions  and  cerebral  hemispheres 
showed  a statistically  significant  difference  between  the 
two  groups,  whereas,  the  difference  in  the  peak  time  and 
the  pool  transit  time  of  the  bolus  between  the  two  groups 
was  not  significant. 

Occasionally  in  the  presence  of  high-grade  stenosis, 
cross-filling  of  involved  intracranial  arteries  through 
anterior  and  posterior  communicating  arteries,  collateral 
filling  of  the  circle  of  Willis  through  the  ophthalmic 
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artery,  vertebral-external  carotid  anastomosis  in  the 
presence  of  occlusion  of  common  carotid  and  leptomen- 
ingeal  anastomoses  may  be  seen.  Normal  or  compen- 
satorily  dilated  branches  of  the  external  carotid  artery 
may  also  flood  the  scalp  and  meninges  with  contrast 
through  the  superficial  temporal  arteries.  This 
phenomenon  has  been  observed  not  infrequently  by  on 
of  us  (AZ)  on  contrast  angiography  in  the  presence  of 
occlusion  or  stenosis  of  external  carotids  and  it  is  likely 
that  it  may  also  effect  the  radionuclide  studies. 

We  conclude  that,  radionuclide  cerebral  dynamic  scin- 
tigraphy is  a valuable  addition  in  the  patients  scheduled 
for  brain  scans.  It  provides  both  objective  and  subjective 
information  with  no  additional  radiation  to  the  patient. 
The  circulation  parameters  may  sometimes  lack  con- 
sistency in  relation  to  the  underlying  clinical  state,  pro- 
bably because  of  cross-filling  by  the  collaterals  and  the 
degree  of  narrowing  which  must  occur  before  the  transit 
of  radioparticles  is  affected.  The  value  of  the  quan- 
titative analysis  may  lie  in  the  detection  of  significantly 
abnormal  from  normal,  for  comparison  of  data  with 
other  similar  studies  and  for  follow-up  of  patients  after 
medical  or  surgical  intervention. 
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ABSTRACT  — Focal  Thallium-201  perfusion  abnor- 
malities were  observed  in  four  of  nineteen  cases  of  in- 
fectious myocarditis  admitted  to  Danbury  Hospital 
over  a four  year  period.  These  patients  initially 
presented  with  viral  prodromes  and  laboratory  data 
suggesting  acute  myocardial  infarction  or  myocardial 

Patients  with  infectious  myocarditis  can  present  in  a 
variety  of  ways,  that  range  from  being  asymptomatic  to 
having  severe  refractory  congestive  heart  failure.  1 It  is 
not  uncommon  for  infectious  myocarditis  to  mimic  acute 


JAY  S.  SCHACHNE,  M.D  . Chief  Resident  in  Medicine.  Danbury 
Hospital:  Currently  Cardiology  Fellow.  Brown  University  School  of 
Medicine.  Providence,  RI.  STEPHEN  A STOWERS,  M.D  . Former 
Resident.  Department  of  Medicine,  Danbury  Hospital:  Currently  Car- 
diology Fellow,  George  Washington  University  School  of  Medicine. 
Washington.  DC.  DAVID  D SWETT.  JR  . M.D  . Former  Resident. 
Department  of  Medicine,  Danbury  Hospital:  Currently  Assistant  At- 
tending in  Medicine  (Cardiology),  Department  of  Medicine,  St.  Fran- 
cis Hospital  and  Medical  Center,  Hartford.  CT  JONATHAN  ALEX- 
ANDER. M.D.,  Associate  Clinical  Professor  of  Medicine,  Yale 
University  School  of  Medicine;  Director  of  Nuclear  Cardiology.  Dan- 
bury Hospital,  Danbury,  CT 

Reprint  requests  to:  24  Hospital  Avenue.  Danbury,  CT  06810  (Dr 
Alexander). 


ischemia.  Three  patients  had  normal  coronary 
angiography  and  all  four  had  normal  exercise  tests. 
One  patient  is  described  in  detail.  The  implications 
and  possible  mechanisms  of  this  observation  are 
described. 

myocardial  infarction,  nor  for  chest  pain  syndromes  to 
be  typical  or  atypical  of  ischemic  heart  disease. : ' The 
resulting  diagnostic  dilemma  frequently  encompasses 
the  physical  examination  and  the  supporting  laboratory 
data.  The  latter  often  includes  electrocardiography,  car- 
diac enzymes,  echocardiography,  and  radionuclide 
studies  (i.e.  radionuclide  ventriculography  and  techneti- 
um pyrophosphate  imaging).  Recently,  Miklozek,  et  al 
described  nine  patients  who  presented  with  myocardial 
infarctions  and  associated  viral  myopericarditis. 4 Six  of 
the  patients  had  regional  wall  abnormalities 
demonstrated  on  radionuclide  ventriculography  and  four 
had  diffuse,  rather  than  localized,  pyrophosphate  up- 
take. Further  observations  regarding  generalized 
pyrophosphate  uptake  and  abnormal  rest  and  exercise 
radionuclide  ventriculography  (indicative  of  left  ven- 
tricular dysfunction)  have  been  made.  vh 
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In  this  report,  we  describe  the  results  of  Thallium-201 
myocardial  perfusion  imaging  in  four  of  19  patients  with 
infectious  myocarditis  admitted  to  the  Danbury  Hospital 
from  1978-1982.  As  can  be  seen  in  Table  1,  four  pa- 
tients initially  presented  as  either  acute  myocardial  in- 
farction or  myocardial  ischemia.  Three  patients  were 
subsequently  found  to  have  a normal  coronary 
angiogram  and  all  four  had  normal  stress  tests.  One  of 
these  patients  is  described  in  greater  detail. 

Summary  of  Cases  (Table  1):  After  the  first  patient 
with  viral  myocarditis  demonstrated  a Thallium  defect, 
perfusion  imaging  was  performed  in  standard  fashion 
with  2.0  mCi  of  Thallium-201  using  either  a multi- 
crystal or  Anger  camera.  There  were  a total  of  19  pa- 
tients with  a diagnosis  of  myocarditis  who  underwent 
study.  Four  of  these  demonstrated  perfusion  abnor- 
malities. The  patients  ranged  in  age  from  28  to  39  years. 
One  had  a strong  family  history  of  coronary  artery 
disease.  All  four  of  the  patients  had  a history  of  a viral 
prodrome  and  presented  to  the  hospital  with  chest  pain. 
EKG  changes  were  seen  in  all  four  and  three  had  signifi- 
cant enzyme  elevations.  Positive  MONO  spot  tests  were 
present  in  two  patients  and  two  others  had  acute  viral 
titers  positive  for  Coxsackie  virus  B.  Three  of  four  pa- 
tients had  normal  coronary  angiography  and  all  four  had 
normal  stress  tests. 

Case  Report 

R.M.  is  a 28  year  old  white  male  who  was  well  until  approximately 
one  week  prior  to  admission  when  he  noted  the  onset  of  malaise, 
myalgias,  non-productive  cough,  and  low  grade  fever.  Two  days  prior 
to  hospitalization  he  experienced  severe,  sharp  substernal  chest  pain 
that  radiated  into  his  jaw  and  left  arm.  There  were  no  major  risk  fac- 
tors for  coronary  disease.  Remarkable  physical  findings  included  a 
pulse  of  100,  posterior  cervical  adenopathy,  pharyngeal  erythema, 
hepatic  tenderness  and  a faint  spleen  tip.  Laboratory  examinations 
were  pertinent  for  a leukocytosis  of  13,800  with  an  increase  of  atypical 
lymphocytes,  a positive  MONO  spot,  and  elevated  cardiac  enzymes 
(CPK  846,  MB  +,  SGOT  101).  Serial  electrocardiograms  revealed 
evolution  of  transmural  inferior  wall  myocardial  damage  (Figure  1). 
A radionuclide  left  ventricular  angiogram  demonstrated  inferior  wall 
hypokinesis  with  a mildly  abnormal  resting  left  ventricular  ejection 
fraction  of  48%.  A rest  Thallium-201  scan  revealed  a discrete  infero- 
apical  perfusion  defect  (Figure  2).  Coronary  angiography  revealed  en- 
tirely normal  anatomy  and  a maximal  stress  test  was  also  normal. 
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Figure  1 

Electrocardiogram  of  case  report  showing  ST-segment  elevation  in  the 
inferior  leads  consistent  with  an  acute  inferior  wall  myocardial  infarction. 
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Figure  2 

Resting  Thallium-201  perfusion  scan  showing  a defect  of  the  infero- 
apical  wall  (ARROW)  in  all  three  projections. 

Discussion 

The  findings  of  fixed  Thallium-201  defects  in  patients 
with  myocarditis  have  several  implications.  Focal 
myocardial  damage  can  occur  in  a significant  percentage 
of  patients  with  myocarditis.  In  our  prospective  series, 
focal  abnormalities  were  demonstrated  in  four  of  nine- 
teen patients.  Direct  local  myocardial  cell  injury  and/or 
small  vessel  vasculitis,  both  resulting  from  the  inflam- 
matory process,  are  possible  mechanisms  responsible 
for  the  decreased  Thallium-201  uptake  into  the  affected 
focal  areas  of  the  myocardium.  The  main  factors  that 
determine  myocardial  uptake  of  Thallium  are  myocar- 
dial perfusion  and  cell  viability.7  Other  related  factors 
such  as  intercellular  pH  and  the  status  of  the  Na-K  AT- 
Pase  dependent  pump  are  also  critical. 

In  acute  viral  myocarditis  there  is  usually  an  in- 
terstitial inflammatory  reaction  which  is  pathologically 


Table  1 

CLINICAL  CHARACTERISTICS  OF  PATIENTS  WITH  VIRAL  MYOCARDITIS  AND  THALLIUM  PERFUSION  ABNORMALITIES 


Patient 

Sex 

Age 

Cardiac 
Risk  Factors 

Viral 

Prodrome 

Chest 

Pain 

ECG 

Cardiac 

Enzymes 

Viral 

Titers 

Coronary 

Angiography 

Rest  Thallium 
201  -Study 

Exercise 

Test 

RM 

M 

28 

Obesity 

+ 

+ 

ST  Elevation 
inf.  leads, 
inferior  Q waves 

4- 

4- 

Mono  Spot 

Normal 

Defect  of  the 
Inferoapical 
wall 

Negative 

JR 

F 

39 

None 

+ 

4- 

ST  Elevation 
inferolateral  leads 
with  Q waves 

4- 

4- 

Coxsackie 

Norma] 

Inferior 
wall  defect 

Negative 

RP 

M 

35 

Family 

History 

-f 

4- 

T wave  inversion 
I.  II,  L V4-V6 

- 

4- 

Coxsackie 

Not  performed 

Patchy  defect 
ant.  lat  wall, 
post  lat.  wall 

Negative 

DM 

M 

29 

None 

4* 

4- 

T wave  inversion 

4- 

4- 

Mono  Spot 

Normal 

Anteroseptal 

Negative 

VI -V3  defect 
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characterized  by  intercellular  edema,  mononuclear  cell 
(lymphocytes  and  macrophages)  infiltration,  and  occa- 
sionally myofiber  swelling  and  necrosis.  Most  often 
there  is  histologic  resolution.  However,  not  uncommon- 
ly, fibrous  tissue  is  deposited  and  replaces  myocardial 
cells.  Usually  this  process  is  diffuse  throughout  the 
myocardium.  A small  but  significant  percentage  of  pa- 
tients will  have  “parenchyomatous  myocarditis”  in  which 
there  is  spotty  reversible  or  irreversible  destruction  of 
muscle  cells.  It  is  apparent  that  these  histopathologic 
changes  probably  could  lead  to  dysfunction  of  the  mem- 
brane bound  Na-K  ATPase  system  and  hence  to  inability 
of  myocardial  cells  to  incorporate  Thallium. 

Concomittantly  or  alternatively  the  inflammatory  pro- 
cess may  be  confined  to  the  small  vessels  that  are  not 
visible  on  angiography.  This  could  lead  to  compromised 
blood  flow  with  decreased  oxygen  delivery  to  discrete 
areas  of  myocardium,  as  a result,  low  intracellular  pH 
via  lactic  acidosis,  would  cause  Na-K  ATPase  dysfunc- 
tion. Burch  et  al 8 reports  that  extensive  arteritis  and 
coronary  capillary  damage  can  be  produced  with  Cox- 
sackie  virus  B and  Encephalomyocarditis  (EMC)  virus 
in  mice  and  monkeys.  Noting  that  lesions  produced  com- 
plete occlusion  of  blood  flow  to  the  myocardium,  they 
extrapolate  this  mechanism  to  two  young  male  patients 
presenting  with  a myocardial  infarction  following  a 
virus  illness  who  were  subsequently  found  to  have  nor- 
mal coronary  arteries.  In  addition,  there  has  been 
speculation  that  the  viral  illness  responsible  for  the  pro- 
drome may,  in  as  yet  an  undefined  mechanism,  cause  an 
acute  myocardial  infarction.  Possible  mechanisms  in- 
clude the  previously  mentioned  coronary  arteritis,  cor- 
onary artery  embolism  from  subendocardial  involve- 
ment or  coronary  spasm. 9 This  would  result  in  localiz- 
ed myocardial  necrosis  resulting  in  Thallium-201  perfu- 
sion abnormalities. 

Whatever  the  mechanism,  it  is  clear  that  the  process 
of  myocarditis  can  result  in  complete  resolution  or  in 
cell  dropout  with  scarring.  Follow-up  resting  Thallium 
scans,  radionuclide  ventriculography  and/or  echocar- 
diography would  likely  provide  an  good  understanding 
of  the  extent  and  course  of  the  disease  process. 

Two  of  our  patients  with  focal  Thallium  defects  were 
found  to  have  infectious  mononucleosis.  This  is  not  sur- 
prising since  cardiac  involvement  is  occasionally  noted 
in  patients  with  Ebstein-Barr  virus.  According  to 
Hoagland  10  electrocardiographic  changes  are  present  in 
six  percent  of  cases.  Symptomatology  referable  to  the 
heart,  however,  is  only  noted  in  0.7  percent  of  patients. 
Miller  et  al  has  reported  the  first  case  of  focal 
mononucleosis  myocarditis  simulating  inferior  wall 
myocardial  infarction  in  a 17  year  old  male.  11  Similar- 
ly, two  of  our  patients  had  elevated  cardiac  enzymes, 
serial  eiectrocardiograms  indicative  of  evolving  inferior 
wall  damage,  and  normal  coronary  arteriography. 
Therefore,  because  rest  Thallium-201  abnormalities  are 
not  specific  for  myocardial  damage  secondary  to  oc- 


clusive coronary  disease  (from  either  atherosclerosis 
and/or  vasospasm)  the  diagnosis  of  myocarditis  should 
be  considered  when  evaluating  the  young  patient  with  1) 
a minimum  of  risk  factors,  2)  viral  prodrome,  3) 
atypical  or  typical  ischemic  type  chest  pain,  4)  elec- 
trocardiographic changes,  and  5)  cardiac  enzyme 
elevations. 

With  some  frequency  patients  are  found  to  have  fixed 
focal  defects  on  a rest  or  redistribution  scan  that  do  not 
coincide  with  a previous  clinical  event.  Instead  of  ascrib- 
ing this  defect  to  coronary  disease  (i.e.  “the  silent 
myocardial  infarction”)  it  is  possible  that  a small  but 
significant  percentage  of  these  patients  represent  past 
cases  of  clinically  inapparent  myocarditis.  The  differen- 
tiation between  these  two  entities  (hence  recognition  of 
previously  undiagnosed  cases  of  myocarditis),  becomes 
critical  with  regard  to  further  investigation,  treatment, 
and  ultimate  prognosis.  Furthermore,  infectious 
myocarditis  and  coronary  artery  disease  are  not  mutually 
exclusive.  It  is  possible  that  in  a patient  with 
angiographically  documented  coronary  disease,  a fixed 
focal  Thallium  abnormality  is  representative  of  myocar- 
ditis rather  than  atheromatous  induced  ischemic  damage. 

In  summary,  discrete  rest  Thallium-201  perfusion  ab- 
normalities are  not  specific  for  previous  myocardial  in- 
farction secondary  to  occlusive  coronary  disease. 
Myocarditis,  whether  due  to  small  vessel  vasculitis 
and/or  direct  destruction  of  myocardial  cells,  can  result 
in  discrete  defects  on  Thallium  scanning.  This  is  another 
way,  along  with  clinical  presentation,  electrocar- 
diography, cardiac  enzyme  determination  and  Tc-99m 
PYP  scintigraphy,  in  which  acute  infectious  myocarditis 
can  mimic  myocardial  infarction. 
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Three  Generations  of  Doctors  Bigelow  at  Harvard 

GUSTAF  E.  LINDSKOG,  M.D. 


ABSTRACT -In  the  academic  year  1982-83  Har- 
vard Medical  School  has  been  celebrating  the  two 
hundredth  anniversary  of  its  foundation.  Among  the 
members  of  its  often  distinguished  faculty  during  the 
formative  years  the  family  name  of  Bigelow  is  promi- 
nent. It  seemed  appropriate,  therefore,  for  one  grad- 

Jacob  Bigelow 

In  1640  a young  English  commoner  named  John 
Bigelow  emigrated  from  Sussex  to  the  Massachusetts 
Bay  Colony  and  settled  in  Watertown  on  the  western 
edge  of  Boston.  Two  years  later  he  married  a Puritan 
girl,  Mary  Warren;  their  wedding  was  the  first  to  be 
recorded  in  the  town  archives.  John  prospered  as  a 
farmer  and  trader,  became  a much  respected  citizen,  a 
selectman  and  father  of  12  children.  Four  generations 
later,  John’s  great-great-grandson,  Jacob  Bigelow, 
graduated  from  Harvard  College  in  the  Class  of  1766;  he 
was  the  first  of  his  lineage  to  enjoy  the  benefits  of  a 
higher  education.  Jacob  was  ordained  a minister  and  was 
called  to  lead  a small  congregation  in  Sudbury,  which 
was  then  a part  of  Watertown.  He  married  Elizabeth,  the 
young  widow  of  a sea  captain,  Henry  Wells,  who  had 
met  death  in  an  accident  ashore. 

The  Reverend  Jacob  Bigelow  and  Elizabeth  had  two 
sons;  the  first  was  named  Henry  after  the  deceased  sea 
captain,  and  the  second,  baptized  Jacob,  was  born  on 
February  27,  1787.  The  two  boys  flourished  in  the 
austere  and  genteel  atmosphere  of  a country  parson’s 
home,  where  money  was  scarce  and  an  adequate  liveli- 
hood dependent  upon  the  produce  of  a 25-acre  farm  and 
woodlot,  which  were  a parochial  usufruct.  The 
youngsters  were  introduced  at  an  early  age  to  the  physi- 
cally demanding  chores  of  the  farm,  but  some  hours  of 
leisure  were  spent  in  rambling  through  the  woods  near- 
by, where  Jacob  developed  an  abiding  interest  in  plants 
and  trees. 


GUSTAF  E.  LINDSKOG,  M.D.,  William  H.  Carmalt  Professor 
Emeritus  of  Surgery,  Yale  University  School  of  Medicine. 

Adapted  from  a lecture  presented  in  the  History  of  Surgery  Lecture 
Series  at  the  Yale  University  School  of  Medicine  on  March  1,  1982. 


uate  of  H.M.S.  (Class  of  1928)  to  pay  tribute  with 
short  biographical  sketches  to  the  son  (Jacob),  grand- 
son (Henry  Jacob),  and  greatgrandson  (William 
Sturgis),  of  another  Jacob  Bigelow  (1742-1816)  who 
devoted  his  life  to  the  leadership  of  a small  country 
church  in  Sudbury,  Massachusetts. 

In  the  early  years  of  the  infant  Republic,  rural  schools 
were  in  session  only  when  children  were  not  needed  to 
help  with  the  spring  planting  and  autumn  harvesting.  In 
winter,  also,  snow  could  block  roads  and  thawing 
weather  or  rain  transform  the  narrow  dirt  roads  into  im- 
passable quagmires,  thus  diminishing  the  school  atten- 
dance further.  At  age  13,  Jacob  was  sent  from  home  to 
live  in  nearby  Weston  with  the  Reverend  and  Mrs. 
Samuel  Kendall,  who  ran  a small  boarding  academy.  In 
this  congenial  and  home-like  environment  Jacob  was 
prepared  in  the  traditional  classical  studies  for  admission 
to  college  which  occurred  during  his  sixteenth  year. 

In  the  time  of  Jacob’s  matriculation,  1802,  Harvard 
College  was  struggling  to  recover  from  the  disruption 
wrought  by  the  Revolutionary  War  and  the  faculty  was 
split  into  hostile  factions,  one  of  which  adhered  rigidly 
to  Calvinist  theology,  while  the  other,  generally  younger 
group  supported  the  more  liberal  doctrines  which  led  to 
the  Unitarian  schism.  The  venerable  but  ailing  President 
Joseph  Willard  died  in  September,  1804  and  Professor 
Eliphalet  Pearson  was  acting  president  for  18  months, 
hoping  to  succeed.  Pearson  was  an  orthodox  Calvinist 
(and  later  a principal  founder  of  the  Andover  Theo- 
logical Seminary).  Becoming  disheartened  by  growing 
Unitarian  opposition,  he  resigned  in  1806  and  was 
followed  as  president  by  Samuel  Webber,  the  Hollis 
Professor  of  Mathematics  and  Natural  Philosophy. 

Thus  Jacob  Bigelow’s  undergraduate  years  were  af- 
fected by  the  faculty  unrest  and  varying  leadership 
which  brought  a decline  in  students’  morale  and  deport- 
ment, even  occasional  rioting.  Jacob  commented  in  un- 
published biographical  notes: 

“ . . . I was  sometimes  idle  and  sometimes  studious. 

The  discipline  of  the  college  was  at  that  time  very 
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low  and  absences,  misdemeanors  and  shortcomings 
were  abundantly  overlooked  ....  I was  enrolled 
among  the  members  of  different  and  sometimes  op- 
posite institutions  — a Theological  Society  which  was 
very  good,  and  a Porcellian  Club,  which  was  very 
bad,  a Phi  Beta  Kappa  Society,  intended  to  be  com- 
posed of  the  best  scholars,  and  a “Navy  Club,”  which 
was  above  suspicion  as  containing  the  worst."1 
Nevertheless,  Jacob  graduated  in  good  standing  with  the 
Class  of  1 806  and  was  chosen  to  read  the  Class  Poem  at 
Commencement.  In  reminiscing  about  his  college  years, 
he  later  described  them  as  a very  happy  portion  of  his 
life  and  he  “often  wondered  at  the  discontent  of  many 
classmates  who  looked  forward  with  impatience  to  the 
termination  of  their  college  Course." 

With  graduation  came  the  need  for  a decision  regard- 
ing a bread- winning  vocation.  For  Jacob  there  seemed  to 
be  only  three  possible  choices— the  Church,  medicine 
and  the  law.  He  inclined  toward  medicine  and  wrote: 
...  my  original  distaste  for  the  profession  of 
medicine  was  removed  by  the  eloquence  of  Dr.  John 
Warren,  the  oldest  of  a line  of  distinguished  physi- 
cians who,  at  that  time,  lectured  on  anatomy  to  the 
senior  class  of  undergraduates.  I thought  I discovered 
that  a physician  might  be  fluent  and  accomplished, 
and  serve  his  generation  in  other  ways  than  as  a mere 
vehicle  of  pills  and  plasters  ....  I began  to  think  that 
if  a man  could  obtain  a foothold  in  a city,  and  diver- 
sify his  calling  with  the  additional  function  of  a lec- 
turer or  professor,  he  might  find  his  position 
agreeable  and  advantageous.”2 

In  the  Spring  of  1782  the  financially  hard-pressed 
faculty  under  President  Willard  had  voted  to  establish  a 
medical  department,  being  spurred  on  by  the  examples 
set  by  Pennsylvania  in  1765  and  New  York's  Columbia 
P & S in  1767.  There  was  also  strong  pressure  from 
several  Boston  physicians,  notably  John  Warren  and 
Benjamin  Waterhouse.  A modest  fund  had  been  made 
available  by  a legacy  of  1,000  pounds  sterling  in  the 
estate  of  Doctor  Ezekiel  Hersey  for  the  support  of  pro- 
fessorships in  anatomy  and  physic.  To  these  chairs  had 
been  appointed  Warren  and  Waterhouse,  respectively. 
The  latter,  after  seven  years  of  medical  studies  at  Lon- 
don, Edinburgh  and  Leyden,  was  perhaps  the  best  train- 
ed physician  in  the  former  colonies.  In  1791  another 
1,000  pounds  was  given  by  William  Erving  for  a pro- 
fessorship in  chemistry,  and  this  was  assigned  to  Aaron 
Dexter.  The  lectures  delivered  by  this  triumvirate  were 
open  to  senior  undergraduates  and  were  held  in  the 
Holden  Chapel.  The  first  medical  degrees  were  awarded 
by  Harvard  in  1788  at  the  baccalaureate  level.  Reci- 
pients of  the  B.M.  degree  were  advanced  retroactively 
to  the  doctorate  when  the  M.D.  was  first  awarded  in 
1810,  the  very  year  in  which  the  School  of  Medicine  at 
Yale  was  founded. 

As  an  undergraduate  Jacob  Bigelow  attended  some 
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lectures  by  the  medical  faculty  and  these  were  now  to  be 
supplemented  by  an  apprenticeship  with  Doctor  John 
Gorham,  an  able  practitioner  who  also  lectured  in 
chemistry  at  the  medical  school  and  was  briefly  its  dean 
in  1818-19.  This  clinical  experience  necessitated  Jacob’s 
residence  in  Boston,  where  he  found  the  cost  of  room 
and  board  more  than  he  could  afford.  He  secured  a 
teaching  position  at  the  Boston  Latin  School.  Prepara- 
tion for  his  classes  at  that  historic  academy,  now  a public 
high  school,  expanded  his  knowledge  of  Latin  and 
familiarized  him  with  a good  deal  of  the  classical 
literature. 

In  the  late  autumn  of  1809  Jacob  enrolled  for  a term 
of  lectures  at  the  young  medical  college  in  Philadelphia. 
There  the  latest  in  medical  theory  and  practice  was 
presented  by  a galaxy  of  distinguished  teachers,  in- 
cluding Benjamin  Barton  in  botany  and  materia  medica, 
William  Syng  Physick  in  surgery,  Benjamin  Rush  in 
medicine,  and  Caspar  Wistar  in  anatomy  and  midwifery. 
A letter  written  on  March  6,  1810  by  Jacob  to  his  “dear 
parents”  reported  exultantly  that  he  had  passed  his  final 
examinations  for  the  M.D.  degree  after  only  four 
months  in  residence,  whereas  the  normal  requirement 
was  two  or  three  terms.  During  that  winter  in 
Philadelphia  Jacob  completed  two  essays  which  he  sub- 
mitted in  competition  for  the  Boylston  Prize  at 
Harvard.*  The  first  of  these  bore  the  title  “Cynanche 
maligna”  and  had  been  originally  entered  for  considera- 
tion when  he  was  an  undergraduate  but  it  arrived  too  late 
for  committee  review.  He  revised  it  somewhat  and  wrote 
a second  paper,  “Phthisis  pulmonalis”  which  he 
transcribed  painstakingly  in  a handwriting  quite  dif- 
ferent from  his  own.  The  two  theses  were  then  mailed 
separately  to  the  Boylston  Prize  Committee.  In  due 
course,  he  received  letters  announcing  his  selection  as  a 
winner.  He  wrote  later  in  life  that  “the  small  remittance 
in  cash  which  followed  was  of  far  more  consequence  to 
me  than  the  optional  substitute  of  a gold  medal,  which 
I should  have  been  unable  to  eat.”  He  won  still  a third 
Boylston  Prize  in  the  war  year,  1812,  with  a timely 
essay  on  “The  Treatment  of  Injuries  Occasioned  by  Fire 
and  Heated  Substances.”  (Oliver  Wendell  Holmes 
duplicated  this  triple  success  by  winnings  between  1836 
and  1840.) 

Jacob  returned  to  Massachusetts  deeply  concerned 
about  his  future  course.  He  desired  to  practice  medicine 
iri  Boston.  However,  his  friends  in  the  city  were  not 
numerous  and  were  mostly  recent  Harvard  graduates, 
scarcely  in  a position  to  steer  paying  patients  his  way.  He 
was  encouraged  to  settle  in  Newburyport  by  a relative 


*A  wealthy  Boston  merchant.  Ward  Nicolas  Boylston,  gave  Harvard 
College  500  pounds  sterling  in  memory  of  his  great-uncle,  Zabdiel 
Boylston  (1679-1766),  the  Boston  physician  who  introduced  to  this 
country  inoculation  for  smallpox  using  his  own  son  and  two  family 
slaves  as  his  subjects.  The  income  provides  the  money  for  the  Prize, 
“to  be  awarded  as  a gold  medal  or  its  equivalence  in  cash,  for  the  best 
essay  submitted  on  a topic  to  be  selected  by  the  faculty.” 
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who  had  married  a judge  in  that  flourishing  seaport  and 
manufacturing  center  about  30  miles  N.N.E.  of  Boston. 
Jacob’s  brother,  Henry,  who  had  become  already  a pro- 
sperous merchant,  convinced  him  to  start  practicing  in 
Boston  by  generously  offering  financial  support  for  a 
year.  So  Jacob  rented  an  office  at  the  corner  of 
Washington  and  Harvard  Streets  and  hung  out  a “tin 
sign”  to  proclaim  his  presence.  He  had,  in  fact,  been 
licensed  to  practice  by  the  censors  of  the  Massachusetts 
State  Medical  Society  before  he  left  for  Philadelphia 
and,  with  true  Yankee  foresight,  had  secured  the  listing 
of  his  name  among  45  accredited  physicians  in  the  1810 
edition  of  the  Boston  Directory. 

It  developed  that  Jacob  required  but  little  financial 
help  from  his  brother.  Within  the  year.  Doctor  James 
Jackson  (1777-1867),  a native  of  Newburyport  who  had 
married  a daughter  of  the  wealthy  Cabot  family  and  was 
soon  to  be  named  the  Hersey  Professor  of  the  Theory 
and  Practice  of  Physic,  invited  Jacob  to  be  his  assistant. 
This  proved  to  be  a happy  and  mutually  advantageous 
association  which  matured  into  a warm  friendship 
lasting  more  than  50  years. 

Jacob  was  not  one  to  idle  away  his  hours  of  leisure. 
Professor  Barton’s  lectures  at  Pennsylvania  had 
stimulated  his  natural  interest  in  plants  and  in  their 
medicinal  uses.  He  proposed  to  Professor  Peck  at  the 
Harvard  Botanic  Garden  that  the  two  of  them  collaborate 
in  a series  of  lectures.  The  Professor  agreed  and  the 
course  was  very  successful.  A need  for  plant  materials 
led  to  many  trips  in  the  surrounding  countryside.  Jacob’s 
meticulous  notes  about  the  plants  collected  were  il- 
lustrated by  his  own  sketches  and  published  as  a now 
classical  268-page  monograph,  the  Florula  Bostoniensis , 
in  1814. 3 It  was  expanded  in  subsequent  editions  to  in- 
clude the  flora  of  northern  New  England,  specimens  of 
which  were  collected  during  several  expeditions  with 
friends.  At  various  times,  they  climbed  and  explored 
Mt.  Monadnock  in  southwestern  New  Hampshire,  Mt. 
Ascutney  in  Vermont,  and  the  White  Mountains,  which 
were  then  relatively  wild  and  sometimes  difficult  of  ac- 
cess. Jacob  and  a small  group  of  friends  spent  the  night 
of  July  2,  1815  encamped  on  the  highest  peak,  Mt. 
Washington  (alt.  6,288  ft.).  On  this  high  mountain 
alpine  plants  of  circumpolar  distribution  still  grow  on  a 
broad,  relatively  level  site  now  called  Bigelow’s  Lawn, 
located  south  of  the  Summit  House  in  the  direction  of 
Boott’s  Spur.  A listing  of  the  plants  collected  and  studied 
by  Doctor  Bigelow  and  one  of  his  companions.  Doctor 
Francis  Boott,  can  be  found  in  the  New  England  Medical 
and  Surgical  Journal. 4 

Bigelow’s  work  in  botany  received  a favorable  recep- 
tion both  in  this  country  and  abroad.  Doctor  John  Tor- 
rey,  who  was  a graduate  of  Columbia  P & S,  a practising 
physician  in  New  York  City  and  a pioneer  in  American 
systematic  botany,  was  beginning  a major  study  of 
North  American  plants  and  he  invited  Jacob  to  col- 


laborate in  that  enormous  task.  Jacob  was  pleased  but 
declined  because  he  realized  that  the  detailed  examina- 
tion and  classification  of  the  hundreds  of  plants  which 
were  being  collected  by  expeditions  in  the  West  required 
more  time  than  he  could  possibly  devote  to  the  project. 
He  did,  however,  accept  an  appointment  as  lecturer  in 
materia  medica  at  Harvard  and  eventually  a professor- 
ship in  that  discipline  which  he  held  until  his  retirement 
in  1855.  He  soon  recognized  the  need  to  organize  the  ac- 
cumulating data  on  the  medicinal  uses  of  native 
American  plants  so,  between  1817  and  1820,  he  wrote 
his  American  Medical  Botany 5 and  was  a leading  figure 
in  the  compilation  of  the  first  American  Pharmacopoeia. 
In  a review  of  the  latter  work.  Harvard’s  distinguished 
professor  of  botany,  Asa  Gray,  wrote: 

“His  (Bigelow’s)  botanical  knowledge  along  with  that 
of  the  materia  medica  generally  and  his  classical 
scholarship  placed  him  at  the  head,  or  at  the  laboring 
oar,  of  the  committee  which  in  1820  formed  the 
American  Pharmacopoeia.  The  writer  (Asa  Gray) 
used  this  volume  in  his  medical-student  days.”6 

Among  the  other  four  members  of  the  Pharmacopoeia’s 
editorial  committee  was  Eli  Ives,  adjunct  professor  of 
botany  and  materia  medica  at  Yale’s  infant  medical 
school,  and  later  professor  of  medicine. 

Jacob  was  not  reticent  about  his  botanical  writings  and 
sent  copies  to  leading  natural  scientists  in  the  United 
States  and  Europe,  even  to  the  ex-Presidents  John 
Adams  and  Thomas  Jefferson.  Among  numerous  cor- 
respondents gained  in  this  field  were  the  Rev.  Gotthilf 
Henry  Muhlenberg,  Augustine  de  Candolle  at  Geneva, 
the  Abbe  Correa  de  Serra,  exiled  Portuguese  botanist 
and  diplomat,  Francgis  Andre  Michaux,  French  ex- 
plorer and  author  of  a classic  text  on  American  trees; 
also  Sir  Joseph  Banks,  wealthy  English  promoter  of 
science  and  President  of  the  Royal  Society. 

An  active  medical  practice,  teaching  duties,  and 
botanical  studies  did  not  prove  sufficient  to  fill  Bigelow’s 
restless  and  inquiring  mind.  From  boyhood  on,  he  spent 
many  hours  building  toys,  models,  and  mechanical 
devices.  He  enjoyed  watching  skilled  craftsmen  at  their 
work,  often  stopped  to  question  them  about  their  tech- 
niques and  later  reflected  on  methods  to  improve  then 
efficiency  and  productivity.  It  came  as  no  surprise  to 
those  who  knew  him  well  when  Harvard’s  president, 
John  Thornton  Kirkland,  invited  Jacob  Bigelow  to 
become  the  first  occupant  of  the  newly  endowed  Rum- 
ford  chair  of  applied  science. 

The  donor  of  the  fund.  Count  Rumford,  (1753-1814), 
was  Benjamin  Thompson,  son  of  a Woburn, 
Massachusetts  farmer.  During  the  Revolutionary  War, 
Benjamin  became  a Royalist  expatriate  and  lieutenant- 
colonel  in  the  British  Army.  Subsequently  he  won  inter- 
national fame  as  chamberlain  and  chief  advisor  on 
military  and  economic  affairs  to  the  Elector  of  Palatine 
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and  Bavaria  while  also  making  significant  contributions 
to  the  physical  sciences.  In  1796,  as  Count  Rumford  of 
the  Holy  Roman  Empire,  he  gave  large  sums  of  money 
to  the  Royal  Society  of  London  and  to  the  American 
Academy  of  Arts  and  Sciences  for  the  support  of  public 
lectures  on  the  application  of  scientific  discoveries  to  the 
useful  arts.  While  travelling  in  France  he  met,  and  later 
married,  the  still  beautiful  widow  of  the  martyred  scien- 
tist, Antoine  Lavoisier,  but  their  union  was  dissolved 
after  four  generally  unhappy  years.  He  died  at  Auteuil, 
a suburb  of  Paris,  in  1814,  leaving  to  Harvard  College 
a bequest  yielding  about  $1,000  annually  for  teaching 
“by  regular  courses  of  academical  and  public  lec- 
tures ....  the  utility  of  the  physical  and  mathematical 
sciences  for  the  improvement  of  the  useful  arts,  and  for 
the  extension  of  the  industry,  prosperity,  happiness  and 
well-being  of  society.”7 

Originally,  Bigelow  was  required  to  present  only  four 
Rumford  lectures  each  year.  He  prepared  these  with 
great  thoroughness  on  a wide  range  of  subjects  — for  ex- 
ample, printing,  engraving,  architecture,  heating, 
lighting  and  mechanics.  He  resigned  the  Rumford  pro- 
fessorship in  1827  because  of  other  more  pressing 
obligations.  The  numerous  lectures  were  edited  and 
published  by  hirn  in  1829  under  the  title  “Elements  of 
Technology.”"  He  was  credited  with  the  coining  of  the 
word  “technology”  but  he  disclaimed  its  authorship, 
stating  that  it  was  a term  found  in  the  older  dictionaries 
and  in  “the  literature  of  practical  men.”  However,  he 
foresaw  clearly  that  technological  advances  would  play 
a crucial  role  in  the  economic  development  of  the  United 
States. 

In  1833  an  epidemic  of  asiatic  cholera  erupted  in  New 
York  City  and  claimed  more  than  3,000  lives.  As  it 
spread  along  the  East  Coast,  Boston  was  hit  but  less 
severely.  The  mayor  organized  a committee  of  three 
physicians  to  visit  the  heavily  stricken  metropolis  on  the 
Hudson  River  to  observe  the  measures  being  taken  there 
to  cope  with  the  disease.  Some  physicians  found  reasons 
to  decline  their  appointment  but  three  accepted -Jacob 
Bigelow,  John  Ware,  and  Joshua  Flint.  This  trio  set 
forth  and,  after  several  harrowing  days  on  Manhattan 
Island,  started  home  on  a Long  Island  Sound  steamer, 
expecting  to  disembark  at  Providence.  However,  the 
Rhode  Island  health  authorities  properly  refused  entry 
without  a period  of  quarantine.  Jacob  resented  this 
detention  and,  under  cover  of  darkness,  arranged  to  be 
put  ashore  at  Seekonk  on  Massachusetts  soil  whence  he 
travelled  by  coach  to  Boston.  The  City  Council  voted 
each  of  the  trio  an  honorarium  of  $200  together  with  a 
letter  of  grateful  appreciation. 

Bigelow  was  active  in  public  as  well  as  medical  af- 
fairs. In  1825  he  promoted  the  collection  of  funds  for  a 
Bunker  Hill  Monument  and  assisted  in  its  design.  In  the 
same  year  he  convened  a group  of  seven  townsmen  and 
presented  his  idea  of  a community  graveyard  to  be 


established  at  the  edge  of  the  city.  Burial  grounds  of  that 
period  were  commonly  in  small  churchyards  or  private 
plots,  poorly  maintained  and  increasingly  encroached 
upon  by  commercial  and  residential  building.  While  he 
won  the  support  of  his  ad  hoc  committee,  there  was 
much  public  opposition.  Undaunted,  Jacob  campaigned 
effectively  in  the  press  and  at  public  hearings.  Seventy- 
two  acres  of  partly  wooded  land  on  the  common  border 
of  Cambridge  and  Watertown,  his  ancestral  home,  were 
purchased  in  1830,  the  cost  being  defrayed  by  contribu- 
tions of  $100  from  each  of  60  incorporators.  A con- 
secration service  was  held  in  a natural  amphitheater  on 
the  site  September  24,  1831,  Nature  providing  the  floral 
decorations  with  its  vivid  autumnal  coloration.  Mount 
Auburn  was  the  name  chosen  for  the  cemetery  and  many 
distinguished  Bostonians  are  among  those  whose  re- 
mains lie  in  this  sanctuary. 

The  founding  of  the  Massachusetts  Institute  of 
Technology  was  in  part  due  to  Jacob  Bigelow’s  active 
support.  This  great  institution  was  made  possible  by  an 
act  of  the  U.S.  Congress,  first  introduced  by  Senator 
Justin  Smith  Morrill  (1810-1898)  of  Vermont.  The  Act 
was  passed  but  vetoed  by  President  Buchanan.  Rein- 
troduced in  1862  it  was  signed  into  law  by  a more  sym- 
pathetic President  Lincoln.  This  Morrill- Wade  Act  pro- 
vided that  certain  federal  lands  be  ceded  to  the  “several 
States  and  Territories”  and  the  proceeds  of  their  sale 
used  to  establish  “Colleges  for  the  Benefit  of  Agriculture 
and  the  Mechanic  Arts.”  In  1861  the  Massachusetts  State 
Legislature,  after  lobbying  by  Jacob  Bigelow  and  others, 
voted  to  locate  an  Institute  of  Technology  in  downtown 
Boston  and,  two  years  later,  voted  to  establish  a College 
of  Agriculture  at  Amherst  about  100  miles  to  the  west 
in  the  lovely  Connecticut  River  Valley.  Thus  an  unfor- 
tunate educational  dichotomy  was  effected  between  the 
mechanic  arts  and  agricultural  education;  the  emergence 
of  a broadly  based  University  of  Massachusetts  com- 
parable to  other  great  state  universities  in  this  country 
was  delayed  almost  a century. 

Doctor  Bigelow  presented  an  address  titled  “On  the 
Limits  of  Education  . ...”  at  the  dedication  of  the  new 
M.I.T.  in  Boston  on  November  16,  1865.  He  stated, 
among  many  other  things,  in  a scholarly  speech: 

“A  common  college  education  now  culminates  in  a 
student  becoming  what  is  called  a master  of  arts,  but 
this  in  a majority  of  instances  means  simply  a master 
of  nothing  . . . (The  traditional  curriculum)  carries 
with  it  a cumbersome  burden  of  dead  languages,  kept 
alive  through  the  dark  ages,  and  now  stereotyped  in 
England  by  the  persistent  conservatism  of  a privi- 
leged order ....  Preparatory  training  of  a pupil,  both 
physical  and  intellectual,  must  be  as  thorough  as 
possible  but,  after  this  is  completed,  a special  or 
departmental  course  of  studies  should  be  selected, 
such  as  appears  most  likely  to  conduct  him  to  his 
appropriate  sphere  of  usefulness.  Collateral  studies  of 
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different  kinds  may  always  be  allowed;  but  they 
should  be  subordinate  and  subsidiary  to,  and  need  not 
interfere  with  the  great  objects  of  his  especial  educa- 
tion. ...  It  is  the  duty  of  educational  institutions  to 
adapt  themselves  to  the  wants  of  the  place  and  time 
in  which  they  exist.”9 

Doctor  Bigelow  was  vehemently  accused  by  some  con- 
servative colleagues  of  wishing  to  eliminate  completely 
a study  of  the  classics,  but  this  was  probably  unjust.  He 
was  well  read  in  Latin  himself,  as  demonstrated  by  his 
presentation  of  a short  prologue  to  his  inaugural  Rum- 
ford  Lecture  at  Harvard  College  in  faultless  Latin. 

Jacob  Bigelow  was  elected  to  the  prestigious 
American  Academy  of  Arts  and  Sciences  in  1812  when 
only  25  years  of  age.  He  became  its  treasurer  in  1816, 
the  secretary  in  1829,  the  vice-president  in  1830  and 
held  the  office  of  president  from  1 846  until  he  declined 
re-election  in  1863.  As  a presiding  officer  he  is  said  to 
have  shown  inherent  dignity,  unfailing  courtesy  and  a 
remarkable  comprehension  of  the  diverse  disciplines 
under  discussion  in  the  meetings.  He  was  a delegate  to 
the  National  Quarantine  and  Sanitary  Convention  at 
Richmond  in  1852,  at  Philadelphia  in  1857,  and  he 
presided  over  the  Boston  meeting  in  1859.  He  found 
much  pleasure  and  relaxation  in  these  travels.  His  first 
transatlantic  voyage  was  made  in  1833  aboard  a ship 
which  required  31  days  to  reach  Portsmouth,  England. 
A fellow  passenger  was  Oliver  Wendell  Holmes,  who 
was  en  route  to  Paris  for  study  in  the  great  hospitals 
there.  Jacob  made  a second  trip  to  Europe  in  1848.  Even 
at  the  ripe  age  of  83  he  travelled  with  his  wife  to 
California. 

Jacob  Bigelow  surpassed  most  physicians  of  his  time 
in  contributions  to  the  medical  literature.  A paper  on 
spontaneous  pneumothorax 10  appeared  in  1839.  He 
discussed  possible  mechanisms  for  the  production  of 
physical  signs  like  the  “metallic  tinkle”  and  “amphoric 
breath  sounds,”  cited  cases  with  autopsy  findings,  and 
proved  by  observations  on  cadavers  that  intrapleural 
pressures  in  spontaneous  pneumothorax  could  rise  above 
the  ambient  atmospheric  level.  He  wrote  about  the 
medical  uses  of  coffee  and  tea.  " In  another  article 
titled  “The  History  and  Use  of  Tobacco”  he  stated 
prophetically: 

“Of  the  different  modes  of  using  tobacco,  it  is  pro- 
bable that  smoking  is  the  most  injurious  . . . since  in 
this  process  the  active  principles  of  the  tobacco  are 
volatilized  with  the  smoke  and  are  extensively  applied 
to  the  lungs  as  well  as  the  mouth  and  nose  and 
fauces.”  12 

In  the  present  day  when  instances  of  fraud  in  medical 
research  appear  to  be  increasing  it  may  be  pertinent  to 
quote  from  Jacob  Bigelow’s  essay  on  “The  Medical  Pro- 
fession and  Quackery”: 

“ . . . the  still  small  voice  of  truth  has  from  time  to 
time  made  itself  heard  for  a season,  yet  it  has  as  often 


been  drowned  by  the  dogmas  of  the  visionary  and  the 
clamor  of  the  interested  ....  If  we  could  purge  the 
sciences  of  pathology  and  therapeutics  from  the 
writings  of  men  who  wrote  merely  because  they  had 
a reputation  to  acquire  or  a doctrine  to  establish;  and 
could  confine  these  sciences  to  the  results  attained  by 
those  who  sought  directly  and  impartially  for  the  true 
and  the  useful;  it  is  probable  that  the  whole  subject 
would  be  brought  within  the  comprehension,  not  only 
of  every  physician,  but  of  every  medical  student.”13 

Addressing  himself  to  the  members  of  the  Massachusetts 
Medical  Society  at  their  annual  meeting  in  1835,  Doctor 
Bigelow  delivered  a strong  but  temperate  plea  for  ra- 
tional therapeutics  at  a time  when  many  physicians  were 
prone  to  overmedication,  excessive  bloodletting,  drastic 
purging,  and  the  like.  14  Oliver  Wendell  Holmes 
asserted  that  this  speech  exerted  a more  beneficial  in- 
fluence on  the  practice  of  medicine  in  this  country  than 
any  previous  critique  on  the  subject. 

Doctor  Bigelow  proposed  to  classify  diseases  as 
follows:  (1)  those  which  can  be  arrested  or  cured  by 
specific  medications;  (2)  self-limited  illnesses,  which 
run  their  course  uninfluenced  by  any  treatment;  (3) 
chronic  and  incurable  conditions,  in  which  therapy 
should  be  confined  to  the  relief  of  distressing  and  painful 
symptoms  and  not  pursued  to  the  point  of  causing  new 
symptoms  or  creating  a new  disease.  15 
After  the  long  journey  with  his  wife  to  California  in 
the  Spring  of  1870,  Doctor  Bigelow  began  to  suffer  a 
slow  deterioration  in  health  with  impaired  vision  due  to 
cataracts,  progressive  deafness  and  muscular  weakness 
without  any  localizing  pattern.  Finally  he  was  confined 
to  bed  but  his  mind  remained  clear  and  keen.  He  ap- 
peared to  enjoy  visits  with  family  and  friends,  maintain- 
ing an  outer  calm  and  resignation.  On  his  ninetieth  birth- 
day he  talked  at  length  with  his  friend,  the  Reverend 
George  E.  Ellis  and  meditated: 

“Most  persons  desire  a very  long  life,  but  nobody  en- 
joys it  ....  But  as  I look  back  on  mine,  there  is 
nothing  I would  have  had  different  ....  I have  had 
all  the  success  I ever  aimed  for  and  more  honors  than 
I have  deserved.”  16 

He  amused  himself  by  composing  a droll  translation  of 
the  Mother  Goose  Rhymes  into  Latin  and  gave  to  it  the 
title  “Chenodia”  from  the  Greek  word  xrji> , a goose.  His 
release  from  years  of  increasing  disability  came  on 
January  10,  1879  in  his  ninety-second  year.  A funeral 
service  was  held  at  King's  Chapel  in  Boston,  after  which 
the  long  procession  of  mourners  wound  its  way  to  Mt. 
Auburn. 

The  Swiss  botanist,  Augustin  de  Candolle,  com- 
memorated Jacob  Bigelow’s  contributions  to  the  natural 
sciences  by  naming  a genus  of  goldenrods  Bigelowia, 
one  species  of  which  B.  nudata  grows  in  the  pine  bar- 
rens of  New  Jersey.  17 
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Henry  Jacob  Bigelow 

Henry  Jacob  was  the  oldest  of  five  children  born  to 
Jacob  Bigelow  and  his  wife,  Mary  Scollay,  the  daughter 
of  a wealthy  and  public-spirited  Boston  merchant.  Col- 
onel William  Scollay.  Henry  was  bom  on  March  11,  1818 
at  the  family’s  home  on  Summer  Street.  He  attended  the 
Boston  Latin  School  where  his  father  had  been  briefly  a 
teacher,  and  entered  Harvard  College  when  barely  15 
years  old.  He  graduated  in  1837  and  began  to  study 
medicine  under  his  father’s  preceptorship.  This  wise 
guidance  was  supplemented  by  lectures  at  both  Harvard 
and  Dartmouth  medical  schools.  In  1838  he  was  appointed 
a house  officer  at  the  Massachusetts  General  Hospital. 
However,  within  a year  he  began  to  show  signs  of 
pulmonary  disease,  most  likely  tuberculosis,  an  all  too 
common  disease  among  young  physicians  in  that  time. 
His  family  sent  him  to  recuperate  in  Cuba,  where  he 
recovered  his  health  sufficiendy  during  the  winter  of 
1839-40  to  sail  directly  from  Havana  to  Europe  in  the 
Spring.  In  Paris  he  resumed  his  medical  studies,  work- 
ing chiefly  with  the  inspiring  teacher  of  medicine  and 
pathology,  Pierre-Charles- Alexandre  Louis.  Bigelow  re- 
mained in  Europe  until  1844,  save  for  a brief  interval  spent 
at  Harvard  to  qualify  for  his  medical  degree. 

Equipped  with  both  Harvard  B.A.  and  M.D.,  a junior 
appointment  in  surgery  at  the  Massachusetts  General 
Hospital,  and  well  prepared  by  five  years’  experience  on 
the  hospital  wards  of  Paris,  Henry  set  up  his  office  in 
downtown  Boston  and,  while  awaiting  his  first  paying  pa- 
tients, started  an  outpatient  clinic  in  the  basement  of  a local 
church.  Emulating  his  father,  Jacob,  he  submitted  a 
manuscript  in  competition  for  the  1848  Boylston  Prize, 
which  he  won  with  an  essay,  actually  a monograph,  A 
Manual  of  Orthopedic  Surgery.  18  This  was  an  important 
work,  directing  attention  to  a field  of  surgery  which  was 
just  beginning  to  emerge  as  a specialty  in  this  country. 
He  was  first  in  the  United  States  to  successfully  excise 
the  hip  joint  and  he  described  the  iliofemoral  or  Y liga- 
ment, demonstrating  its  importance  in  the  reduction  of 
femoral  dislocation.  He  developed  an  improved  techni- 
que for  the  crushing  and  removal  of  stones  from  the 
urinary  bladder  and  devised  instruments  for  that  purpose. 

In  addition  to  his  technical  achievements,  Henry  Jacob 
Bigelow  played  an  important  role  in  the  development  of 
ether  anesthesia  and  its  acceptance  by  members  of  the 
medical  profession.  In  the  summer  of  1846  a dentist  nam- 
ed William  Thomas  Green  Morton  conducted  experiments 
on  the  induction  of  general  anesthesia  in  small  animals, 
using  sulphuric  ether,  and  also  used  it  successfully  for 
the  extraction  of  a tooth  in  one  of  his  own  patients.  He 
appreciated  the  need  for  a clinical  demonstration  of  ether’s 
potential  during  an  operation  of  longer  duration  and 
greater  magnitude,  so  he  approached  a leading  surgeon, 
John  Collins  Warren,  for  his  co-operation  in  the  selec- 
tion of  a suitable  case.  Professor  Warren,  however,  seem- 
ed dilatory  and  understandably  cautious  about  subjecting 


any  patient  to  this  bold  experiment.  Then  Bigelow,  who 
had  only  recently  returned  from  Paris  and  was  a very 
junior  surgeon  at  the  Massachusetts  General  Hospital, 
asserted  himself  with  strong  support  for  the  trial.  On  Oc- 
tober 16,  1846  Morton  administered  ether  to  a patient  of 
Warren’s  quite  successfully  and  the  era  of  inhalation 
anesthesia  had  begun.  (The  term,  anesthesia,  was  coined 
by  Oliver  Wendell  Holmes.)  There  remained,  however, 
considerable  resistance  to  the  new  technique  among  con- 
servative practitioners  and  Bigelow  pressed  actively  for 
further  clinical  trials  and  wrote  the  first  published  accounts 
of  this  historic  advance  in  surgery.  19 

Henry  Jacob  Bigelow  was  an  accomplished  and  dynamic 
lecturer,  inclined  to  be  terse  and  epigrammatic  at  times; 
he  illustrated  important  details  in  surgical  anatomy  by 
means  of  skillfully  drawn  blackboard  sketches,  done  am- 
bidextrously with  great  verve.  Certain  less  friendly  col- 
leagues considered  him  a poseur  but  his  exceptional  skill 
and  speed  during  operations  commanded  the  respect  and 
admiration  of  those  who  watched  him  at  work.  He  became 
finally  the  dean  of  New  England’s  surgeons  and,  in  his 
mature  years,  the  equal  at  least  of  Samuel  Gross  in 
Philadelphia. 20 

In  May,  1847,  Henry  married  Susan  Sturgis,  the 
daughter  of  a wealthy  Boston  merchant  and  shipowner, 
whose  fortune  was  made  by  a fleet  of  swift  clippers  in 
the  China  trade.  Tragically,  Susan  died  only  six  years  after 
their  wedding,  leaving  the  busy  surgeon  with  one  child, 
William  Sturgis  Bigelow.  The  bereaved  surgeon  lived  on 
many  years,  finding  solace  in  his  profession,  family  and 
friends  until  death  claimed  him  at  age  72  on  March  1 1 , 
1890. 

William  Sturgis  Bigelow 

William  was  bom  on  April  4,  1850.  After  his  mother 
died  in  1853  his  care  was  assumed  by  an  aunt,  his  grand- 
parents and  a succession  of  household  servants.  He  became 
a shy  and  retiring  child. 21  He  was  prepared  for  college  at 
a well-known  private  academy  run  by  Epes  Dixwell  and 
entered  Harvard  when  he  was  17  years  of  age.  Although 
not  an  outstanding  student,  he  showed  considerable  abili- 
ty in  literature  and  creative  writing.  He  was  elected  to  the 
Hasty  Pudding  Club  and  to  Porcellian,  the  society  which 
his  grandfather,  Jacob,  had  joined  and  characterized  as 
“very  bad.”  He  demonstrated  the  Bigelow  independence  of 
mind  and  spirit  when  he  joined  with  27  other  students  in 
a petition  to  the  faculty,  demanding  that  attendance  at 
chapel  be  made  voluntary  and  he  was  censured  for  several 
absences  from  the  daily  service.  He  graduated  in  1871  and 
began  the  study  of  medicine,  confiding  in  a letter  to  a friend 
that  he  was  pleased  at  the  prospect  of  entering  the  profes- 
sion in  which  his  father  and  grandfather  had  so  distinguish- 
ed themselves.  However,  he  soon  found  the  clinical  aspects 
of  his  medical  education  quite  distasteful.  By  contrast,  the 
basic  science  lectures  and  laboratories  proved  to  be  redeem- 
ing features  in  what  must  have  been  a difficult  period  of 
time  for  this  sensitive  lad. 


768 


CONNECTICUT  MEDICINE,  DECEMBER  1983 


When  his  required  medical  courses  were  finished 
William  sailed  for  Europe  accompanied  by  his  close  friend, 
Frederick  Cheever  Shattuck,  another  of  Boston’s  medical 
heir  apparents.  After  touring  in  Germany  he  settled  in  Vien- 
na to  attend  its  great  hospital  clinics.  He  also  spent  much 
time  at  the  Staatsoper,  listening  especially  to  the  Wagnerian 
repertoire  and  a famous  Croatian  soprano,  Melka  Temina, 
for  whom  he  developed  a passionate  devotion.  Within  a 
year,  still  single,  he  moved  on  to  Paris  to  study  bacteriology 
with  Louis  Pasteur  at  the  Ecole  Normale  and  histology  with 
Ranvier.  During  his  last  summer  in  Europe  (1878)  he 
worked  at  the  laboratory  of  von  Waldeyer  at  Strasbourg 
on  microscopic  anatomy  and  embryology.  The  Alsatian 
capital  had  only  been  a part  of  Bismarck’s  united  Germany 
since  the  end  of  the  Franco-Prussian  War  in  1871. 

As  William  Bigelow  returned  to  New  England  with  his 
impressive  background  of  training  in  the  medical  sciences, 
he  must  have  been  a highly  desirable  candidate  for  a ma- 
jor teaching  position.  Instead,  he  set  up  a private  diagnostic 
and  research  laboratory  in  bacteriology,  using  a house  on 
Boston’s  Pemberton  Square.  His  father,  Henry  Jacob,  made 
clear  his  disappointment  and  displeasure  with  this  project 
and  secured  for  William  an  appointment  as  surgeon  to  out- 
patients at  the  Massachusetts  General  Hospital.  The  predic- 
table result  was  a complete  break  with  medicine  in  1882, 
when  William  packed  his  bags  and  sailed  for  Japan  with 
the  eminent  zoologist  and  later  museum  director,  Edward 
Sylvester  Morse  (1838-1925),  who  was  making  his  sec- 
ond voyage  to  the  Land  of  the  Rising  Sun,  having  held 
a professorship  at  the  Imperial  University,  Tokyo,  from 
1877  to  1880. 

During  William  Bigelow’s  seven  years  of  residence  in 
Japan  he  lived  in  native  style,  including  his  dress,  and  oc- 
cupied himself  with  an  intimate  study  of  the  people,  their 
language,  art,  and  religions  at  a time  when  that  nation  was 
still  terra  incognita  to  most  Occidentals.  (Admiral  Perry’s 
White  Fleet  had  sailed  into  Yedo  Harbor  on  July  8,  1853, 
less  than  30  years  before.)  William  immersed  himself  deep- 
ly in  a study  of  Buddhism  and  its  philosophical  basis  under 
the  tutelage  of  a great  scholar  in  the  Mikkyo  sect,  Sakurai 
Ajari,  at  Homyoin,  Otsu.  Ajari’s  American  disciple  con- 
tributed handsomely  to  the  monastery  and  to  various 
Japanese  cultural  projects,  including  a gift  of  $10,000  for 
the  establishment  of  the  Japan  Academy  of  Arts.  With  the 
assistance  of  Professor  Morse  he  amassed  a priceless  col- 
lection of  paintings,  ceramics  and  other  artifacts  which  were 
donated  to  the  Boston  Museum  of  Fine  Arts  and  now  con- 
stitute the  nucleus  of  an  oriental  exhibit  of  unrivalled  scope 
and  excellence. 

Following  his  return  to  the  United  States  William  was 
soon  recognized  as  an  accomplished  Orientalist.  In  May 
1908  by  invitation  of  his  Alma  Mater,  Harvard  College, 
he  delivered  the  Ingersoll  Lecture  on  “Buddhism  and  Im- 
mortality.” For  his  efforts  in  promoting  an  understanding 
of  Japanese  culture,  the  Emperor  awarded  him  the  title  of 
Commander  in  the  Third  Order  of  the  Rising  Sun. 


Bigelow  never  married.  His  handsomely  furnished  town 
house  on  Beacon  Street  in  the  Back  Bay  district  was  a fre- 
quent stopping  place  for  friends  and  distinguished  visitors 
from  this  country  and  abroad,  but  he  was  happiest  in  his 
later  years  at  his  summer  cottage  on  Tuckemuck  Island, 
off  Nantucket.  He  maintained  an  extensive  correspondence 
with  friends  in  Japan  and  important  political  figures  in 
Washington;  some,  like  Senator  Henry  Cabot  Lodge,  were 
his  companions  at  school  and  college.  Fortunately,  many 
of  those  letters  have  been  preserved  and  edited  in  an  ex- 
cellent doctoral  thesis  submitted  at  George  Washington 
University  by  a graduate  student,  A.  Murakata.  Together 
with  a discerning  and  sympathetic  sketch  of  Bigelow’s  ex- 
traordinary life,  the  several  hundred  letters  provide  a vivid 
picture  of  Boston’s  contemporary  upper  class. 22 

William  Sturgis  Bigelow  made  a second  and  briefer  trip 
to  Japan,  and  the  monastery  temple  which  had  become  his 
spiritual  home,  in  1902.  He  died  at  his  cottage  on  Tucker- 
nuck  Island  October  6,  1926  after  a chronic  and  medical- 
ly baffling  illness.  His  funeral  was  held  at  Trinity  Church. 
As  stipulated  in  his  will,  a portion  of  his  ashes  was  buried 
among  his  ancestors  in  the  Bigelow  plot  at  Mt.  Auburn 
and  the  remainder  transported  to  Japan  where  the  Buddhist 
monks  at  Homyoin  Mii  had  created  a memorial  to  their 
American  disciple  and  benefactor. 
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CONSENSUS  DEVELOPMENT  SUMMARIES 


Critical  Care  Medicine 

NATIONAL  INSTITUTES  OF  HEALTH 


Introduction 

The  National  Institutes  of  Health  consensus 
development  program  brings  together  biomedical 
research  scientists,  practicing  physicians,  con- 
sumers, and  others  as  appropriate,  in  an  effort  to 
reach  general  agreement  on  the  safety  and  efficacy 
of  a medical  technology.  That  technology  may  be  a 
drug,  device,  or  medical  or  surgical  procedure. 

Following  consensus  meetings,  summaries  of 
conclusions  and  recommendations  issued  by  con- 
sensus panels  are  widely  distributed  to  the 
research,  practicing,  and  lay  communities.  All 
shades  of  opinion  are  reflected  in  those 
summaries. 

At  NIH,  the  Office  for  Medical  Applications  of 
Research  (OMAR)  is  responsible  for  coordination 
of  the  consensus  development  program.  OMAR 
assists  the  individual  NIH  institutes,  which  sponsor 
the  conferences,  in  this  effort. 

A Consensus  Development  Conference  was  held  at  the 
National  Institutes  of  Health  on  March  7-9,  1983,  to 
discuss  issues  related  to  the  practice  of  critical  care 
medicine. 

On  the  first  2 days  of  the  meeting,  a Consensus 
Development  Panel  and  members  of  the  audience  heard 
scientific  presentations  from  a distinguished  group  of 
medical  scientists.  The  panel  then  considered  the  follow- 
ing questions: 

1.  Is  there  empirical  evidence  that  intensive  care  units 
(ICUs)  cause  a decrease  in  patient  morbidity  or  mor- 
tality? Which  patients  are  most  likely  to  benefit  from 
intensive  care? 

2.  What  skills  are  essential  for  personnel  in  a critical 
care  unit?  How  should  this  personnel  be  trained  and 
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organized  to  assure  the  best  care  for  patients  most  in 
need? 

3.  What  special  technology  and  therapeutic  interven- 
tions should  be  routinely  available  for  the  most  effec- 
tive ICU  function? 

4.  How  is  a hospital's  critical  care  delivery  system  best 
structured:  one  large  multispecialty  unit  or  multiple 
small  subspecialty  units? 

5.  How  has  the  development  of  ICUs  affected  the  tradi- 
tional functions  of  a hospital? 

6.  What  direction  should  critical  care  research  follow? 

Members  of  this  panel  included  biomedical  in- 
vestigators, critical  care  physicians,  other  medical 
specialists,  nurses,  a biostatistician,  and  a jurist. 

Critical  care  medicine  (CCM)  is  a multidisciplinary 
and  multiprofessional  medical/nursing  field  concerned 
with  patients  who  have  sustained  or  are  at  risk  of  sustain- 
ing acutely  life-threatening  single  or  multiple  organ 
system  failure  due  to  disease  or  injury.  These  conditions 
necessitate  prolonged  minute-to-minute  therapy  or 
observation  in  an  intensive  care  unit  (ICU)  which  is 
capable  of  providing  a high  level  of  intensive  therapy  in 
terms  of  quality  and  immediacy. 

In  its  broadest  meaning,  CCM  includes  management 
at  the  scene  of  onset  of  critical  illness  or  injury,  during 
transportation,  in  the  emergency  department,  during 
surgical  intervention  in  the  operating  room,  and  finally 
in  the  ICU.  However,  this  consensus  report  is  limited  to 
CCM  as  it  relates  to  the  adult  patient’s  management  in 
the  ICU.  The  report  focuses  not  only  on  units  that  offer 
the  full  range  of  CCM  but  also  on  units  providing  a nar- 
rower range  of  critical  care  services.  However,  pediatric 
and  neonatal  CCM,  the  care  of  patients  with  burns,  and 
all  forms  of  extra-hospital  care  are  not  addressed  in  this 
report.  Although  these  units  are  excluded  from  this 
report,  valuable  similarities  with  other  ICUs  in  their 
organization  and  structure  should  not  be  ignored. 

While  critical  care  may  be  considered  a higher  level 
of  management  than  intensive  care,  the  two  terms  are 
used  synonymously  in  this  report. 
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1.  Is  there  empirical  evidence  that  intensive  care  units 
cause  a decrease  in  patient  morbidity  or  mortality? 
Which  patients  are  most  likely  to  benefit  from  in- 
tensive care? 

The  estimation  of  the  efficacy  of  ICUs  with  respect  to 
mortality  and  morbidity  can  be  made  only  in  the  context 
of  the  patient  populations  admitted,  the  objectives  for 
admission,  the  interventions  which  are  being  employed 
and  the  alternate  patient  management  systems  to  w'hich 
comparisons  could  be  made.  Mortality  and  morbidity 
may  refer  to  events  occurring  in  the  ICU,  hospital,  or 
during  a longer  period  of  followup.  Uniform  goals  and 
results  for  all  ICUs  are  not  attainable  or  desirable. 

Historically,  intensive  care  units  were  organized  to 
serve  specific  purposes  such  as  rhythm  monitoring,  the 
care  of  postoperative  patients,  airway  maintenance  and 
mechanical  ventilation  for  patients  with  reversible 
neurological  disease.  The  highly  favorable  outcomes 
derived  from  such  specialized  care  served  as  the 
stimulus  for  establishing  large  numbers  of  such  units. 
Over  the  past  two  decades,  the  availability  of  physical 
resources,  nursing  staff,  and  related  specialized  pro- 
cedures, as  well  as  patients’  expectations,  have  resulted 
in  an  expansion  of  the  original  indications  for  admission 
to  categories  of  patients  for  whom  the  achievable 
benefits  are  less  clear. 

There  is  empirical  evidence  that  interventions  com- 
monly restricted  to  areas  designated  as  intensive,  cor- 
onary, or  critical  care  units  result  in  a decrease  in  mor- 
tality or  morbidity.  However,  evidence  for  such  a 
benefit  can  be  considered  unequivocal  for  only  a portion 
of  the  hetergeneous  patient  populations  currently  admit- 
ted to  such  units.  For  a larger  proportion  of  patients, 
evidence  is  equivocal  but  the  weight  of  clinical  opinion 
is  that  ICU  care  improves  survival.  It  is  recognized, 
however,  that  for  some  patients  the  risk  of  iatrogenic  ill- 
nesses associated  with  ICU  care  may  outweigh  any 
potential  benefit. 

This  spectrum  of  ICU  effectiveness  for  different  pa- 
tients can  be  better  understood  by  considering  some 
typical  patient  categories. 

First  is  the  patient  with  acute  reversible  disease  for 
whom  the  probability  of  survival  without  ICU  interven- 
tion is  low,  but  the  survival  probability  with  such  in- 
terventions is  high.  Common  clinical  examples  include 
the  patient  with  acute  reversible  respiratory  failure  due 
to  drug  overdose,  or  with  cardiac  conduction  distur- 
bances resulting  in  cardiovascular  collapse  but  amenable 
to  pacemaker  therapy.  Because  survival  for  many  of 
these  patients  without  such  life-support  interventions  is 
uncommon,  the  observed  high  survival  rates  constitute 
unequivocal  evidence  of  reduced  mortality  for  this 
category  of  ICU  patients.  These  patients  clearly  benefit 
from  ICU  care. 

Another  group  consists  of  patients  with  a low  pro- 
bability of  survival  without  intensive  care  whose  pro- 


bability of  survival  with  intensive  care  may  be  higher— 
but  the  potential  benefit  is  not  as  clear.  Clinical  ex- 
amples include  patients  with  septic  or  cardiogenic  shock. 
The  weight  of  clinical  opinion  is  that  ICUs  reduce  mor- 
tality for  many  of  these  patients,  though  this  conviction 
is  supported  only  by  uncontrolled  or  poorly  controlled 
studies.  Often  these  studies  do  not  allow  one  to 
distinguish  between  ICU  effectiveness  and  the  effects  of 
patient  selection  and/or  differences  in  cointerventions 
that  do  not  require  the  ICU. 

A third  category  is  patients  admitted  to  the  ICU,  not 
because  they  are  critically  ill,  but  because  they  are  at  risk 
of  becoming  critically  ill.  The  purposes  of  intensive  care 
in  these  instances  are  to  prevent  a serious  complication 
or  to  allow  a prompt  response  to  any  complication  that 
may  occur.  It  is  presumed  that  the  prompt  response  to 
a potentially  fatal  complication  made  possible  by  con- 
tinuous monitoring  plus  the  concentration  of  specialized 
personnel  in  the  ICU  increases  the  probability  of  a 
favorable  outcome.  The  risk  of  complication  may  be 
high  (as  in  the  patient  with  an  acute  myocardial  infarc- 
tion and  complex  ventricular  ectopy)  or  low  (as  in  the 
patient  with  myocardial  infarction  suspected  because  of 
chest  pain  in  the  absence  of  electrocardiographic  abnor- 
malities). Also,  the  differences  in  probability  of  a 
favorable  outcome  following  a complication  inside 
rather  than  outside  the  ICU  may  be  large  (as  in  the  pa- 
tient with  postcraniotomy  intracranial  bleeding)  or  small 
(as  in  the  patient  with  gastrointestinal  bleeding).  The 
strength  of  evidence  supporting  the  effectiveness  of  the 
ICU  varies  with  the  probability  of  a complication  and 
with  the  difference  in  expected  outcome  inside  and  out- 
side the  ICU.  When  the  risk  of  complication  is  high  and 
the  potential  gain  large,  a decrease  in  mortality  is  likely. 
Similarly,  when  the  risk  is  low  and  the  potential  gain 
small,  an  observable  decrease  in  mortality  is  unlikely. 
These  patients  are  not  likely  to  benefit  from  ICU  care. 

The  risk  of  iatrogenic  morbidity  and  mortality  for  all 
patients  must  be  included  in  consideration  of  ICU  effec- 
tiveness. Complications  associated  with  major  interven- 
tions are  not  infrequent  despite  the  concentration  of 
skilled  personnel  in  the  intensive  care  unit.  More  subtle 
ill  effects,  including  anxiety  and  psychiatric  distur- 
bances, are  common  and  may  increase  the  incidence  of 
complications  for  which  patients  are  monitored  (e.g., 
ventricular  arrhythmias  in  the  coronary  patient). 
Technical  difficulties,  errors  in  interpretation,  increas- 
ing interventions  induced  by  continuous  monitoring, 
facilitated  by  immediate  availability  of  personnel  and 
equipment,  are  potential  hazards  for  the  monitored  pa- 
tient. Iatrogenic  illness  rates  in  the  ICU  are  not  known 
with  any  precision.  This  gap  in  our  knowledge  con- 
tributes substantially  to  our  uncertainty  about  the  effec- 
tiveness of  ICU  care. 

A difficult  clinical  problem  in  the  allocation  of  ICU 
resources  is  the  disposition  of  patients  with  a very  low 
probability  of  survival  despite  optima!  ICU  care. 
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It  is  not  medically  appropriate  to  devote  limited  ICU 
resources  to  patients  without  reasonable  prospect  of 
significant  recovery  when  patients  who  need  those  ser- 
vices, and  who  have  a significant  prospect  of  recovery 
from  acutely  life-threatening  disease  or  injury  are  being 
turned  away  due  to  lack  of  capacity.  It  is  inappropriate 
to  maintain  ICU  management  of  a patient  whose  prog- 
nosis has  resolved  to  one  of  persistent  vegetative  state, 
and  it  is  similarly  inappropriate  to  employ  ICU 
resources  where  no  purpose  will  be  served  but  a pro- 
longation of  the  natural  process  of  death. 

Coronary  care  units  (CCUs)  deserve  separate  con- 
sideration as  they  represent  the  largest  group  of 
specialized  intensive  care  units.  These  units  appear  to 
have  improved  survival  of  patients  hospitalized  with 
acute  myocardial  infarction.  This  change  relates  to  the 
traditional  function  of  CCUs;  i.e.,  observations  of  car- 
diac rhythm,  prompt  recognition  of  life-threatening  ar- 
rhythmias, and  appropriate  drug  and  electrical  car- 
dioversion therapy.  Since  mortality  within  the  first  24 
hours  following  infarction  is  due  primarily  to  ventricular 
fibrillation  and  since  this  arrhythmia  (or  “warning  ar- 
rhythmia”) is  more  likely  to  be  treated  successfully  in 
monitored  units  than  in  general  services,  the  assumption 
is  made  that  the  current  relatively  low  hospital  mortality 
from  myocardial  infarction  is  due  to  CCUs. 

Considerable  knowledge  of  the  natural  history  and 
pathophysiology  of  acute  myocardial  infarction  has  ac- 
crued as  a result  of  CCUs.  Much  of  this  relates  to  risk 
stratification  based  on  clinical  observations,  demograph- 
ic and  hemodynamic  factors,  and  characterizations  of 
electrocardiographic  phenomena,  etc.  Principles  of  ther- 
apy have  evolved  which  reflect  the  heterogeneous  nature 
of  the  disease;  e.g.,  short-term,  nonintervention  care  for 
low  risk  patients;  aggressive,  invasive  medical/surgical 
therapy  for  high  risk  patients  or  for  those  who  develop 
complications  of  myocardial  infarction  such  as  car- 
diogenic shock.  The  use  of  high  risk  procedures  such  as 
coronary  angiography  or  intraaortic  balloon  counter- 
pulsation in  patients  with  acute  myocardial  infarction  re- 
quires a fine  degree  of  judgment  since  the  short-and 
long-term  benefits  have  not  yet  been  clarified. 

In  characterizing  the  effectiveness  of  CCU  and  ICU 
care  it  should  be  recognized  that  this  is  subject  to  ongo- 
ing change  due  to  the  interaction  between  trends  in  the 
natural  history  of  those  diseases  leading  to  admission 
and  improvements  in  available  technology.  For  exam- 
ple, within  two  decades,  potent  antiarrhythmic  agents, 
pulmonary  artery  catheters,  computerized  cardiac  output 
measurements,  and  intraaortic  balloon  pumps  have  all 
been  introduced  to  the  coronary  care  unit.  During  the 
same  period,  a major  national  improvement  has 
developed  in  the  control  of  hypertension  and  interest  in 
cardiac  fitness.  From  another  less  complex  perspective, 
the  apparently  “fixed"  mortalities  of  respiratory  failure, 
from  poliomyelitis  and  idiopathic  respiratory  distress 
syndrome  of  the  newborn,  have  been  changed 
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dramatically  by  the  introduction  of  intermittent  positive 
pressure  ventilation  and  continuous  positive  airway 
pressure,  respectively.  In  both  instances,  a single 
manuever,  not  previously  considered  for  use  in  those 
diseases,  changed  outcome  almost  overnight.  For  these 
reasons,  decisions  as  to  which  patients  may  benefit  must 
be  subject  to  ongoing  revision,  based  on  continuously 
updated  data.  Considerations  as  to  whom  to  exclude 
from  access  to  intensive  care  should  not  ignore  this 
changing  picture. 

2.  What  skills  are  essential  for  personnel  in  a critical 
care  unit?  How  should  this  personnel  be  trained 
and  organized  to  assure  the  best  care  for  patients 
most  in  need? 

Essential  Skills  for  an  ICU 
The  skills  essential  for  ICU  personnel  depend  on  the 
level  of  responsibilities  and  mission  of  that  unit.  For  ex- 
ample, a CCU  will  require  distinctly  different  skills 
from  those  required  in  a trauma  unit.  Skills  required  of 
a nurse  or  primary  physician  may  be  different  from 
those  required  of  the  director  of  the  ICU. 

Once  the  mission  of  the  ICU  is  established  and  the 
boundaries  of  expertise  in  the  ICU  are  defined,  certain 
specific  skills  may  be  omitted.  For  example,  if  the 
hospital  lacks  an  active  neurosurgical  program,  skills 
unique  to  a neurosurgery  unit  can  be  excluded  and  pa- 
tients requiring  this  expertise  will  by  necessity  be  triaged 
elsewhere. 

Some  personnel  skills  are  generic  to  any  ICU: 
Decision-Making  Skills.  Clear  lines  of  authority  must 
be  established  for  decision  making.  Certain  decisions 
will  be  made  as  policy  of  the  ICU  with  exceptions 
depending  on  the  needs  of  the  individual  patient. 
Qualified  personnel  other  than  physicians  may  make 
life-saving  decisions  about  interventions  without  prior 
consultation  with  the  responsible  physician.  For  each  pa- 
tient, medical  management  decisions  should  be  made  by 
a physician-coordinator  who  may  delegate  decision- 
making responsibility  to  other  members  of  the  ICU 
health  care  team  and  consultants.  The  physician- 
coordinator  may  be  either  an  ICU-based  physician  or 
another  physician  credentialed  by  the  hospital;  but  in  the 
case  of  every  patient  the  physician-coordinator  will  be 
explicitly  designated. 

Equipment  Skills.  Qualified  personnel  must  be  available 
to  inspect,  maintain,  and  calibrate  equipment  used  for 
monitoring  and  life  support.  All  ICUs  should  be  capable 
of  arrhythmia  monitoring  and  have  equipment  im- 
mediately available  for  cardiopulmonary  resuscitation. 
Other  equipment  skills  will  differ  depending  on  the  mis- 
sion of  the  ICU.  For  example,  intracranial  pressure 
monitoring  may  be  important  in  a neurological  unit, 
whereas  such  skills  would  not  be  required  in  a CCU. 

Procedure  Skills.  For  a CCU  and  an  intermediate 
CCU,  arrhythmia  detection  and  treatment  and  resuscita- 
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tion  skills  are  the  basic  procedural  necessities.  At  the 
other  end  of  the  spectrum,  a large  medical/surgical  ICU 
usually  would  have  the  procedural  abilities  of  placing 
and  maintaining  arterial  lines,  placing  and  maintaining 
pulmonary  artery  catheters  and  central  venous  lines,  in- 
serting endotracheal  tubes  and  managing  mechanical 
ventilation,  providing  cardioversion  and  cardiopul- 
monary resuscitation,  placing  enteral  tubes  and  hyper- 
alimentation catheters,  etc.  Some  procedures  might  be 
the  function  of  personnel  in  the  ICU  while  other  proce- 
dural functions  might  be  better  provided  by  a specialized 
team  (e.g.,  nutritional  support  team  and  hemodialysis 
team). 

Administrative  Skills.  In  each  ICU,  there  should  be  a 
policy  for  assuring  continuity  of  patient  care  and  the 
availability  of  both  appropriate  logistic  support  and  ex- 
perienced personnel  for  each  shift. 

Teaching  and  Training  Skills.  A continuing  teaching 
and  training  program  is  essential  for  each  ICU  to  acquire 
and  maintain  skills  and  will  be  described  in  the  following 
section. 

Personnel  Training 

The  general  principle  is  that  all  involved  personnel 
should  be  trained  to  do  their  jobs  with  emphasis  on  com- 
petence in  their  area  of  critical  care  medicine.  The 
medical  director  and  nursing  director  of  the  ICU  should 
coordinate  and/or  participate  in  the  various  teaching 
programs  for  ICU  personnel. 

Depending  on  the  categories  of  patients  admitted  and 
level  of  care  provided  in  a specific  ICU,  there  may  be 
one  or  more  physicians  of  one  or  several  disciplines 
working  in  the  unit.  ICU  experience  should  be  part  of 
most  house  staff  training  programs.  In  addition,  those 
who  seek  special  competence  in  critical  care  medicine 
should  participate  in  structured  ICU  training  programs 
under  the  direction  of  established  professionals  in  ap- 
propriate disciplines.  The  ICU  director  should  be  trained 
in  a specialty  of  importance  to  the  type  of  patients  in  the 
unit.  Additional  training  in  critical  care  medicine  and/or 
another  appropriate  subspecialty  is  also  desired. 

Registered  nurses  must  have  significant  postgraduate 
clinical  experience  prior  to  ICU  training.  Usually  this 
should  be  at  least  one  year  in  duration.  This  training  and 
education  should  include  a comprehensive  orientation 
program,  followed  by  on-the-job  training  with  a precep- 
tor. After  significant  ICU  experience,  each  nurse  should 
have  the  opportunity  to  participate  in  continuing  educa- 
tion in  critical  care  courses.  If  licensed  practical  nurses 
are  used,  adequate  training  must  be  provided  that  will  be 
appropriate  to  the  job  performance  required. 

Depending  upon  the  categories  of  patients,  respiratory 
therapists  should  be  intergral  members  of  the  critical 
care  team  in  order  to  provide  respiratory  care  and 
related  services.  These  personnel  should  have  initial 
orientation  followed  by  on-the-job  training  and,  in  addi- 
tion, a regular  lecture  program  on  ICU  patient  problems 


and  their  respiratory  care. 

Other  personnel  categories  that  may  be  involved  in  the 
ICU  but  do  not  provide  nursing  interventions  include 
paramedics,  nurses  aides,  unit  clerks,  physiotherapists, 
laboratory  technicians,  biomedical  electronics  techni- 
cians, clinical  engineers,  pharmacists,  dietitians,  social 
workers,  data  managers,  and  clergy.  They  should  all 
have  access  to  appropriate  teaching  programs  that  will 
vary  in  content  depending  on  the  individual’s  profession 
and  the  goals  and  objectives  of  the  ICU. 

Organization  of  ICU  Personnel 

General  Considerations.  An  ICU  combines  the 
capacity  to  provide  needed  care  and  technology  with  a 
potential  to  do  great  harm.  Any  organizational  structure 
must,  therefore,  match  technology  with  the  correct 
blend  of  personnel  to  guarantee  safe  application  of  in- 
vasive monitoring  and  insure  that  generated  data  are  cor- 
rect, interpretation  of  derived  data  appropriate,  and 
therapy  safely  employed.  The  organizational  structure 
will  vary  depending  on  the  overall  mission  of  the 
hospital.  There  should  be  risk  stratification  for  patients 
leading  to  distribution  among  units  — matching  the  ap- 
propriate units  with  the  necessity  for  intervention  or 
monitoring. 

Within  each  ICU,  organization  should  be  structured  to 
insure  proper  care  of  the  total  patient. 

Physician  Staff.  The  ICU  should  be  directed  by  a 
physician  with  demonstrated  competence  in  the  areas 
necessary  for  provision  of  critical  care.  These  areas 
generally  include  a broad  base  in  physiology,  phar- 
macology, the  continuum  of  disease,  cardiopulmonary 
function,  and  the  associated  intervention  skills.  He  or 
she  must  recognize  the  need  for  teamwork,  specialty 
consultation,  and  have  demonstrated  administrative  and 
leadership  skills.  Competence,  availability,  demon- 
strated interest  and  ability  in  promoting  harmonious  in- 
teraction of  various  members  of  the  health  care  team 
rather  than  departmental  affiliation  should  guide  this 
selection. 

Other  physicians  (ICU  attending  physicians),  as 
credentialed  by  the  hospital,  may  assume  day-to-day  unit 
and  patient  management  responsibilities.  All  ICU  physi- 
cians should  demonstrate  maintenance  of  clinical  com- 
petence and  skills  through  regular  ICU  practice.  The 
role  of  the  ICU  physician  may  range,  depending  on  unit 
and  hospital  type,  from  absolute  control  of  patient 
management  through  coordinator  to  consultant.  The 
medical  director  or  designate  should  have  final  authority 
over  admission  and  discharge  of  patients  from  the  ICU. 

The  medical  and  nursing  directors  assume  ultimate 
responsibility  for  the  safety  and  appropriateness  of  ser- 
vices provided  by  the  ICU.  To  this  end,  unstable  clinical 
situations  requiring  minute-to-minute  titration  of  therapy 
such  as  a delicate  balance  of  multiorgan  failure  require 
that  the  ICU  medical  director  or  his/her  designee  direct 
patient  care.  This  places  even  greater  emphasis  on  the 
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need  to  communicate  regularly  and  frequently  with 
primary  physicians,  family,  and  others,  involved  in  the 
current  and  future  care  of  the  patient. 

Any  hospital  with  a Level  II  or  III  unit  (Level  I units 
have  in-unit  physicians  — see  question  4)  should  have  im- 
mediately available,  in  hospital,  24  hours  a day,  a physi- 
cian credentialed  by  the  hospital  as  competent  in  life 
support  and  airway  and  ventilator  management.  Where 
house  staff  programs  exist,  trainees  must  occupy  ap- 
propriately supervised  roles  in  patient  care  that  add  to 
the  quality  and  clarity  of  care. 

Nursing  Personnel.  Nurses  are  the  key  element  in 
critical  care.  They  provide  continuity  while  physicians 
and  other  health  professionals  come  and  go.  The 
organizational  structure  must  support  rather  than  detract 
from  this  role.  The  same  considerations  in  selecting  a 
medical  director  apply  to  selection  of  the  unit  nursing 
director.  Nursing  management  and  nursing  practice 
decisions  should  be  made  by  the  nursing  director.  The 
organizational  structure  should  promote  and  require  that 
nurses  and  physicians  work  together  as  colleagues  at  all 
levels  — especially  the  medical  director  and  nursing 
director.  Clerical  and  administrative  support  are 
necessary  to  prevent  distraction  of  the  nurse  from  direct 
patient  care  functions.  The  nurse  coordinates  the  activity 
of  all  other  allied  health  personnel  at  the  bedside.  Staff- 
ing patterns  should  be  keyed  to  level  of  patient  illness 
rather  than  a fixed  nurse-to-patient  ratio.  Nursing  staff 
capabilities  must  match  the  spectrum  of  patients  cared 
for  in  the  unit. 

3.  What  special  technology  and  therapeutic  interven- 
tions should  be  routinely  available  for  the  most  ef- 
fective ICU  function. 

Effective  intensive  care  units  will  have  special 
technology,  therapeutic  capabilities,  and  personnel  that 
are  determined  by  the  types  of  patients  treated  in  the 
units.  An  ICU's  technology  and  therapeutic  capabilities 
must  be  based  on  an  analysis  of  the  reasons  for  which 
the  unit  was  developed.  This  analysis  should  lead  to 
clearly  written  guidelines  for  the  care  of  patients  in  the 
ICU,  defining  clinical  expertise  needed,  size  of  unit(s) 
needed,  teaching  versus  nonteaching  status,  and  com- 
mitment, if  any,  to  research  activities. 

Incorporation  of  any  technology  and  therapeutic 
capability  must  support  the  ultimate  function  of  the  ICU, 
which  is  to  provide  high  quality  care  to  patients  who  sus- 
tain or  are  at  risk  of  developing  potentially  reversible 
severe  illness.  Thus,  every  ICU  should  have  a well- 
trained  team  whose  expertise  matches  the  specific 
clinical  problems  that  must  be  treated.  This  team  must 
develop  admission  and  continuing  stay  requirements, 
discharge  criteria,  and  protocols  that  define  the  clinical 
scope  of  the  ICU.  In  addition,  policies  for  triage  must  be 
formally  established  and  practiced. 

An  ICU,  regardless  of  location,  must  have  the  follow- 
ing minimal  technological  capabilities: 
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A.  Cardiopulmonary  resuscitation 

B.  Airway  management,  including  endotracheal  intuba- 
tion and  assisted  ventilation 

C.  Oxygen  delivery  systems  and  qualified  respiratory 
therapists  or  registered  nurses  to  deliver  oxygen 
therapy 

D.  Continual  electrocardiographic  monitoring 

E.  Emergency  temporary  cardiac  pacing 

F.  Access  to  rapid  and  comprehensive  laboratory  ser- 
vices including  but  not  limited  to  arterial  blood  gas 
analysis,  electrolyte  determinations,  hemograms, 
measurement  of  cardiac  enzymes,  renal  function 
studies,  microbiologic  studies,  fluoroscopy,  and 
other  radiologic  studies 

G.  Access  to  nutritional  support  services  to  advise  on 
both  enteral  and  parenteral  nutritional  techniques 

H.  Titrated  therapeutic  interventions  with  infusion 
pumps 

I.  Based  on  determination  of  the  ICU  patient  composi- 
tion, technological  capability  must  be  available  to 
support  therapeutic  interventions  that  are  commonly 
accepted  medical  practice.  For  example,  an  ICU  that 
manages  shock  syndromes  needs  hemodynamic 
monitoring  capability  techniques  to  allow  for  the  ra- 
tional diagnostic  categorization  and  subsequent 
therapy  of  patients  with  shock  syndromes 

J.  Portable  life-support  equipment  for  use  in  patient 
transport,  both  within  the  hospital  and  for  transfer 

Should  the  above  minimal  capabilities  not  be 

available,  patient  stabilization  and  referral  procedures 
should  be  implemented.  Furthermore,  health  care  pro- 
viders must  be  conscious  of  their  obligation  not  to  use 
investigational  therapy  or  technology  without  defined 
protocols  and  appropriate  informed  patient  consent. 

4.  How  is  a hospital’s  critical  care  delivery  system 
best  structured:  one  large  multispecialty  unit  or 
multiple  small  subspecialty  intensive  care  units? 

The  nature  of  the  hospital,  the  degree  of  subspecialty 
expertise  available  within  the  institution,  the  patient 
population  being  treated,  and  whether  the  institution  is 
a referral  center,  a community  hospital,  or  a teaching 
hospital,  are  all  issues  that  must  be  taken  into  account  to 
determine  the  best  structure  for  its  critical  care  delivery 
system. 

In  many  hospitals  a multispecialty  ICU  is  most  prac- 
tical and  allows  better  aggregation  of  ICU  resources 
(technology,  physicians,  nurses,  and  allied  health  per- 
sonnel). In  other  hospitals  it  is  appropriate  to  combine 
one  or  more  multispecialty  units  with  one  or  more 
subspecialty  units.  Thus,  the  spectrum  of  ICUs  today 
ranges  from  multispecialty  to  specific  purpose  ICUs. 

In  addition,  there  is  diversity  in  the  staffing  and 
organizational  structure  in  ICUs  across  institutions. 
These  differences  are  identified  below  and  grouped  into 
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levels  representing  current  practices  in  hospitals.  The 
levels  are  distinguished  by  differences  in  availability  of 
certain  human  and  technical  resources  and  by  the  fre- 
quency of  performance  of  certain  interventions  such  as 
continuous  ventilatory  therapy.  Suggested  nurse-patient 
ratios  are  presented  with  some  flexibility  because  the 
presence  of  other  personnel  such  as  respiratory 
therapists  and  temporal  variations  in  patient  mix  may  in- 
fluence individual  unit  requirements.  In  many  Level  I 
and  Level  II  ICUs,  for  example,  continuous  availability 
of  on-site  respiratory  therapists  will  facilitate  better  pa- 
tient care. 

The  organization  and  scope  of  aggregated  ICU 
resources  integrated  with  patients  who  have  special  needs 
should  occur  in  one  or  more  of  the  following  levels: 

Level  I.  This  is  a comprehensive  and  multisystem 
critical  care  unit.  A physician-director  or  qualified 
designee  is  immediately  available  to  the  unit  at  all  times. 
The  nurse-patient  ratio  is  1:1  or  greater  depending  on 
the  severity  of  the  patients’  conditions.  Measurement  and 
derivation  of  all  necessary  invasive  and  noninvasive 
monitoring  is  accessible.  There  is  a teaching  and 
research  obligation. 

Level  II.  This  unit  is  a multipurpose  or  a specific  pur- 
pose unit.  Examples  include  respiratory  ICU,  neuro 
ICU,  coronary  care  unit,  mixed  medical/surgical  unit, 
etc.  A physician-director  or  qualified  designee  is 
available  in  the  hospital.  This  unit  can  perform 
therapeutic  interventions  based  on  invasive  and  nonin- 
vasive monitoring  and  has  a nurse-patient  ratio  of  1 : 1 or 
1 :2  or  1:3  depending  on  the  severity  of  the  patients'  con- 
ditions. 

Level  III.  This  unit  provides  for  limited  use  of  invasive 
monitoring  and  therapeutic  interventions  such  as  assisted 
ventilation.  A physician-director  or  his/her  designee 
must  be  readily  available.  In-hospital  coverage  must  be 
available  from  a physician  who  is  credentialed  by  the 
hospital  in  life  support  and  airway  and  ventilator 
management.  Nurse-patient  ratio  is  1:2  or  1:3  or  1:4 
depending  on  the  severity  of  the  patients’  conditions. 

Level  IV.  This  is  a specialty  care  unit  but  does  not 
meet  the  definition  of  an  ICU.  This  unit  provides  nonin- 
vasive monitoring  for  those  patients  who  may  have  ar- 
rhythmias and  the  potential  for  complications.  A unit 
director  or  designee  is  provided  and  will  respond  as 
needed.  Arrhythmia  monitoring  and  basic  CPR  skills  are 
provided.  The  nurse-patient  ratio  is  1 :4  or  1 :5  depending 
on  the  severity  of  the  patients’  conditions.  This  ratio  does 
not  apply  if  the  number  of  patients  is  less  than  four. 

Larger  hospitals  might  have  several  units  (Level  I or 
II  and  Level  IV  as  intermediate  care,  for  example). 
Transfer  among  units  and  to  the  general  service  adds  ad- 
ditional risk;  the  level  of  care  during  transfer  must  not 
be  less  than  that  provided  prior  to  initiation  of  transfer. 

The  ability  to  administer  each  level  effectively 
becomes  increasingly  difficult  if  the  unit  is  too  large.  Or- 


dinarily, intensive  care  units  should  not  be  larger  than  12 
beds.  If  there  is  a need  for  more  intensive  care  beds, 
development  of  additional  ICUs  must  be  considered, 
either  general  or  specific  purpose  units.  Where  possible, 
institutions  with  more  than  one  unit  should  place  them  in 
close  proximity  and  adjacent  to  needed  support  services. 

Admission  criteria  must  be  based  on  the  sound  judg- 
ment and  clinical  expertise  of  practicing  physicians  who 
feel  there  is  a reasonable  probability  that  admission  will 
benefit  the  patient.  Once  in  the  ICU,  the  medical  and 
nursing  directors  or  their  designees  are  responsible  for 
evaluating  admission  and  determining  a patient’s  need  to 
stay  in  the  unit. 

5.  How  has  the  development  of  intensive  care  units 
affected  the  traditional  functions  of  a hospital? 

The  primary  impact  of  the  development  of  intensive 
care  units  in  a hospital  is  that  such  units  have  enabled  the 
hospital  to  provide  more  complete  and  higher  quality 
services  to  the  community.  It  has  also  enabled  the 
hospital  to  more  economically  group  its  resources  so  that 
similar  types  of  seriously  ill  patients  can  benefit  equally. 

The  delivery  of  high  quality  service  from  ICUs  has 
made  it  necessary  for  hospitals  to  evaluate  and  expand 
many  of  the  ancillary  areas  that  support  these  services. 
Specifically,  hospitals  that  have  developed  such  units 
have  added  more  comprehensive  laboratory,  radiology, 
nutrition,  biomedical  engineering,  respiratory  therapy, 
psychological,  and  social  work  services,  among  others. 
Such  expansions  of  support  operations  have  added  com- 
plexity to  the  day-to-day  functions  of  institutions, 
resulting  in  the  need  for  more  refined  organizational 
structures  throughout  hospitals.  This  in  turn  has 
necessitated  the  development  of  more  controlled  com- 
munication systems  to  insure  availability  of  needed 
medical  information  and  continuity  of  patient  care 
services. 

ICUs  have  also  added  prestige  and  enhanced  the  com- 
munities’ good  will  toward  the  institutions  in  which  they 
are  based.  This  good  will  has  often  taken  the  form  of 
financial  and  volunteer  support  as  well  as  general  moral 
support. 

But  while  the  ICUs  have  improved  patient  care,  day- 
to-day  operations  and  institutional  prestige,  they  also 
have  added  pressures  and  stresses  to  hospial  personnel 
both  within  and  outside  of  the  ICUs.  For  example, 
movement  of  patients  into  ICUs  has  had  undesirable  ef- 
fects upon  the  general  medical  surgical  units  of  the 
hospital. 

First,  there  has  been,  in  many  hospitals,  a reduction 
in  appreciation  for  the  continued  care  given  and  the 
possibilities  for  effective  patient  care  on  the  general 
floors.  The  aura  of  urgency  associated  with  critically  ill 
patients  tends  to  reinforce  the  perception  of  personnel 
from  the  general  services  that  they  are  not  as  important 
in  the  care  chain. 

A more  serious  result  of  the  formation  of  ICUs  has 


VOLUME  47,  NO.  12 


775 


been  the  removal  from  general  services  of  the  more 
acutely  ill,  thus  reducing  the  experience  of  the  general 
staff  in  caring  for  such  patients. 

Nursing  care  in  the  ICU  has  an  emphasis  opposite 
from  such  care  on  general  services.  The  effectiveness  of 
the  ICU  nurse  is  his/her  knowledge  of  all  the  details 
necessary  to  care  for  one  or  two  patients  while  the  effec- 
tiveness of  the  general  service  nurse  rests  upon  his  or  her 
ability  to  direct  care  delivery  by  others  to  numerous  pa- 
tients. This  contradiction  in  nursing  practice  techniques 
may  not  be  fully  understood  by  the  physicians  who  tend 
to  equate  the  quantity  of  nursing  care  with  quality.  As 
the  physician  becomes  more  reluctant  to  use  the  general 
services  for  patients  who  are  acutely  ill,  but  not  critically 
ill,  the  general  services  staff  is  deprived  of  the  oppor- 
tunity to  gain  and  maintain  skills  which  ultimately  must 
be  exercised  in  behalf  of  the  post-ICU  patient.  These 
problems  are  recognized  by  hospitals  and  require  ongo- 
ing programs  to  deal  with  them. 

Beyond  these  issues  the  development  of  ICUs  has 
motivated  hospitals  to  better  focus  on  their  mission  in  the 
community  and  to  work  with  other  institutions  to  insure 
a more  rational  approach  to  patient  care  services.  Fur- 
ther, the  nature  of  ICU  medicine  has  precipitated  the 
need  for  hospitals  to  develop  protocols  and  statements  on 
ethical  issues. 

Advancing  technology  requires  ICU  personnel  to 
become  more  expert  in  evaluation  of  medical  devices 
and  much  more  active  in  staff  training  to  insure  that  rele- 
vant medical  practices  and  capabilities  are  provided  in 
the  highest  quality  manner. 

In  general,  ICUs  have  had  many  positive  effects  on 
hospitals  but  cause  pressures  and  stresses  which  must  be 
dealt  with  continuously. 

6.  What  direction  should  critical  care  research 
follow? 

Directions  for  Critical  Care  Research 

The  national  cost  of  ICU  care  is  in  excess  of  15  per- 
cent of  hospital  costs,  and  is  between  $10  and  $20  billion 
annually.  Although  the  cost  of  ICU-related  research  is 
high,  the  panel  believes  that  substantial  savings  — greatly 
in  excess  of  research  costs  — can  be  gained  by  better 
defining  indications  for  ICU  admission  and  the  use  of 
monitoring  technology  and  interventions. 

Intensive  care  related  research  readily  falls  into  one  of 
four  groups: 

1.  Natural  history,  risk,  and  outcome  research,  directed 
at  broad  questions  of  utilization  and  efficacy 

2.  Research  focused  on  specific  ICU  technology  and  ap- 
plications, and  therapeutic  interventions 

3.  Human  resource  research 

4.  Disease  entity  research,  ranging  from  basic  studies  of 
etiologic  mechanisms  to  specific  clinical  therapeutic 
trials. 
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1.  Natural  history,  risk,  and  outcome  research:  The 
combination  of  life-threatening  diseases,  finite 
resources,  invasive  therapeutic  and  monitoring  techni- 
ques, and  high  costs  makes  the  need  for  adequate  data 
on  which  to  base  decisions  a high  priority. 

Such  research  is  aimed  at  determining  how  ICUs  can 
be  used  for  the  maximum  benefit  of  the  ICU  population. 
This  research  should  include  procedures  for  “triaging” 
patients  so  that  admission  is  not  denied  to  patients  who 
can  most  benefit  from  an  ICU  as  well  as  excluding  pa- 
tients who  have  no  reasonable  chance  to  benefit. 
Research  aimed  at  developing  accurate  outcome  predic- 
tors as  a function  of  initial  presenting  condition, 
diagnosis,  and  other  ongoing  prognostic  variables 
should  be  encouraged. 

Patients  being  monitored  require  sensitive  predictors 
of  potential  complications,  whereas  patients  being  con- 
sidered for  intervention  need  specific  predictors  of  suc- 
cess for  the  range  of  possible  interventions. 

2.  ICU  Technology  and  applications  and  therapeutic 
interventions:  A highly  expensive  component  of  inten- 
sive care  is  the  monitoring  technology.  It  is  easy  to 
assume  a proportional  relationship  between  quantity  of 
information  and  quality  of  care,  but  this  is  not  necessari- 
ly true.  Indeed  it  has  been  suggested  that,  since  there  is 
a natural  tendency  to  respond  to  abnormal  data  with  a 
therapeutic  maneuver,  the  net  effect  of  monitoring  a 
variable,  which  is  not  important  in  decision  making, 
would  be  the  sum  total  of  the  complications  of  the 
resulting  therapy  plus  any  direct  complications  from  the 
mode  of  monitoring  itself.  Included  in  this  negative  ef- 
fect would  be  the  consequences  of  errors  in  the 
monitored  data.  The  panel  recommends  encouraging 
research  directed  at  detecting  the  outcome  gain  to  be 
derived  for  the  variables  commonly  monitored  in  ICUs. 
Similarly,  the  efficacy  of  specific  interventions  requires 
careful  evaluation  (see  below).  These  two  types  of  study 
(efficacy  of  monitoring  and  interventions)  should  in- 
clude a careful  assessment  of  the  balance  between  gain 
and  outcome,  and  iatrogenic  complications. 

For  many  of  the  disease  states  presently  resulting  in 
ICU  admission  the  benefit  is  obvious  (e.g.,  ventilation 
for  apnea  secondary  to  temporary  neuromuscular 
paralysis).  In  such  cases,  the  panel  considers  it  inap- 
propriate to  conduct  efficacy  studies  in  the  light  of  ac- 
cumulated positive  experience.  The  role  of  specific  ICU 
protocols  in  influencing  outcome  is,  for  many  diseases, 
not  clear.  There  are  wide  variations  among  institutions 
regarding  the  interventions  used  for  patients  with  the 
same  disease.  It  is  recommended  that  a series  of  protocol 
studies  be  carried  out  to  determine  optimal  interventions 
for  specific  diagnoses.  The  term  “protocol  study” 
denotes  a research  plan  where  the  study  population, 
severity  of  disease,  treatment  intervention,  and  the  ob- 
jective measures  of  benefit  are  clearly  stated.  Ideally, 
such  studies  would  include  random  allocation  to  treat- 
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ment  and  control  groups.  Randomized  studies  may  be 
difficult  to  carry  out  within  a single  unit  or  institution  for 
many  diagnoses  because  of  the  ethics  and  logistics  of  pa- 
tient consent  and  the  need  to  act  quickly.  Where  this  is 
the  case,  one  may  carry  out  a randomized  study  by 
enrolling  more  than  one  unit  or  institution  to  participate 
by  randomizing  units  or  institutions -not  patients.  Units 
or  institutions  would  be  randomized  to  a single  treatment 
policy.  They  would  treat  a specified  number  of  patients 
as  dictated  by  the  randomization  allocation.  After 
treating  a specified  number,  a unit  or  institution  would 
switch  to  the  other  treatment  policy  (in  the  case  of  study- 
ing two  treatments).  In  this  study  plan,  half  the  units  or 
institutions  would  be  first  randomized  to  each  treatment 
program  and  then  crossed  over.  Adoption  of  such 
multicenter  study  plans  will  allow  randomized  prospec- 
tive trials  to  be  carried  out  which  may  lead  to  finding  op- 
timal intervention  programs  in  intensive  care  units. 

3.  Human  resource  research:  The  complexity  and  in- 
tensity of  care  in  the  ICU  requires  the  accumulation  of 
information  related  to  issues  such  as  (a)  the  relationship 
between  training  levels  and  distribution  of  the  various 
categories  of  staff,  and  patient  care  outcome,  (b)  con- 
sideration of  factors  leading  to  conflict  and  stress  in 
staff,  and  (c)  an  evaluation  of  the  efficacy  of  orientation 
and  continuing  education  programs  in  the  ICU. 

4.  Disease  entity  research:  Numerous  areas  for 
research  related  to  the  various  disease  entities  which 
result  in  ICU  admission  merit  high  priority.  Among  the 
more  common  causes  of  death  are  head  injuries,  sepsis, 
and  multiple  organ  failure.  While  research  in  each  of 
these  areas  has  wider  application  than  CCM,  the  panel 
recognizes  that  the  teaching  hospital  ICU  lends  itself 
well  to  such  clinical  research.  This  should  be  encour- 
aged as  should  more  basic  research  at  the  level  of 
mechanisms  of  the  pathophysiology  of  brain  damage 
following  head  injury,  factors  contributing  to  serious  in- 
fections, and  the  mechanisms  that  lead  to  the  adult 
respiratory  distress  syndrome. 

In  carrying  out  research  in  the  ICU,  certain  difficulties 
must  be  recognized.  In  relation  to  natural  history 
characterization,  the  existence  of  multiple  subsets  of  any 
disease  group  and  the  very  nonstandard  way  in  which 
data  are  collected  in  the  clinical  setting  pose  a special 
problem.  The  relatively  small  number  of  patients  in  any 
one  ICU  and  the  multiple  subsets  suggest  multicenter 
studies.  The  current  nonstandard  approach  to  data  ac- 
quisition should  be  replaced  with  a uniform  planned  pro- 
gram of  data  collection  which  could  be  adopted  by  all 
ICUs.  A minimum  data  set  with  common  definitions 
would  enable  individual  ICUs  to  evaluate  the  impact  to 
their  care  over  time  and  allow  inter-ICU  comparisons. 

In  conducting  clinical  studies  in  the  ICU  setting, 
special  problems  arise  in  obtaining  informed  consent. 
The  unique  dependency  of  the  patient,  the  concern  of  the 
family,  and  the  implications  of  the  interventions  under 


study  all  complicate  an  unemotional  consideration  of 
risks  and  benefits.  This  problem  is  compounded  when 
the  patient  is  unresponsive,  and  the  net  effect  is  to  create 
a substantial  difficulty  in  conducting  research  in  this 
area.  However,  many  of  the  questions  to  be  addressed 
are  of  great  importe,  both  because  of  the  enormous  costs 
involved  and  the  life-threatening  nature  of  the  factors  re- 
quiring study. 

Members  of  the  Consensus  Development  Panel  were: 

Stephen  M.  Ayres,  M.D.  (Panel  Chairman),  Professor  and 
Chairman,  Department  of  Internal  Medicine,  St.  Louis 
University  School  of  Medicine,  Medical  Director,  St.  Louis 
University  Hospital,  St.  Louis,  Missouri;  Stephen  C.  Achuff, 
M.D.,  Associate  Professor  of  Medicine,  Johns  Hopkins 
University  School  of  Medicine,  Director  of  Clinical  Car- 
diology, The  Johns  Hopkins  Hospital,  Baltimore,  Maryland; 
Hon.  Christopher  J.  Armstrong,  Justice,  Massachusetts  Ap- 
peals Court,  Boston,  Massachusetts;  Donna  Lee  Bertram, 
R.N.,  B.S.N.,  Director,  Department  of  Medical/Surgical  Nur- 
sing, Harris  Hospital-Methodist,  Fort  Worth,  Texas;  Roger  C. 
Bone,  M.D.,  Professor  of  Medicine,  University  of  Arkansas 
for  Health  Sciences,  Chief,  Division  of  Pulmonary  and  Critical 
Care  Medicine,  University  of  Arkansas,  Medical  Center  and 
Veterans  Administration  Complex,  Little  Rock,  Arkansas; 
Joseph  M.  Civetta,  M.D.,  F.A.C.S.,  Professor  of  Surgery, 
Anesthesiology,  Medicine,  and  Pathology,  University  of 
Miami  School  of  Medicine,  Chief,  Division  of  Emergency 
Surgical  Services,  Jackson  Memorial  Medical  Center,  Miami, 
Florida;  H.  Barrie  Fairley,  M.D.,  Professor  of  Anesthesia, 
University  of  California,  San  Francisco,  San  Francisco 
General  Hospital,  San  Francisco,  California;  Frank  H.  Gaf- 
ford  IV,  M.D.,  Chairman,  Department  of  Critical  Care 
Medicine,  Director,  Intensive  Care  Units,  St.  Johns  Mercy 
Medical  Center,  Co-Director,  St.  Louis  University-St.  John's 
Mercy  Medical  Center,  Critical  Care  Medicine  Fellowship 
Program,  St.  Louis,  Missouri;  David  Ross  Garr,  M.D., 
Clinical  Assistant  Professor  of  Family  Medicine,  University  of 
Colorado  Health  Sciences  Center,  Director  of  Learning 
Resources,  Family  Medicine  Residency  Program,  Mercy 
Medical  Center,  Denver,  Colorado;  Ake  Grenvik,  M.D., 
Ph.D.,  Professor  of  Anesthesiology  and  Surgery,  Director, 
Critical  Care  Medicine  Training  Program,  University  Health 
Center  of  Pittsburgh,  Presbyterian-University  Hospital,  Pitts- 
burgh, Pennsylvania;  Thomas  E.  Macnamara,  M B.,  Ch.B., 
Professor  and  Chairman,  Department  of  Anesthesia, 
Georgetown  University,  Chief,  Anesthesia  Section,  Clinical 
Center,  National  Institutes  of  Health,  Washington,  D.C.; 
Albert  G.  Mulley,  M.D.,  Associate  Director,  Medical  Prac- 
tices Evaluation  Unit,  Massachusetts  General  Hospital, 
Boston,  Massachusetts;  Thomas  G.  Rainey,  M.D..  Assistant 
Professor  of  Medicine,  Uniformed  Services  University  of  the 
Health  Sciences,  Chairman,  Department  of  Critical  Care 
Medicine,  Director,  Intensive  Care  Unit,  National  Naval 
Medical  Center,  Bethesda,  Maryland;  Norma  J.  Shoemaker. 
R.N.,  M.N.,  Executive  Director,  Society  of  Critical  Care 
Medicine,  Fullerton,  California;  W.  Vickery  Stoughton.  Presi- 
dent, Toronto  General  Hospital,  Toronto,  Ontario,  CANADA; 
Marvin  Zelen.  Ph.D.,  Professor  and  Chairman.  Department  of 
Biostatistics,  Harvard  School  of  Public  Health,  Head,  Division 
of  Biostatistics  and  Epidemiology,  Dana-Farber  Cancer  In- 
stitute, Harvard  Medical  School,  Boston.  Massachusetts. 
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Members  of  the  Planning  Committee  were: 

Joseph  E.  Parrillo,  M.D.  (Chairman),  Chief,  Critical  Care 
Medicine  Department,  Clinical  Center,  National  Institutes  of 
Health,  Bethesda,  Maryland;  Stephen  M.  Ayres,  M.D.,  Pro- 
fessor and  Chairman.  Department  of  Internal  Medicine,  St. 
Louis  University  School  of  Medicine,  Medical  Director,  St. 
Louis  University  Hospital,  St.  Louis,  Missouri;  Itzhak  Jacoby, 
Ph  D.,  Deputy  Director,  Office  of  Medical  Applications  of 
Research,  National  Institutes  of  Health.  Bethesda,  Maryland; 
James  J.  Leonard.  M.D.,  Professor  and  Chairman,  Depart- 
ment of  Medicine.  Uniformed  Services  University  of  the 
Health  Sciences,  Bethesda,  Maryland;  Thomas  E.  Mac- 
namara,  M B.,  Ch.B..  Professor  and  Chairman,  Department 
of  Anesthesia,  Georgetown  University,  Chief,  Anesthesia  Sec- 


tion, Clinical  Center,  National  Institutes  of  Health, 
Washington.  D C.;  Thomas  G.  Rainey,  M.D.,  Assistant  Pro- 
fessor of  Medicine,  Uniformed  Services  University  of  the 
Health  Sciences,  Chairman,  Department  of  Critical  Care 
Medicine,  Director,  Intensive  Care  Unit,  National  Naval 
Medical  Center,  Bethesda,  Maryland;  Jack  E.  Zimmerman, 
M.D..  F.A.C.P.,  Professor  of  Anesthesiology,  George 
Washington  University,  Washington,  D.C. 

The  Conference  was  Sponsored  by: 

The  Warren  Grant  Magnuson  Clinical  Center,  National  Institutes  of 
Health.  Jay  Shapiro.  M.D  . Acting  Director;  Office  of  Medical  Ap- 
plications of  Research.  National  Institutes  of  Health,  J.  Richard  Crout, 
M.D.,  Director 


Why  have  over  150 
Connecticut  doctors  made 
Medical  Data  Processing 
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• Low  650  per  active  patient  account  cost 

• Increased  cash  flow/reduced  receivables 

• Electronic,  paperless  submission  of  Blue 
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• Local  service,  support,  training 
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Clinical  Privileges  — What’s  Ahead 


JOHN  E.  AFFELDT,  M.D. 


Clinical  privileges  are  a timely  and  complex  problem 
which  JCAH  has  and  will  continue  to  devote  much  atten- 
tion to.  To  adequately  address  this  issue,  it  will  be 
helpful  to  place  it  in  the  context  of  certain  major  trends 
affecting  MDs  and  hospitals  and  to  explore  the  major 
standards  of  the  JCAH  that  address  clinical  privileges. 

The  first  major  trend  is  the  changing  relations  between 
MDs,  governing  boards,  and  hospitals. 

Until  1960,  relations  among  hospitals,  governing 
boards,  and  medical  staffs  were  relatively  straight  for- 
ward, centered  basically  on  the  needs  of  the  medical 
staff.  These  relations  have  evolved  remarkably  in  the 
last  20  years.  The  pressures  and  outside  constraints  that 
have  altered  the  character  and  dynamics  of  these  rela- 
tions have  been  many  and  varied.  Some  of  them  are: 

a.  the  demand  from  third  party  payers,  government,  and 
other  agencies  to  control  utilization,  appropriateness, 
and  quality  of  services; 

b.  the  high  cost  of  advanced  medical  technology  has 
limited  hospitals’  ability  to  provide  desired  equipment 
for  the  medical  staff;  and 

c.  the  recognition  by  government  and  the  public  that 
financial  resources  for  health  care  are  not  limitless. 

The  changing  role  of  hospitals  is  also  affecting  rela- 
tions between  hospitals  and  their  MDs  and  governing 
boards.  Hospitals  are  no  longer  viewed  solely  as  places 
where  MDs  treat  their  patients.  They  have  become  agen- 
cies for  airing  the  demands  and  expectations  of  health 
care  consumers  and  providers.  Hospitals  now  serve  as 
the  primary  focus  for  the  resolution  of  conflicts  among 
those  involved  in  the  health  care  scene.  The  stakes  in  the 
conflict  are  high.  The  issues  — such  as  who  gets  to  do 
what  or  who  gets  to  use  the  hospital  at  all  — are  all 
regular  business. 

Legal  trends  are  another  important  influence.  As  pa- 
tient expectations  and  demands  for  quality  care  have  in- 
creased, courts  have  tended  to  hold  that  hospitals  are  ac- 
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countable  for  evaluating  the  competency  and  quality  of 
the  physicians  they  accept  to  practice  within  their  walls. 
An  MD  license  may  be  unrestricted  legally  in  that  it 
covers  the  whole  spectrum  of  medical  practice  and  its 
specialties,  but  a hospital  that  allows  an  MD  to  practice 
anesthesiology,  neurosurgery,  or  any  other  area  of 
medicine  or  surgery  simply  because  the  individual  has  a 
license  does  so  with  peril. 

Controls  and  limitations  have  been  imposed  upon 
decision-making  by  MDs  in  response  to  these  pressures. 
The  hospital  itself  has  become  more  involved  in  the 
direction  and  assessment  of  MD  performance. 

Tensions  have  always  existed  between  hospitals  and 
their  medical  staffs  and  they  probably  always  will,  given 
the  fact  that  their  interests  aren’t  perceived  to  be  the 
same.  As  the  medical  care  system  moves  to  implement 
a prospective  payment  system,  however,  the  need  for 
close  working  relationships  between  hospitals  and  MDs 
will  become  critical,  as  they  both  strive  to  achieve  an  ap- 
propriate balance  between  the  delivery  of  high  quality 
care  and  the  judicious  use  of  society’s  limited  resources. 

The  second  major  trend  concerns  health  manpower. 
There  has  been  a remarkable  change  in  health  manpower 
in  the  U.S.  in  the  last  few  years.  The  change  is 
characterized  by  three  main  and  sometimes  conflicting 
features:  growth,  broadening  of  practice,  and 
specialization. 

By  the  turn  of  the  century,  there  will  be  a 30%  surplus 
of  MDs  in  the  U.S.  according  to  a 3-year  study  by 
GMENAC.  The  U.S.  experienced  an  increase  of  40%  in 
total  MD  population  between  1970  and  1980,  compared 
to  a 10%  increase  in  the  total  “people”  population. 

Starting  about  1960,  medicine  pushed  for  allied  health 
providers.  Along  with  MD  growth,  it  is  likely  that  non- 
MD  providers  will  also  increase,  even  though  federal 
and  state  funding  of  allied  health  professional  education 
has  decreased.  For  example,  the  number  of  podiatrists 
expected  in  1990  will  be  12.500  compared  to  7,300  in 
1975;  the  number  of  nurse  practitioners  in  1990,  23,000 
vs  5,800  in  1976;  and  the  number  of  physician-assistants 
18,000  in  1990  vs  4,600  in  1976. 
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This  growth  has  an  effect  on  credentialling.  In  recent 
years,  facilities  of  modern  hospitals  have  become  in- 
creasingly crucial  resources  to  the  MD.  As  a conse- 
quence, the  hospital  has  become  an  arena  in  which  bitter 
struggles  for  access  to  essential  technologies  and  ser- 
vices have  taken  place.  Often  these  conflicts  reflect  ten- 
sions between  economic  and  social  interests  of  in- 
dividual MDs  and  those  of  the  institution  itself.  As  the 
MD  supply  increases,  MDs  with  established  practices 
may  try  to  prevent  newcomers  in  practice  from  joining 
the  medical  staff.  In  response  to  this  struggle  for  access, 
hospitals  have,  at  times,  either  adopted  closed  medical 
staffs  or  contracted  with  physicians  to  provide  certain 
services.  These  arrangements  have  an  effect,  of  course, 
on  access. 

Closed  staffs  refer  to  the  notion  that  a hospital  has  ex- 
cluded MDs,  not  because  of  their  qualifications,  but 
because  of  problems  in  the  utilization  of  hospital 
facilities,  equipment,  personnel,  and  beds.  In  reality,  it 
is  often  due  to  the  hospital’s  inability  to  provide  any 
more  services  for  a given  number  of  physicians.  In  some 
court  decisions  that  have  addressed  this  question,  closed 
staff  policies  developed  by  hospitals  were  upheld  if  the 
reasonableness  of  the  policy  related  to  “sound  hospital 
standards  in  faithfully  furnishing  facilities  to  the 
members  of  the  medical  profession  in  and  of  their  ser- 
vice to  the  public  and  not  motivated  by  a desire  to  ex- 
clude newcomers  in  order  to  maintain  status  quo  of  the 
current  medical  staff  members,”  as  stated  by  a Superior 
Court  of  New  Jersey.  Thus,  denial  of  privileges  has  been 
upheld  if  it  is  demonstrated  to  be  essential  to  the 
maintenance  of  high  standards  of  quality  and  efficiency 
at  a hospital,  which  can  enable  it  to  compete  more  effec- 
tively. 

During  the  past  two  decades  there  has  been  a dramatic 
rise  in  the  number  of  specialties  and  technological  ad- 
vances that  can  only  be  utilized  effectively  in  hospitals. 
Hospitals  have  developed  contracts  with  physicians  for 
coverage  of  specialized  services  in  order  to  satisfy  their 
requirements,  especially  in  cardiopulmonary  function 
studies,  pathology,  emergency  medicine,  sophisticated 
diagnostic  imaging,  and  areas  related  to  immunology 
and  genetics.  These  contracts  do  serve  to  exclude  equal- 
ly qualified  MDs  from  providing  the  same  services  for 
patients  in  the  hospital.  Exclusive  contracts  have  been 
found  by  the  courts  to  be  acceptable  if  they  promote  bet- 
ter control  and  standardization  of  specialized  pro- 
cedures; more  efficient  operation  of  the  specialized 
department  (including  monitoring  and  scheduling  of  pa- 
tients); assurance  of  full-time  coverage  and  continuity  of 
care  for  patients;  higher  quality  of  patient  care, 
teaching,  and  consultative  services. 

It  is  expected  that  the  number  of  contracts  between 
MDs  and  hospitals  will  continue  to  rise  in  the  future. 
Currently,  about  100,000  MDs  or  25%  of  all  MDs  pro- 
viding patient  care  have  some  financial  arrangement 
with  a hospital  to  provide  services. 
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One  of  the  likely  impacts  of  the  changing  reimburse- 
ment system  may  well  be  the  enactment  of  total  package 
systems  for  hospital  doctors  — with  physicians  providing 
services  on  a fixed  annual  cost  basis;  and  the  question  of 
what  services  MDs  perform  for  what  price  under  what 
conditions  will  be  governed  by  the  economic  dictates  of 
a hospital  health  plan. 

Thus,  in  making  decisions  about  whether  or  not  MDs 
should  be  granted  privileges,  hospitals  may  well  con- 
sider whether  the  MDs’  membership  on  the  staff  will 
contribute  to  the  overall  health  care  marketing  plan. 
Simply  being  qualified  to  be  a member  may  no  longer 
be  enough. 

One  such  example  is  the  recent  action  taken  by 
California  legislators  to  intensify  competition  among 
hospitals  and  MDs  in  the  state’s  health  care  delivery 
system.  This  action  authorizes  both  government  and 
private  insurance  companies  to  negotiate  contracts  with 
hospitals  and  providers  as  a “tool”  to  contain  costs.  The 
contracting  hospitals  must  consider  granting  staff 
privileges  to  MDs  who  request  to  hospitalize  a Medi-Cal 
(Medicaid)  patient,  even  though  they  are  not  a member 
of  that  hospital  staff.  Hospital-based  specialists,  such  as 
radiologists  and  pathologists,  are  exempted  from  open 
staff  provisions. 

The  growth  in  the  absolute  and  relative  numbers  of 
many  health  professional  groups  has  been  accompanied 
by  a broadening  of  their  scope  of  practice.  Examples  of 
this  are  the  increasing  frequency  with  which  op- 
tometrists are  using  diagnostic  and  therapeutic  medica- 
tions; the  expansion  of  the  role  of  pharmacists  into  areas 
such  as  pharmaco-kinetics;  and  the  broadened  roles  of 
nurse  practitioners  and  physician’s  assistants  in  eliciting 
histories  and  performing  physical  assessments. 

With  the  surplus  of  MDs  that  is  predicted  in  coming 
years,  it  is  likely  that  competition  between  MDs  and 
non-MD  providers  will  occur.  It  is  also  likely  that  com- 
petition between  MD  and  MD  will  occur  because  the 
trend  toward  an  ever  narrower  scope  of  practice  that 
MDs  have  followed  for  the  past  30  years  is  expected  to 
be  reversed  as  MDs  have  more  time  in  their  schedules 
to  fill.  Thirty-seven  percent  of  MDs  indicated  they  have 
adopted  at  least  one  new  procedure  in  the  past  year;  10% 
have  adopted  four  or  more.  Today,  internists  are  perfor- 
ming orthopedic  procedures  that  they  formerly  referred; 
pediatricians  are  practicing  family  or  primary  care 
medicine;  surgeons  are  more  inclined  to  treat  non- 
surgical  patients;  and  individuals  in  family  practice  are 
competing  with  OB/GYNs,  pediatrics,  internists  and  so 
forth. 

Because  of  the  high  degree  of  specialization  in 
medicine  and  the  trend  toward  reserving  certain  areas 
for  MDs  who  have  contracts  with  hospitals,  the  assign- 
ment of  privileges  will  become  more  complex.  The 
broadening  of  scope  efforts  by  many  MDs  will  sharply 
conflict  with  specialists.  For  many  MDs,  admitting 
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privileges  are  subordinate  in  importance  to  the  range  of 
services  they  can  provide  both  to  patients  they  admit  and 
to  other  patients  who  are  referred  to  them  by  staff  MDs 
for  specific  diagnostic  and  treatment  procedures. 

The  new  prospective  payment  system  could  pit  MDs 
representing  different  specialties  against  each  other. 
Conflict  would  arise  when  a hospital  living  on  a fixed 
budget  would  be  forced  to  set  priorities  for  the  acquisi- 
tion of  new  technologies  and  other  items  that  it  has 
readily  financed  in  the  past  as  the  cost  of  doing  regular 
business. 

As  more  MDs  come  under  set  financial  arrangements 
with  hospitals,  there  should  be  fewer  problems  for  a 
hospital  in  granting  privileges.  It  is  likely  that  the  battle 
over  staff  privileges  will  shift  from  between  hospitals 
and  MDs  to  competition  among  super  specialists  for  the 
privilege  of  performing  special  procedures  involving 
specific  parts  of  the  body. 

In  any  event,  clinical  privileges  are  becoming  more 
crucial  and  more  complex.  At  many  institutions,  general 
surgeons  find  their  privileges  being  circumscribed,  at 
least  in  part  in  response  to  pressures  from  speciality 
surgical  societies.  In  medicine,  MDs  with  subspecialties 
in  hematology,  gastroenterology,  and  cardiology  are 
seeking  to  limit  the  range  of  privileges  granted  to  family 
practitioners  and  internists  without  extensive  subspecial- 
ty training.  Many  changes  are  also  occurring  in 
state/federal  law  pertinent  to  medical  staffs  and 
privileging. 

A 1983  California  law  provides  that  dentists, 
podiatrists  and  clinical  psychologists  in  addition  to  MDs 
must  be  appointed  to  medical  staff  respectively,  where 
dental,  podiatric,  and/or  clinical  psychological  services 
are  provided.  All  members  of  the  medical  staff  will  have 
admitting  privileges. 

An  Illinois  State  Statute  provides  that  podiatrists  and 
dentists  must  be  on  the  medical  staff  if  they  have  been 
granted  clinical  privileges. 

In  1983,  Ohio  limited  independent  admitting 
privileges  to  physicians  and  dentists. 

A proposed  bill  in  the  District  of  Columbia  would  pro- 
hibit discrimination  against  nurse  anesthetists,  nurse- 
midwives,  nurse  practitioners,  podiatrists,  and 
psychologists  with  respect  to  the  granting  of  clinical 
privileges  and  appointment  to  voting  staff  membership. 

Until  comparatively  recently,  decisions  governing  the 
granting  or  withholding  of  medical  staff  privileges  were 
primarily  state  court  decisions.  These  included  decisions 
involving  contracts,  conspiracy  and  fair  hearing  pro- 
cedures. More  recent  developments  have  opened  the 
doors  of  the  federal  courts  to  claims  involving  staff 
membership  and  privileges,  under  antitrust  allegations. 
One  argument  is  that  denial  of  privileges  affects  ap- 
plicants’ ability  to  effectively  practice  their  specialty,  in 
violation  of  the  Sherman  Antitrust  Act.  Such  claims 
must  be  shown  to  have  an  effect  upon  interstate  com- 


merce. If  MDs  and  hospitals  restrict,  deny,  or  suspend 
privileges  to  reduce  competition  or  to  indulge  pre- 
judices, then  judicial  scrutiny  is  something  to  worry 
about.  On  the  other  hand,  if  it  appears  that  they  are 
earnestly  looking  after  the  interests  of  the  patient, 
hopefully  courts  will  be  able  to  differentiate  business 
issues  from  quality  of  care  issues.  Given  the  present 
developing  state  of  this  area  of  the  law,  however,  this 
can  by  no  means  be  assumed. 

JCAH’s  current  requirements  for  privileging  and 
credentialling  are  key  parts  of  JCAH’s  QA  (Quality 
Assurance)  standard.  JCAH  recognizes  that  the  govern- 
ing body  of  a hospital  bears  ultimate  responsibility  for 
the  quality  of  care  provided  within  a hospital.  The 
medical  staff  bears  responsibility  for  assessing  qualifica- 
tions for  staff  membership  and  recommending  clinical 
privileges.  The  medical  staff  strives  to  maintain  an  op- 
timal level  of  professional  performance  of  its  members 
through  the  appointment/reappointment  procedure,  the 
specific  delineation  of  clinical  privileges,  the  periodic  in 
depth  reappraisal  of  each  member,  and  the  monitoring  of 
the  results  of  care  through  the  hospital’s  QA  program. 

It  is  the  prerogative  of  each  hospital  to  determine  who 
practices  within  the  hospital.  A practitioner  doesn't  have 
the  “right”  to  practice  in  the  hospital  by  virtue  of  being 
licensed  to  practice  in  that  state  or  by  specialty  certifica- 
tion, education,  licensure?,or  previous  experience.  The 
prerogative  of  the  hospital  is  essential  if  the  hospital  is 
to  maintain  some  degree  of  control  over  the  quality  of 
care  provided  to  insure  that  patients’  needs  are  met. 

The  key  point  is  awareness  that  membership  on  the 
staff  alone  does  not  entitle  an  MD  to  practice  the  entire 
spectrum  of  services  to  which  his  education  and  licen- 
sure might  appear  to  entitle  him.  The  hospital  and  the 
medical  staff  determine  those  areas  in  which  an  MD  is 
currently  competent  and  limit  the  provision  of  profes- 
sional services  to  those  areas. 

Thus,  the  individual  MD  acknowledges  the  fact  that  he 
is  not  necessarily  competent  in  all  areas  of  services  he 
is  licensed  to  provide;  he  agrees  to  limit  his  practice  to 
those  areas  in  which  he  can  demonstrate  current 
competence. 

The  medical  staff  accepts  responsibility  for  evaluating 
each  MD  at  the  time  of  application  and  at  the  time  of 
reappointment  and  makes  recommendations  to  the 
governing  body,  which  must  make  ultimate  decisions  on 
clinical  privileges  to  be  granted. 

The  JCAH  standards  provide  that  medical  staff 
membership  shall  be  limited,  unless  otherwise  provided 
by  law,  to  individuals  who  are  currently  fully  licensed 
to  practice  medicine  or  dentistry. 

These  individuals  must  provide  evidence  of  “current 
competence,”  including  information  about  medical 
school  and  post-graduate  training  and  professional  ex- 
perience; references  from  persons  knowledgeable  about 
an  applicant’s  competence  and  character;  and  evidence 
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of  current  licensure  as  applicable. 

Additional  information  which  may  be  considered  in- 
cludes documentation  of  adverse  malpractice  actions; 
loss  of  licensure  or  registration;  and  loss  of  privileges  at 
another  hospital.  New  appointees  serve  in  a provisional 
category  for  a period  designated  in  the  medical  staff 
bylaws,  which  is  equal  for  all  new  members.  This  “pro- 
bationary” period  reflects  concern  for  quality  and  pro- 
vides for  a period  of  monitoring  of  performance,  during 
which  current  competence  can  be  evaluated. 

An  applicant  for  clinical  privileges  must  demonstrate 
that  he  or  she  has  requisite  training  and  education  and 
the  skill  and  competence  necessary  to  deliver  quality 
care. 

Clinical  privileges  must  be  hospital  specific.  Having 
privileges  at  one  hospital  does  not  entitle  a person  to  the 
same  privileges  at  another  hospital,  and  certification  by 
specialty  board  doesn’t  entitle  a physician  to  blanket 
privileges  in  the  specialty.  Determinations  about  an  in- 
dividual's privileges  are  based  on  the  presentation  of 
evidence  that  the  applicant  could  be  reasonably  expected 
to  provide  quality  care.  This  documented  evidence  must 
include  specific  experience  and  successful  results. 

The  JCAH  requires  reapproval  of  staff  members  at 
least  every  two  years.  Reapprova!  must  be  based  on  in- 
formation relative  to  professional  performance,  judge- 
ment, technical  skill,  and  health  status;  maintenance  of 
timely,  accurate,  and  complete  medical  records;  atten- 
dance at  staff  meetings;  and  acceptable  patterns  of  pa- 
tient care,  as  demonstrated  by  reviews  and  evaluations 
and  other  QA  activities. 

The  JCAH  recognizes  that  many  non-MD  health  care 
providers  are  authorized  to  provide  patient  care  services 
within  the  hospital  setting.  These  are  addressed  in  the 
following  manner:the  medical  staff  is  required  to 
delineate  in  its  rule  and  regulations  the  qualifications, 
status,  clinical  duties,  and  responsibilites  of  specified 
professional  personnel  whose  services  require  that  they 
be  processed  through  the  usual  medical  staff  channels. 
This  is  done  in  consultation  with  the  Chief  Executive  Of- 
ficer and  on  a categorical  rather  than  an  individual  basis. 
The  process  focuses  on  training,  education, 
demonstrated  current  competence,  and  the  exercise  of 
judgement  within  areas  of  competence. 

Responsibility  for  medical  care  is  ultimately  the  MDs. 
Specified  professional  personnel  may  participate  direct- 
ly in  the  management  of  patients  under  the  supervision 
or  direction  of  a member  of  the  medical  staff.  He  or  she 
is  permitted,  within  limits  established  by  the  medical 
staff  and  consistent  with  state  practice  acts,  to  write 
orders,  record  reports,  and  enter  progress  notes  in 
medical  records.  Such  an  individual  should  be  assigned 
to  the  appropriate  clinical  department  to  carry  out  ac- 
tivities subject  to  the  policies  and  procedures  of  that 
department  and  in  conformity  with  applicable  provisions 
of  medical  staff  bylaws,  rules  and  regulations. 
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While  many  of  the  trends  and  influences  I’ve  discussed 
today  are  affecting  medical  staffs  and  hospitals  and 
changing  the  practice  patterns  of  medicine  in  this  coun- 
try, they  also  have  implications  for  credentialling  and 
privileging.  For  example,  the  current  focus  on  cost  con- 
tainment and  careful  review  of  the  need  for  hospital  beds 
suggests  that  beds  may  begin  to  be  considered  scarce 
resources  that  have  to  be  allocated  among  competing 
professionals  for  whom  access  to  the  inpatient  hospital 
setting  may  be  necessary  for  performance  of  their  pro- 
fessional activities.  This  has  implications  for  both  MD 
and  non-MD  providers.  As  the  number  of  MDs  con- 
tinues to  increase  there  will  be  a larger  number  of  MDs 
competing  for  a restricted  number  of  beds.  Further- 
more, MDs  will  probably  decrease  their  use  of  “physi- 
cian extenders.  ” Also,  with  the  trend  toward  specializa- 
tion, hospitals  may  wish  to  restrict  membership  to 
specialists  as  a means  of  improving  quality  of  care.  What 
will  happen  to  the  other  qualified  MDs  who  are  broaden- 
ing their  scope  of  practice? 

As  non-MD  providers  increase, there  will  likewise  be 
a larger  number  of  providers  who  will  have  “expanded 
professional  expectations”  and  may  desire  the  same 
hospital  beds  for  which  MDs  will  be  competing.  There 
is  an  obvious  need  for  recognizing  the  skills  of  these  pro- 
fessionals and  for  appropriate  delineation  of  their  pro- 
fessional activities. 

There  also  will  be  increasing  involvement  of  courts  in 
matters  relative  to  the  medical  staff.  The  law  concerning 
hospital-medical  staff  relations  has  developed  rapidly  in 
the  last  25  years.  The  view  has  been  espoused  that  the 
hospital,  through  its  medical  staff,  has  the  legal  duty  to 
monitor  and  supervise  competence  of  staff  members.  In 
breach  of  this  duty,  both  the  hospital  and  MD  can  be  the 
target  of  lawsuits.  The  courts,  in  denial  of  privileges 
matters,  have  demonstrated  a willingness  to  review  this 
process. 

Antitrust  laws  have  been  ruled  to  be  applicable  to  the 
learned  professions,  and  arbitrary  exclusion  of  an  appli- 
cant from  membership  may  carry  the  risk  of  a lawsuit 
alleging  antitrust  violations.  Further,  arbitrary  and  un- 
justified restrictions  on  considering  any  class  of  indepen- 
dent health  care  providers  for  membership  may  raise  the 
risk  of  legal  action  on  antitrust  grounds. 

Privileging  and  credentialling  mechanisms  within  the 
hospital  could  be  the  focus  of  considerable  scrutiny  if 
they  go  beyond  that  which  relates  to  the  quality  of  pro- 
fessional services. 

JCAH  has  been  trying  to  rewrite  its  medical  staff 
standards  since  the  middle  of  1981 . The  rewrite  has  been 
a long  and  arduous  task,  and  since  it’s  not  over  yet,  the 
outcome  can’t  be  predicted.  In  rewriting  the  standards, 
the  JCAH  has  been  functioning  as  a catalyst  for  change 
by  providing  a national  forum  in  which  the  changes 
described  in  this  speech  are  being  addressed  in  terms  of 
what  to  health  care  professionals  is  the  most  important 
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consideration  of  all  — the  provision  of  quality  care  to  pa- 
tients! Consequently,  whatever  the  outcome,  JCAH 
standards  will  continue  to  emphasize  the  credential- 
ling/privileging  process  because  of  the  importance  of 
this  process  to  the  provision  of  quality  care. 

In  developing  the  new  medical  staff  standard,  the 
JCAH  is  not  trying  to  develop  standards  that  are  ar- 
bitrary or  discriminatory.  The  JCAH  is  trying  to  develop 
standards  that  are  reasonable  and  capable  of  uniform  ap- 
plication. The  JCAH  wants  hospitals  to  base  access  to 
their  facilities  on  the  competence  of  the  individuals  who 
want  to  practice  within  their  walls  and  on  the  capability 


of  the  hospital  to  accommodate  the  care  that  those  in- 
dividuals would  provide.  The  governing  body  of  the 
hospital  should  carefully  define  the  scope  of  hospital 
practice  of  each  independent  practitioner  in  clinical 
privileges  that  are  based  on  the  individual's  competence. 
These  types  of  decisions  belong  in  the  hands  of  local 
hospitals.  JCAH's  overall  concern,  of  course,  is  quality 
care. 

Given  the  changes  occurring  in  health  care  today,  suf- 
fice it  to  say  that  credentialling  and  privileging  will  be 
even  more  important  to  the  provision  of  quality  care  than 
they  have  been  in  the  past. 


DUE  PROCESS  LITIGATION  involving  hospital  medical  staff  privileges  has  so  clogged 
the  judicial  system  that  it  may  take  months  or  years  for  a case  to  come  to  court,  AMA 
Immediate  Past  President  William  Y.  Rial,  MD,  told  the  Malpractice/Health  Law 
Conference  in  Philadelphia.  The  backlog  encourages  out-of-court  settlements  based  on 
economic  and  legal  exigencies,  rather  than  justice.  Dr.  Rial  said. 

Hospital  attorneys  try  to  make  sure  that  staff  physicians  are  given  so  much  due  process 
that  a court  will  be  able  to  find  nothing  to  overturn  once  the  hospital  proceedings  have  ended. 

“The  tragedy  is  these  due  process  procedures  can  result  in  as  much  as  18  months  in 
hearings  at  the  hospital  level  alone,"  Dr.  Rial  said.  “And  all  too  often,  very  little  may 
be  accomplished.” 

The  lesson  for  hospital  medical  staffs  should  be  the  importance  of  objective,  honest  peer 
review.  If  a medical  staff  recommends  revocation  to  reduce  competition,  or  because  of  personal 
dislikes,  due  process  will  not  provide  much  protection.  Dr.  Rial  said  at  the  conference, 
which  was  sponsored  by  the  law  firm  of  Post  and  Schell. 

The  AMA  is  encouraging  medical  staffs  to  retain  their  own  attorneys  so  that  physicians 
will  have  legal  specialists  to  guide  them  in  handling  medical  matters  within  the 
hospital.  “In  terms  of  due  process,  it  should  provide  a judicial  balance  to  internal 
hospital  disputes,”  Dr.  Rial  said. 

— AMA  Newsletter,  Vol.  15,  No.  34,  Oct.  3,  1983 
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Budget  Reconciliation  Reflects  Piecemeal 
Cost  Cutting 

A proposal  to  freeze  some  Medicare  payments  to 
physicians  and  require  assignment  of  claims  for  these 
services  will  be  submitted  by  the  House  Ways  and 
Means  Committee  for  debate  on  the  floor  of  the  House 
despite  the  proposal’s  failure  to  win  the  committee’s  en- 
dorsement. House  debate  on  the  issue  was  expected  in 
early  November. 

The  proposal  initially  would  have  rolled  back  and 
frozen  for  six  months  Medicare  payments  to  physicians 
for  services  to  hospital  inpatients.  Physicians  would 
have  required  to  accept  assignment  of  claims  for  inpa- 
tient services.  Savings  were  estimated  at  $920  over  the 
next  three  years. 

Although  the  plan  was  adopted  with  little  debate  and 
no  hearings  in  the  Ways  and  Means  Health  Subcommit- 
tee, it  was  rejected  in  lengthy  secret  sessions  by  the 
parent  committee  after  the  assignment  and  freeze  issues 
were  divided  for  separate  votes.  The  mandatory  assign- 
ment provision  was  rejected  by  a small  margin,  after 
which  the  freeze  was  defeated  by  a larger  marjority, 
primarily  because  it  was  feared  the  freeze  without  man- 
datory assignment  would  penalize  beneficiaries. 

Ways  and  Means  chairman  Rep.  Dan  Rostenkowski 
(D-IL)  then  mounted  a last  ditch  effort  to  convince 
Democrats  who  had  voted  against  the  proposals  to  sup- 
port an  even-tougher  alternative.  The  alternative  would 
have  added  a requirement  that  hospitals  deny  admitting 
privileges  to  physicians  who  refused  to  commit  to  taking 
Medicare  inpatient  cases  on  assignment.  Medicare’s 
criminal  penalties  would  have  been  assessed  against  any 
physician  who  made,  but  didn’t  honor  such  a 
commitment. 
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Although,  he  was  unable  to  garner  sufficient  support 
for  adoption,  Rostenkowski  won  agreement  to  allow  him 
to  take  the  proposal  to  the  House  floor  as  a separate 
amendment.  The  House  debate,  which  had  been 
scheduled  for  October  28,  was  postponed  due  to  another 
controversial  portion  of  the  Ways  and  Means  package  — 
industrial  development  bonds. 

Other  Ways  and  Means  provisions  involve  Medicare 
payment  for  cardiac  pacemakers  and  clinical  lab  ser- 
vices. These  provisions  are  also  included  in  a package 
adopted  by  the  House  Commerce  Committee.  Both  com- 
mittees’ proposals  are  intended  to  bring  health  programs 
into  compliance  with  spending  targets  in  the  congres- 
sional budget  resolution.  The  Senate  Finance  Committee 
has  not  completed  deliberations  on  its  reconciliation 
package. 

* * * * 

PROs  Overemphasize  Cost, 
Government  Told 

When  Medicare  officials  designed  their  new 
diagnosis-related,  fixed  price  hospital  payment  plan, 
they  relied  heavily  on  new  review  teams  called  profes- 
sional review  organizations  (PROs)  to  make  sure  that 
hospitals  didn’t  try  to  get  around  the  system  by  admitting 
more  patients  and  skimping  on  the  quality  of  care  they 
provide. 

Now  hospitals,  physicians  and  some  of  the  profes- 
sional standards  review  organizations  (PSROs)  that 
preceded  the  PROs  as  review  bodies  are  telling  the 
government  that  the  bidding  principles  it  outlined  in 
August  for  the  would-be  PROs  overemphasize  admis- 
sion controls  and  do  little  to  protect  quality. 

Basically,  the  bidding  principles,  called  “scope  of 
work,”  require  the  PRO  to  detail  five  objectives  aimed 
at  reducing  admissions  and  one  intended  to  protect  quali- 
ty. The  draft  also  includes  a cost-benefit  ratio  and  an 
“admissions  factor”  that  rates  a PRO  by  its  ability  to 
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reduce  admissions  and  cut  costs.  A point  system  by 
which  bids  will  be  evaluated  accompanies  the  “scope  of 
work”  draft. 

In  general,  the  responding  groups -including  the 
American  Medical  Association,  the  American  Hospital 
Association,  the  American  Society  of  Internal  Medicine, 
and  the  American  Medical  Peer  Review  Association  — 
were  critical  of  the  “admissions  factor”  formula  and  of 
the  emphasis  on  cost  over  quality. 

The  AMA  and  AHA  also  urged  that  the  point  system 
be  redesigned  to  give  physician-sponsored  organizations 
a greater  advantage  in  the  bidding  process.  The  AHA 
recommended  that  PROs  be  permitted  to  delegate  review 
to  hospitals  and  said  that  PROs  also  should  look  at  physi- 
cian services  related  to  reviewed  hospital  services,  deny- 
ing payment  for  physician  services  to  any  patient  for 
which  payment  to  the  hospital  is  denied. 

Business  groups  and  AMPRA  said  PROs  should  be  re- 
quired to  include  a plan  for  review  of  the  care  of  private 
patients  in  their  bid.  All  of  the  groups,  and  the  Blue 
Cross  and  Blue  Shield  Association  as  well,  have  called 
for  changes  in  a provision  that  would  prohibit  officials, 
owners  or  board  members  of  a health  facility  from  par- 
ticipating in  the  governance,  management  or  ownership 
of  a PRO. 

In  criticizing  the  quality  objectives  outlined  in  the 
principles,  the  AMA  warned  that  fixed  price  payments 
provide  a strong  incentive  for  underprovision  of  ser- 
vices. In  this  new  environment,  the  association  com- 
mented, “PROs  must  play  a vitally  important  role  in  en- 
suring that  quality  medical  care  is  provided  to  the  na- 
tion’s elderly  by  supporting  physicians  in  their  decisions 
to  provide  medically  necessary  care.” 

* * * * 

Ancillary  Services  Unnecessary 

A General  Accounting  Office  review  of  16  hospitals 
has  concluded  that  6%  of  the  ancillary  hospital  services 
charged  to  Medicare  were  unnecessary. 

As  a result,  GAO  already  is  stumping  for  changes  in 
the  rate  structure  in  Medicare’s  new  diagnosis  related 
groups  (DRGs)  payment  plan. 

The  study,  performed  for  GAO  by  eight  Professional 
Standards  Review  Organizations  (PSROs),  found  that 
about  10%  of  laboratory  tests,  special  services  and 
radiology  were  not  needed.  About  32%  of  all  physical 
therapy  and  6%  of  all  ancillaries  were  considered  un- 
necessary. Medicare  paid  the  charges,  GAO  concluded, 
because  the  program  does  not  have  an  adequate  review 
system  for  medical  necessity. 

The  GAO  said  it  recognizes  that  the  new  fixed-priced 
DRG  payments  are  expected  to  encourage  hospitals  not 
to  do  unnecessary  ancillary  services,  but  it  recom- 
mended that  Medicare  beef  up  its  review  of  the  necessity 


of  services  anyway.  About  60%  of  all  hospital  charges 
are  for  ancillary  services,  and  in  1984  Medicare  and 
Medicaid  will  spend  over  $30  billion  for  ancillaries, 
GAO  noted.  Medicaid  will  not  be  under  a DRG  system 
and  data  gleaned  from  Medicare  cases  could  be  used  to 
rework  the  DRGs,  the  report  suggested. 

The  Department  of  Health  and  Human  Services  is  re- 
quired to  recalibrate  DRGs  for  fiscal  1986  and  GAO 
says  that  the  recalibration  should  remove  from  the  DRG 
rates  any  portion  attributable  to  unnecessary  ancillary 
services. 

* * * * 

Medicare  Deductibles  to  Rise  January  1 

The  nation’s  30  million  Medicare  beneficiaries  will 
have  to  pay  about  17%  more  out  of  pocket  for  hospital 
stays  in  1984  as  the  Medicare  hospital  deductible  in- 
creases from  $304  this  year  to  $356  on  January  1,  the 
Department  of  Health  and  Human  Services  has  an- 
nounced. The  premiums  beneficiaries  pay  for  their  sup- 
plementary medical  insurance  (Part  B)  will  rise  from 
$12.20  to  $14.60  a month  on  January  1. 

* * * * 

Beyond  DRGs? 

Just  as  hospitals  across  the  country  were  gearing  up 
for  the  advent  of  Medicare’s  new  diagnosis  related 
groups  (DRGs)  payment  scheme  on  October  1,  organ- 
ized labor  and  some  of  its  congressional  supporters 
staged  a hearing  to  promote  a labor-backed  bill  that  goes 
far  beyond  the  new  Medicare  plan. 

Called  the  “Health  Care  Cost  Control  Act  of  1983,” 
the  bill  would  establish  federal  caps  on  payments  to  both 
physicians  and  hospitals,  require  physicians  to  take  all 
Medicare  claims  on  assignment,  and  increase  federal 
Medicaid  payments  to  states  that  set  up  their  own 
systems  to  control  hospital  and  physician  fees.  Both  the 
federal  and  state  controls  would  apply  to  all  patients  — 
not  just  Medicare  and  Medicaid  beneficiaries. 

Introduced  earlier  this  year  by  Sen.  Edward  Kennedy 
(D-MA)  and  Reps.  James  Shannon  (D-MA)  and  Barbara 
Mikulski  (D-MD),  the  bill  was  the  subject  of  a hearing 
by  the  House  Ways  and  Means  Health  Subcommittee.  It 
was  endorsed  by  labor  groups  and  supported  in  part  by 
the  Health  Insurance  Association  of  America. 

It  was  opposed  by  the  American  Hospital  Association, 
the  Blue  Cross  and  Blue  Shield  Association  and  the 
American  Medical  Association,  whose  representatives 
called  it  an  extension  of  the  hospital  cost  caps  proposed 
by  the  Carter  Administration  and  rejected  by  Congress. 

The  cost  cap  plan  is  not  likely  to  be  seriously  con- 
sidered this  year  in  a Congress  waiting  to  see  how  effec- 
tive hospital  DRGs  will  prove.  But  since  DRGs  are  ex- 
pected to  delay  Medicare  bankruptcy  only  to  1990  at 
best,  Congress  soon  will  have  to  seriously  address 
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Medicare’s  financial  problems  and  Kennedy  appears  to 
be  positioning  for  that  debate. 

Kennedy  reportedly  will  offer  another  alternative 
which  he  considers  a “refinement”  of  that  plan.  He  and 
Rep.  Richard  Gephardt  (D-MO)  plan  to  introduce  a pro- 
posal to  extend  DRGs  to  all  payers  and  apply  it  to  physi- 
cian fees  as  well  as  to  hospitals. 

AMA  Board  member  Alan  R.  Nelson,  MD,  testifying 
in  October,  said  the  Kennedy-Shannon  approach  is 
based  on  “strict  regulatory  controls,  arbitrary  and  rigid 
caps,  massive  bureaucratic  administration,  and  harsh 
penalties.  Administration  of  the  program  would  be 
highly  complex  and  intrusive  into  the  management  of 
hospitals  and  the  delivery  of  Medicare  in  this  country,” 
and  “would  provide  no  safeguards  to  assure  quality 
care,”  Dr.  Nelson  said. 

Dr.  Nelson,  a Salt  Lake  City  physician  specializing  in 
internal  medicine,  calied  the  proposal  to  limit  physician 
fees  “counter-productive”  and  “unfair”  since  it  would 
restrain  physician  charges  while  placing  “no  such 
restraints  on  the  rest  of  the  economy.”  He  also  warned 
that  mandated  assignment  of  Medicare  claims,  in  con- 
junction with  proposals  to  hold  down  Medicare  reim- 
bursement to  physicians,  could  adversely  “affect  access 
of  Medicare  patients  to  the  physician  of  their  choice.” 

* * * * 

Congress  to  Deal  with  Malpractice 

Rep.  Richard  Gephardt  (D-MO)  and  other  members  of 
the  House  Ways  and  Means  Committee  may  introduce 
“in  the  near  future”  a proposal  that  “will  radically 
change”  the  way  medical  malpractice  claims  are  treated, 
Gephardt  reported  recently. 

Gephardt,  who  described  the  proposal  at  a recent 
meeting  of  the  National  Health  Council  in  Washington, 
apparently  was  referring  to  a plan  being  drawn  up  by 
Louisiana  Republican  Rep.  Henson  Moore  who,  like 
Gephardt,  is  a member  of  the  House  Ways  and  Means 
Committee. 

Characterized  by  Gephardt  as  the  application  of  the 
no-fault  insurance  concept  to  medical  malpractice,  the 
Moore  proposal  reportedly  would  give  the  physician  or 
health  care  provider  involved  in  a malpractice  case  the 
right  to  offer  prior  to  court  action,  a settlement  based 
primarily  on  the  plaintiffs  economic  loss  as  a result  of 
the  alleged  malpractice.  Acceptance  of  the  offer  would 
eliminate  the  plaintiffs  right  to  further  legal  action  ex- 
cept in  certain  specific  instances.  The  proposal  might  be 
applied  only  to  cases  filed  by  Medicare  and  Medicaid 
patients. 

“A  number  of  us  in  the  House  have  been  studying”  the 
malpractice  issue  and  its  potential  impact  on  health 
costs,  Gephardt  said.  There  “are  still  a lot  of  problems” 
with  our  proposal,  he  conceded,  and  “I  don’t  know  if  we 
can  even  begin  to  pass  such  legislation.  But  I think  it  is 
an  integral  part  of  any  solution. 

786 


“I’m  convinced  that  we’ve  got  to  give  relief  to  the 
medical  practitioner  and  come  up  with  a new  system  for 
compensating  victims  of  malpractice  that  will  give  in- 
centives to  physicians  to  not  practice  as  elaborate  and  as 
defensive  a medicine  as  they  now  logically  feel  they 
have  to.” 

* * * * 

Medicare  Council  Nears  Final  Vote 

A Medicare  advisory  committee  has  backed  away 
from  its  earlier  tentative  recommendation  that  Medicare 
reduce  payments  to  physicians  who  do  not  accept  all 
Medicare  claims  on  assignment  as  it  wound  down 
toward  a final  vote  on  its  work  November  3 and  4. 

The  advisory  committee,  chaired  by  former  Indiana 
Governor  Otis  Bowen  and  known  as  the  Social  Security 
Advisory  Council,  is  charged  with  suggesting  solutions 
to  Medicare’s  financial  problems. 

Earlier,  the  council  had  agreed  to  a proposal  in  which 
physicians  could  have  chosen  on  an  annual  basis  to 
become  “participating  physicians.”  “Participating  physi- 
cians” would  agree  to  accept  Medicare’s  reasonable 
charge  as  payment  in  full  and  Medicare  would  continue 
to  pay,  as  it  does  today,  80%  of  the  reasonable  charge. 
Billing  and  payment  procedures  for  these  physicians 
would  be  streamlined  and  their  names  would  be  pub- 
lished in  an  annual  directory.  Medicare  payments  to 
“non-participating  physicians”  would  have  been  reduced 
to  75%  of  the  program’s  reasonable  charge  limit. 

Meeting  on  October  16  and  17,  however,  the  Council 
reversed  its  earlier  decision  to  call  for  lower  payments 
to  non-participating  physicians  because  it  viewed  the 
proposal  as  a shift  of  costs  to  beneficiaries,  which  some 
members  opposed.  The  recommendation  to  set  up  a 
“participating  physicians”  concept  and  the  other  incen- 
tives were  retained. 

The  Council  also  tentatively  decided  at  its  October 
meeting  to  recommend  substantial  increases  in  the 
Medicare  Part  B deductible.  Under  this  proposal,  the 
deductible  would  increase  each  year  by  the  same  amount 
as  the  consumer  price  index  rises  and  the  increase  would 
be  retroactive  to  1974.  The  Part  B deductible  would  in- 
crease from  its  current  $75  annual  level  to  an  estimated 
$120  beginning  in  1985  under  the  proposal. 

At  a late  September  meeting,  the  Council  also  re- 
versed another  earlier  recommendation  which  opposed 
taxing  a portion  of  employer-paid  health  insurance 
premiums.  At  the  September  meeting,  the  Council 
decided  to  support  a tax  on  premiums  exceeding  $75  a 
month  for  individuals  and  $175  a month  for  families. 
The  Council  also  has  called  for  a restructuring  of 
Medicare  paid  for  by  increased  premiums  and  a study  on 
the  financing  of  medical  education  “in  order  to  provide 
for  an  orderly  withdrawal  of  Medicare  funds  from 
education  and  training  support  activities. 
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Role  for  Physicians  in  Hospice  Urged 

A new  hospice  benefit  Medicare  to  be  initiated  on 
November  1 will  be  “beneficial”  to  many  patients  but 
regulations  to  implement  it  should  be  modified  “to  give 
greater  recognition  to  the  role  of  the  patient’s  attending 
physician,”  the  American  Medical  Association  has  told 
Medicare  officials. 

In  commenting  on  the  regulations,  the  AMA  sug- 
gested several  specific  areas  where  the  role  of  the  attend- 
ing physician  should  be  strengthened.  The  comments 
note  that  hospices  will  be  paid  a fiat  per  diem  rate  and 
call  for  the  continued  involvement  of  the  attending 
physician  as  a “safeguard  because  the  hospice  has  a 
significant  incentive  not  to  provide  care  that  would  result 
in  incurring  expenses  in  excess  of  the  reimbursement 
amount.” 

* * * * 

Elderly  Groups  Hit  Medicaid  Proposal 

Groups  representing  children  and  the  elderly  charged 
in  October  that  new  Medicaid  rules  proposed  by  the 
Reagan  Administration  could  force  many  low-income 
individuals  to  spend  more  for  their  medical  care  and 
leave  them  less  to  spend  on  food  and  shelter. 

The  rules,  proposed  in  the  September  2 Federal 
Register,  would  permit  states  to  revise  the  way  they 
determine  eligibility  for  the  so-called  medically  in- 
digent. About  3.7  million  of  the  21.9  million  Medicaid 
recipients  fit  in  this  category  which  gives  states  the  op- 
tion of  providing  Medicaid  to  low-income  individuals 
with  high  medical  bills. 

The  new  rules  would  allow  states  to  restrict  the 
medical  expenses  that  can  be  counted  in  determining 
eligibility.  For  instance,  the  state  could  now  refuse  to 
count  as  a medical  expense  bills  for  services  provided 
more  than  three  months  earlier  or  for  any  services  not 
covered  by  the  state  Medicaid  plan  except  for  health  in- 
surance premiums  and  copayments.  In  calculating  the  in- 
dividual’s potential  cost  of  nursing  home  services,  the 
state  could  assume  costs  equal  to  what  Medicaid  pays  the 
nursing  homes  rather  than  what  private  patients  pay. 

* * * * 

Compromise  on  Health  Planning 

Progress  toward  a compromise  bill  to  reauthorize  the 
health  planning  program  continued  slowly  but  surely  in 
late  September  and  October  as  major  congressional 
players  appeared  to  be  moving  toward  an  agreement  and 
the  White  House  clarified  its  position  on  planning. 

Representatives  of  several  key  legislators,  including 
Sens.  Edward  Kennedy  (D-MA),  Orrin  Hatch  (R-UT) 
and  Dan  Quayle  (R-IN)  and  Reps.  Henry  Waxman  (D- 


CA)  and  Edward  Madigan  (R-IL),  have  met  and 
reportedly  are  discussing  a three-year  reauthorization 
that  would  amend  the  present  planning  legislation  rather 
than  repealing  it  and  replacing  it  with  a block  grant. 
Funding  apparently  would  be  near  the  current  level  of 
$64  million. 

Meanwhile,  White  House  Office  of  Management  and 
Budget  Director  David  Stockman  has  written  to 
Madigan  to  clarify  an  earlier  OMB  letter  on  health 
planning. 

In  the  second  letter,  Stockman  pledged  that  the  Reagan 
Administration  will  “not  oppose  a substitute”  with  CON 
levels  of  $1  million  for  institutional  health  services;  $5 
million  for  capital  expenditures  and  $2  million  for  major 
medical  equipment.  He  urged  Madigan  to  “use  your 
leadership  to  gain  further  consideration  of  your 
substitute  bill  with  these  higher  CON  thresholds.” 

* * * * 

Open  Season  for  Feds 

Federal  employees’  annual  opportunity  to  change 
health  plans  begins  soon  and  federal  officials  expect  the 
trend  to  continue  among  employees  to  switch  to  lower- 
cost  plans,  often  with  higher  cost-sharing  amounts. 

In  1983,  about  one  million  employees  shifted  to  lower 
cost  plans  rather  than  face  premium  contribution  in- 
creases averaging  about  24%.  As  a result,  the  Office  of 
Personnel  Management  reported  that  overall  increases  in 
what  federal  workers  paid  for  coverage  actually  went  up 
by  only  about  4%. 

For  1984,  employee  premium  contributions  in  the  150 
federal  health  plans  will  increase  on  an  average  by  about 
19% . The  federal  government,  which  pays  about  60%  of 
most  employees’  health  insurance  premiums,  will  in- 
crease its  contribution  by  13%. 

The  actual  increases  among  the  plans  will  vary  wide- 
ly, however,  with  the  employee’s  cost  of  the  Aetna 
government-wide,  high  option  family  plan  rising  by 
about  87%  to  $109.01  a month  while  the  employee’s  cost 
of  the  Blue  Cross  and  Blue  Shield  government-wide  high 
option  family  plan  will  rise  to  $140.97  a month,  or  about 
16%  more  than  this  year.  The  largest  HMO  in  the 
program  — the  Kaiser  plan  in  Oakland,  CA  — will  cost  the 
employee  $41 .69  per  month  for  family  coverage,  17.6% 
more  than  this  year.  Many  of  the  other  130  HMOs  in  the 
federal  health  program  will  have  even  lower  increases 
and  some  will  actually  reduce  prices. 

The  new  plans  become  effective  January  1 . The  selec- 
tion period,  called  an  open  season,  begins  November  14 
and  runs  to  December  9.  About  10  million  federal 
employees,  retirees  and  dependents  are  covered  by  the 
federal  health  plans. 
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Medical  Practice  Indicators —4th  Quarter  Survey  Results 

AMA  CENTER  FOR  HEALTH  POLICY  RESEARCH 


This  issue  presents  information  on  key  medical  prac- 
tices indicators  from  the  Socioeconomic  Monitoring 
System  (SMS)  survey  conducted  during  the  4th  quarter 
of  1982.  The  estimates  focus  on  physicians’: 

• practice  activities; 

• fees,  utilization  and  expenditures  for  selected  pro- 
cedures; and 

• incomes  and  expenses. 

The  survey  included  interviews  with  1,215  physicians 
from  a sample  representative  of  all  U.S.  nonfederal  pa- 
tient care  physicians,  excluding  residents.  The  survey 
achieved  a 63%  response  rate. 

Caution  should  be  exercised  in  interpreting  reported 
quarterly  changes.  Quarterly  fluctuations  may  simply  be 
a reflection  of  normal  seasonal  adjustments  and  therefore 
may  not  indicate  particular  trends. 


Table  1 


AVERAGE  NUMBER  OF  PHYSICIANS’  SERVICES  PER  WEEK 
4TH  QUARTER  1982 

Total 

Visits  on 

Patient 

Hospital 

Specialty 

Visits* 

Office 

Rounds 

Average  Number  Per  Week  — 

4th  Quarter  1982 

ALL  SPECIALTIES** 

133.0 

83.2 

34.3 

General  and  Family  Practice 

160.3 

114.6 

32.8 

Medical  Specialties 

125.3 

74.6 

38.5 

Surgical  Specialties 

120.0 

77.2 

38.6 

Percent  Change- 

-3rd  to  4th 

Quarter  1982 

ALL  SPECIALTIES** 

-1.6 

-0.5 

-0.8 

General  and  Family  Practice 

2.7 

0.8 

11.8 

Medical  Specialties 

-1.8 

2.8 

-1.7 

Sugical  Specialties 

-7.4 

-4.5 

-6.0 

^Includes  visits  in  emergency  rooms,  outpatient  clinics,  and  at  all  other 
locations. 


**  Includes  other  specialties  except  psychiatry,  radiology,  anesthesiology 
and  pathology. 
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Practice  Activities— 4th  Quarter  1982 

Total  patient  visits  declined  from  an  average  of  135.2 
to  133.0  per  physician  per  week  in  the  4th  quarter  of  1982, 
a decrease  of  1.6%.  As  shown  in  Table  1,  patient  visits 
in  the  office  and  on  hospital  rounds  each  fell  less  than 
1 % . The  remainder  of  the  decline  in  total  visits  was  the 
result  of  fewer  visits  in  emergency  rooms,  outpatient 
clinics  and  other  locations. 

Changes  in  practice  patterns  differed  for  physicians  by 
specialty.  General  and  family  practitioners  were  the  only 
group  for  which  patient  visits  increased  during  the  4th 
quarter.  Although  experiencing  a decline  in  total  patient 
visits,  medical  specialists  reported  a rise  in  office  visits. 
Surgeons,  on  the  other  hand,  had  7.4%  fewer  patient  en- 
counters as  visits  declined  both  in  the  office  and  in  the 
hospital. 

Table  2 describes  the  average  amount  of  time  physi- 
cians devoted  to  practice  activities  during  the  4th  quarter. 
Physicians  spent  an  average  of  52.0  hours  per  week  in 
patient  care,  up  2.5%  from  the  3rd  quarter.  In  addition, 
physicians  in  all  three  broad  specialty  groups  increased 
the  number  of  hours  devoted  to  patient  care  during  the 
4th  quarter. 


Table  2 

AVERAGE  HOURS  PER  WEEK  BY  ACTIVITY:  4TH  QUARTER  1982 


All  Patient 

Visits  on 

Care 

Office 

Hospital 

Specialty 

Activities* 

Visits 

Rounds 

Average  Hours  Per  Week  — 

4th  Quarter  1982 

ALL  SPECIALTIES 

52.0 

27.2** 

9.4** 

General  and  Family  Practice 

53.6 

33.8 

8.5 

Medical  Specialties 

52.1 

28.2 

13.0 

Surgical  Specialties 

53.6 

24.6 

8.6 

Percent  Change- 

-3rd  to  4th 

Quarter  1982 

ALL  SPECIALTIES 

2.5 

1 .9** 

3.5** 

General  and  Family  Practice 

2.1 

3.2 

4.0 

Medical  Specialties 

0.7 

0.1 

2.3 

Surgical  Specialties 

2.2 

3.5 

3.3 

*Includes  time  spent  performing  surgery,  visiting  patients  in  emergency 
rooms,  outpatient  clinics  and  other  locations,  and  indirect  patient  care 
activities. 

**Inciudes  other  specialties  except  psychiatry,  radiology,  anesthesiology 
and  pathology. 
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Fees,  Utilization  and  Expenditures— 

4th  Quarter  1982 

As  shown  in  Table  3,  physicians  experienced  declines 
in  the  average  utilization  of  three  of  the  most  common 
medical  services  in  the  4th  quarter  of  1982.  Office  visits, 
both  by  new  and  by  established  patients  declined  by  more 
than  5%.  The  decreases  in  utilization  were  larger  in 
magnitudes  than  increases  in  fees.  This  caused  total  ex- 
penditures on  office  visits  to  decrease  in  the  4th  quarter. 
Expenditures  on  follow-up  visits  in  the  hospital  also  fell 
by  5.5%  as  both  fees  paid  and  utilization  declined. 

Although  medical  services  decreased  in  the  4th  quarter, 
the  utilization  of  surgical  services  for  several  common  pro- 
cedures increased.  Physicians  performed  greater  numbers 
of  appendectomies,  hernia  repairs  and  cholecystectomies. 
However,  the  number  of  deliveries  was  unchanged  from 
the  previous  quarter.  While  fees  paid  for  appendectomies 
remained  nearly  constant,  moderate  fee  increases  were 
observed  for  the  remaining  surgical  procedures.  As  a 
result  of  these  fee  and  utilization  changes,  expenditures 
rose  for  all  of  the  surgical  procedures  considered. 

Net  Income  and  Expenses— 3rd  Quarter  1982 

After  increasing  by  only  1.0%  in  the  2nd  quarter  of 
1982,  the  average  net  income  of  physicians  increased  by 
5.5%  in  the  3rd  quarter.  This  earnings  change  was  ac- 
companied by  a 16.6%  increase  in  expenses.  Although 
not  shown  in  the  table,  practice  revenues  increased  by 
9.8%  in  the  3rd  quarter. 

Increased  earnings  were  not  uniformly  experienced 
across  specialty  groups.  Incomes  of  general  and  family 
practitioners  and  medical  specialists,  for  instance,  did  not 
rise.  These  incomes  partially  reflect  the  slight  drop  in  total 
practice  activities  for  general  and  family  practitioners  and 
in  office  visits  for  medical  specialists  that  were  experienc- 
ed in  the  3rd  quarter  (see  SMS  Report,  Vol.  1,  No.  8). 
The  increase  of  patient  visits  in  the  3rd  quarter  by 
surgeons  (9.5%)  probably  accounts  for  their  increase  in 
income  (5.9%). 

The  increased  practice  expenses  in  the  3rd  quarter  off- 
set an  11.7%  decline  in  expenses  in  the  2nd  quarter.  Physi- 
cians in  medical  specialties,  the  group  with  the  smallest 
increase  in  expenses  in  the  3rd  quarter,  were  the  only 


physicians  who  also  experienced  increased  expenses  in 
the  2nd  quarter.  All  of  the  other  specialty  groups  had 
lower  expenses,  by  10%  or  more,  in  the  2nd  quarter. 

Table  3 

CHANGES  IN  FEES,  UTILIZATION  AND  EXPENDITURES  FOR 
SELECTED  PROCEDURES:  3RD  TO  4TH  QUARTER  1982 


Percent  Change— 3rd  to  4th 
Quarter  1982 


Procedure  or  Service 

Fees 

Utilization  Expenditures* 

Medical  Services 

Office  visit -New  Patient 
Office  visit- Established 

3.1 

-5.2 

-2.3 

Patient 

4.6 

-6.9 

-2.6 

Follow-up  Visit  Hospital** 

-3.2 

-2.3 

-5.5 

Surgical  Procedures 

Appendectomy 
Total  Obstetrical  Care- 

-0.2 

12.5 

12.3 

Vaginal  Delivery 

2.5 

0.0 

2.5 

Hernia  Repair 

5.1 

8.5 

14.0 

Cholecystectomy 

7.2 

31.4 

40.9 

^Changes  in  expenditures  by  patients  is  the  sum  of  the  percentage  change 
in  fees  and  utilization  adjusted  for  the  effect  that  a change  in  fees 
might  have  on  the  utilization  of  a particular  service. 

**Excludes  hospital  visits  billed  as  part  of  surgical  fee. 


Table  4 

AVERAGE  NET  INCOME  AND  PROFESSIONAL  EXPENSES 
2ND  QUARTER  1982  AND  3RD  QUARTER  1982* 


Specialty 

2nd 
Qtr  82 

3rd 
Qtr  82 

Percent 

Change 

Average  Net  Income** 

ALL  SPECIALTIES 

$26,400 

$27,800 

5.5% 

General  and  Family  Practice 

20.600 

20.400 

-0.6 

Medical  Specialties 

24.900 

24,600 

-1.0 

Surgical  Specialties 

33,300 

35,300 

5.9 

Other  Specialties 

24.800 

27,700 

11.4 

Average  Practice  Expenses*** 

ALL  SPECIALTIES 

$18,600 

$21,600 

16.6% 

General  and  Family  Practice 

17.300 

20,500 

18.4 

Medical  Specialties 

19.700 

21,200 

7.7 

Surgical  Specialties 

23,700 

29,700 

25.4 

Other  Specialties 

12,300 

13,900 

12.9 

*Percent  changes  may  not  be  exact  due  to  rounding. 

**Net  income  is  defined  as  income  after  expenses  but  before  taxes. 
***Excludes  employee  physicians. 
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PMA  Commission  on  Drugs  for  Rare  Diseases 


PHARMACEUTICAL  MANUFACTURERS  ASSOCIATION 


History  and  Background  of  the  Commission 

The  PMA  Commission  on  Drugs  for  Rare  Diseases 
was  created  on  July  8,  1981  by  an  action  of  the  Board 
of  Directors  of  the  Pharmaceutical  Manufacturers 
Association.  The  recommendation  to  establish  such  a 
Commission  was  the  result  of  a study  by  an  ad  hoc  com- 
mittee chaired  by  Mr.  John  J.  Horan,  Chairman  of  the 
Board  of  Directors  of  Merck  & Co.,  Inc,,  to  determine 
the  drug  industry's  future  role  and  responsibility  in  the 
research  and  development  of  drugs  for  rare  diseases. 
Earlier  surveys  by  the  Association  revealed  that  a 
substantial  number  of  such  drugs  had  been  made 
available  on  the  basis  of  FDA  approval  or  through  a pro- 
cedure known  as  a compassionate  investigational  new 
drug  exemption.  Notwithstanding  this  important  con- 
tribution, the  Association  was  responsive  to  reports 
from  voluntary  and  government  health  agencies  that 
there  were  additional  promising  drugs  and  devices  that 
were  not  being  commercially  developed  because  of  a 
lack  of  sponsorship.  The  PMA  Commission  was 
therefore  chartered  to  assess  the  magnitude  of  the  pro- 
blem and  where  needs  for  such  research  and  develop- 
ment were  demonstrated  on  the  basis  of  sound  scientific 
evidence,  to  actively  solicit  research  support  by  com- 
mercial or  other  sponsors. 

The  Commission 

The  establishment  of  the  Commission  represents  a 
voluntary  effort  by  the  pharmaceutical  industry  to  col- 
lect and  disseminate  information  on  the  research  and 
development  of  drugs  and  devices  for  the  prevention, 
diagnosis  and  treatment  of  rare  diseases.  The  term 
“drug”  includes  biologicals  and  antibiotics;  the  term 
“device”  includes  diagnostic  agents.  The  Commission 
serves  as  a clearinghouse  to  which  scientific  in- 
vestigators, voluntary  and  government  health  agencies 
and  other  research  institutions  can  submit  information 
on  promising  compounds,  devices  or  research  leads  of 
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potential  usefulness  for  rare  diseases.  Such  information, 
if  favorably  reviewed  by  the  Commission  and  its  con- 
sultants, is  referred  to  potential  sponsors  for  purposes  of 
stimulating  additional  research  or  commercial  develop- 
ment. The  Commission  does  not  fund  or  conduct 
research. 

The  Commission  consists  of  a Chairman  and  seven 
members  who  are  experts  in  the  research  and  develop- 
ment of  drugs  and  devices  for  use  in  rare  diseases.  Out- 
side consultants  are  retained  to  assist  the  Commission  in 
its  review  of  proposals.  Liaison  representatives  from  the 
Food  and  Drug  Administration,  the  National  Institutes 
of  Health  and  the  Centers  for  Disease  Control  have  also 
been  appointed.  Meetings  are  held  at  the  PMA  offices  in 
Washington,  D.C.,  and  are  open  to  the  public. 

Scope  of  Activities 

The  Commission  encourages  and  welcomes  proposals 
concerning  the  research  and  development  of  drugs  and 
devices  for  rare  or  uncommon  diseases  from  scientific 
investigators,  voluntary  and  government  health  agen- 
cies, research  institutions  and  other  interested  persons. 
Order  of  precedence  for  review  is  ordinarily  given  to 
research  leads  involving  rare  or  uncommon  diseases  and 
conditions  that  occur  in  the  United  States,  but  does  not 
exclude  diseases  that  afflict  large  segments  of  the 
population  in  other  parts  of  the  world.  Research  leads  in- 
clude, but  are  not  limited  to,  chemical,  toxicological, 
pharmacological,  microbiological,  clinical  or  other 
scientific  studies  that  show  promise  for  the  prevention, 
diagnosis  or  treatment  of  rare  or  uncommon  diseases. 
All  proposals  are  reviewed  on  a timely  basis. 

The  following  categories  of  proposals  are  considered 
within  the  scope  of  the  Commission  and  ordinarily  are 
reviewed  in  the  order  listed  below: 

• Proposals  involving  an  investigational  drug  or  device 
with  demonstrated  safety  and  efficacy  data  which,  in 
the  opinion  of  the  investigator  or  the  Commission  are 
adequate  for  the  purpose  of  submitting  new  drug  or 
premarketing  applications. 
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• Research  leads  involving  an  investigational  drug  or 
device  with  demonstrated  safety  and/or  efficacy  as 
established  by  phase  I,  II  or  III  clinical  studies. 

• Research  leads  involving  a new  chemical  entity 
(NCE)  or  device  having  preclinical  or  other  scientific 
evidence  for  efficacy  and  no  absolute  contraindica- 
tions for  its  use. 

• Proposals  concerning  new  uses,  new  formulations  or 
new  combinations  of  marketed  drug  products. 
Review  of  such  proposals  are  referred  to  the 
manufacturers  whose  products  are  the  subject  of  an 
approved  new  drug  application  that  contains  impor- 
tant and  relevant  data  and  information  concerning  all 
technical  and  medical  aspects  of  the  product  and  its 
clinical  use. 

Proposals  that  have  inadequate  pharmacological  or 
other  scientific  evidence  of  safety  and/or  efficacy  or  lack 
relevant  literature  citations  are  not  considered  by  the 
Commission,  but  are  returned  to  the  submittor  with  a 
notation  that  additional  information  is  needed  to  make  a 
scientific  judgment. 

Submission  of  Proposals 

Proposals  should  be  submitted  to  the  PMA  Commis- 
sion on  Drugs  for  Rare  Diseases,  1 100  Fifteenth  Street, 
N.W.,  Washington,  D.C.  20005.  There  is  no  formal  ap- 
plication form. 

Proposals  should  be  submitted  in  the  form  of  an  ex- 
tended letter  supplemented  by  any  exhibits  deemed  ap- 
propriate and  necessary  and  include  all  of  the  following 
information: 

• Name,  personal  data,  education  and  training, 
research  experience  and  bibliography. 

• Adequate  description  of  the  chemical  entity,  drug  or 
device  or  description  of  the  proposed  research  in- 
cluding its  rationale  and  clinical  significance. 

• Summary  of  results  of  studies,  including  reprints  of 
published  studies. 

• Reports  of  prior  peer  review,  if  any  (include  NIH, 
FDA,  IRB  or  other  reports). 

• Other  pertinent  information. 

Ordinarily,  none  of  the  information  submitted  in  a 
proposal  is  considered  proprietary  or  confidential, 
however,  if  such  information  is  critical  for  review  of  a 
propc  ul  it  is  accepted  provided  that  the  person  submit- 
ting the  proposal  takes  the  necessary  legal  measures  to 
protect  it.  Persons  planning  to  submit  proposals  deemed 
to  contain  confidential  or  proprietary  information  should 
consult  their  institutional  authorities  and/or  legal  counsel 
prior  to  submission  of  a proposal. 

The  Commission  responds  to  pre-submission  inquiries 
including,  but  not  limited  to,  its  scope  and  activities, 
procedures  for  the  submission  of  proposals,  FDA 
preclinical  and  clinical  requirements  for  investigational 
drugs  and  devices,  counsel  and  advice  on  the  submission 
of  confidential  or  proprietary  information  and  other  mat- 


ters relevant  to  the  submission  of  proposals  concerning 
the  research  and  development  of  drugs  and  devices  for 
rare  or  uncommon  diseases. 

Review  of  Proposals 

Proposals  are  screened  routinely  upon  receipt  to  deter- 
mine whether  all  required  information  has  been  pro- 
vided. Incomplete  proposals  are  returned  to  the  submit- 
tor with  an  explanation  of  deficiencies.  Fully 
documented  proposals  are  referred  to  the  Commission 
for  preliminary  scientific  review.  Proposals  found  to  be 
suitable  for  in-depth  scientific  review  ordinarily  are 
referred  to  at  least  two  consultants  selected  from  a list 
of  experts  approved  by  the  Commission.  The  Commis- 
sion may,  at  its  discretion,  reject  proposals  as  being  in- 
adequate for  purposes  of  peer  scientific  review  and  such 
proposals  are  returned  to  the  submittor. 

Scientific  reviews  by  consultants  are  submitted  to  the 
Commission  as  advisory  reports  and  are  available  to  the 
submittor  and  other  interested  parties.  Consultants’ 
reports  include  the  following  information: 

• A brief  summary  of  the  proposal  suitable  for  notifica- 
tion to  a potential  sponsor. 

• A statement  on  the  merit  of  the  proposal  including  the 
scientific  rationale  upon  which  consultants  base  their 
recommendations. 

Consultants'  reports  are  distributed  to  all  members  of 
the  Commission.  One  or  more  members  of  the  Commis- 
sion are  assigned  to  serve  as  discussion  leaders  for  the 
final  review  of  a proposal  at  a regularly  scheduled 
meeting  of  the  Commission.  Decisions  on  proposals  are 
based  on  a simple  majority  vote  of  the  Commission  and 
are  expressed  in  one  of  the  following  ways: 

• Preparation  and  dissemination  of  a report  to  potential 
sponsors  and  other  interested  parties. 

• Request  for  additional  information  or  clarification 
from  submittor  of  proposal. 

• Request  for  additional  review  by  consultants. 

• Rejection  of  the  proposal. 

No  proposal  is  rejected  on  the  basis  of  an  individual 
review  or  vote  by  a member  of  the  Commission.  Com- 
mission members  disqualify  themselves  from  reviews  or 
voting  whenever  in  their  judgment  a real  or  potential 
conflict  of  interest  exists. 

If  a proposal  warrants  unusually  prompt  action,  the 
Commission  Chairman  assigns  one  or  more  Commission 
members  to  review  it,  and  report  their  findings  to  the 
full  membership  of  the  Commission.  Favorable  action 
on  the  proposal  by  the  Commission  obviates  the  need  for 
further  review. 

Summary  of  Activities  1981-1982 

The  Commission  held  its  first  meeting  on  August  1 1, 
1981  and  has  met  on  a bimonthly  basis  since  that  time. 
The  Commission  directed  its  initial  efforts  to  discussions 
of  organizational  structure,  policies  and  procedures  and 
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other  administrative  details.  During  this  time,  individual 
investigators,  representatives  of  voluntary  health  agen- 
eies,  government  liaison  representatives  and  other  per- 
sons were  invited  to  brief  the  Commission  on  their 
perceptions  of  the  problems  and  to  offer  suggestions  for 
their  resolution.  A brochure  similar  in  content  to  the  in- 
formation in  this  first  annual  report  was  distributed  in 
February,  1982  to  5,000  interested  persons  and 
organizations  including  individual  investigators,  volun- 
tary and  government  health  agencies,  schools  of 
medicine  and  pharmacy,  scientific  and  professional 
societies,  health-related  foundations  and  consumer 
organizations.  A second  edition  of  this  brochure  was 
recently  mailed  to  an  even  wider  audience  of  possible 
sources  of  information  and  proposals  on  drugs  for  rare 
diseases. 

A total  of  17  inquiries  have  been  received  by  the  Com- 
mission, some  of  which  were  submitted  at  the  request  of 
the  Commission  and  others  in  response  to  the  brochure. 
Of  this  number  of  inquiries,  nine  were  submitted  as  for- 
mal proposals;  formal  proposals  have  been  requested  on 
five  inquiries  based  on  preliminary  reviews  by  the  Com- 
mission; and  three  of  the  inquiries  were  not  considered 
within  the  scope  of  the  Commission's  charter.  Two  of 
the  latter  concerned  new  uses  of  marketed  drugs  and 
have  been  referred  to  the  firms  holding  either  patents  or 
approved  new  drug  applications  on  these  products.  One 
of  the  inquiries  concerned  third  party  reimbursement  of 
investigational  procedures  including  drugs  and  devices. 

The  following  brief  resume  describes  the  proposals  and 
inquiries  received  during  the  first  year  of  the  Commis- 
sion’s operation  and  their  disposition. 

1.  L-5-Hydroxytryptophane  for  Use  in  Post-Hypoxic 
Myoclonus 

The  Commission  invited  a proposal  from  Melvin  H. 
Van  Woert,  Professor  of  Neurology  and  Pharmacology, 
Mount  Sinai  Medical  Center,  N.Y.,  on  this  investiga- 
tional drug.  The  proposal  was  favorably  reviewed  by 
four  outside  consultants  in  neurology  and  neurophar- 
macology, and  the  Commission  concurred  in  their  find- 
ings. Thereafter,  the  Commission  solicited  sponsorship 
of  additional  studies  based  on  a letter  which  included  a 
summary  of  the  scientific  review,  a statement  of  FDA 
requirements  for  approval  of  a new  drug  application, 
and  a press  release  announcing  the  favorable  recommen- 
dation of  the  Commission.  At  the  August  19,  1982 
meeting  of  the  Commission,  it  was  announced  that  a 
sponsor,  subsequently  identified  as  the  Bolar  Phar- 
maceutical Company,  of  Copiague,  N.Y.,  had  contacted 
FDA  expressing  its  willingness  to  undertake  additional 
studies  for  purposes  of  NDA  approval. 

2.  Triethylenetetramine  for  Use  in  Wilson’s  Disease 

On  the  basis  of  a patient  inquiry  by  a U.S.  citizen  con- 
cerning studies  of  this  compound  in  Cambridge, 
England,  the  Commission  invited  a proposal  from  J.M. 
Walshe,  M.D.,  the  principal  investigator.  Dr.  Walshe’s 
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proposal  was  favorably  reviewed  and  following  publica- 
tion of  FDA  requirements  in  the  Federal  Register, 
Merck  & Co.,  Inc.,  Rahway,  N.J.,  informed  the  Com- 
mission of  its  decision  to  conduct  the  necessary  studies 
to  obtain  NDA  approval. 

3.  Hematin  for  Use  in  Hepatic  Porphyria 

Dr.  Claude  Pierach,  of  Abbott-Northwestern 
Hospital,  in  Minneapolis,  MN,  submitted  a proposal  for 
commercial  development  of  this  blood  derivative  at  the 
Commission’s  request.  The  information  and  data  in  Dr. 
Pierach’s  proposal  were  favorably  reviewed  by  the  Com- 
mission and  shortly  thereafter,  based  on  earlier  in- 
quiries, Abbott  Laboratories,  North  Chicago,  IL,  in- 
dicated its  willingness  to  seek  a product  license  from  the 
FDA  in  order  to  make  the  product  commercially 
available. 

4.  The  “U”  Series  for  Use  in  Down’s  Syndrome 

This  proposal  was  submitted  by  Henry  Turkel,  M.D., 

of  Southfield.  MI.  The  “U”  series  is  a combination  of 
vitamins,  minerals,  enzymes  and  other  drugs  which  Dr. 
Turkel  has  used  in  the  treatment  of  Down’s  syndrome  for 
a number  of  years.  The  information  and  data  in  the  pro- 
posal were  subjected  to  rigorous  scientific  review  by  the 
Commission,  and  it  was  concluded  that  there  was  insuf- 
ficient evidence  of  the  efficacy  of  this  combination  for 
purposes  of  further  peer  review  by  outside  consultants. 
Dr.  Turkel  has  been  advised  that  additional  evidence  of 
efficacy  as  established  by  a controlled  clinical  trial  will 
be  needed  prior  to  further  review. 

5.  I131  Iodonorcholesterol  for  Use  in  the  Diagnosis  of 
Adrenal  Gland  Tumors 

This  proposal  was  submitted  to  the  Commission  by  the 
FDA,  and  was  favorably  recommended  for  further 
development.  The  proposal  included  a statement  of  re- 
quirements for  purposes  of  NDA  approval.  The  prin- 
cipal investigator,  William  H.  Beierwaltes,  M.D.,  of  the 
University  of  Michigan,  and  Mallinckrodt,  Inc.,  the  pa- 
tent holder  for  this  compound  were  contacted  by  the 
Commission.  Negotiations  for  commercial  development 
are  currently  under  way  between  these  parties. 

6.  Cysteamine  and  Phosphocysteamine  for  Use  in 
Nephropathic  Cystinosis 

These  two  substances  have  been  used  in  clinical 
studies  by  Dr.  Jess  G.  Thoene  and  his  colleagues  since 
1978.  The  Commission  was  contacted  to  assist  in  the 
procurement  of  additional  supplies  of  cysteamine  for  use 
in  ongoing  studies  when  it  appeared  that  the  material 
would  no  longer  be  available  to  complete  the  studies. 
Prior  to  any  need  for  Commission  action,  FDA  an- 
nounced that  it  had  made  arrangements  with  a sponsor 
to  provide  the  necessary  funds  for  Dr.  Thoene  to  obtain 
sufficient  quantities  of  cysteamine  to  continue  his 
studies.  The  original  proposal  was  withdrawn  until  such 
time  as  commercial  sponsorship  of  an  NDA  is  re- 
quested. In  the  meantime.  Dr.  Thoene  has  submitted  a 
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second  request  for  supplies  of  a derivative,  phospho- 
cysteamine,  which  he  plans  to  use  in  a small  cohort  of 
patients.  The  Commission  is  now  in  the  process  of  iden- 
tifying a manufacturer  for  preparation  of  this  derivative 
and,  thereafter,  will  solicit  sponsorship  of  its  purchase 
for  Dr.  Thoene’s  studies. 

7.  Acethydroxamic  Acid  for  Use  in  the  Prevention 
and  Dissolution  of  Infection-Induced  Urinary  Stones 

The  Commission  met  with  Donald  P.  Griffith,  M.D., 
of  Baylor  University,  at  his  request  to  discuss  the  status 
of  his  research  prior  to  submission  of  a formal  proposal. 
Dr.  Griffith  informed  the  Commission  that  he  was 
prepared  to  submit  an  NDA  based  on  the  completion  of 
a 23-month  phase  III  study  and  would  probably  do  so  in 
the  near  future.  The  Commission  was  also  informed  that 
the  dosage  formulations  of  the  drug  used  in  clinical  trials 
were  provided  by  a small  manufacturer  under  considera- 
tion by  Dr.  Griffith  for  commercial  production  pending 
NDA  approval.  The  Commission  indicated  its  will- 
ingness to  seek  a commercial  sponsor,  but  suggested  that 
in  view  of  the  advanced  state  of  his  research,  it  might  be 
more  expeditious  for  Dr.  Griffith  to  seek  his  own  spon- 
sor. Dr.  Griffith  was  requested  to  fully  outline  his  plans 
for  further  development  of  the  compound  in  a formal 
proposal  which  was  to  include  all  information  and  data 
for  purposes  of  peer  scientific  review.  Such  a proposal 
has  not  been  forthcoming. 

8.  The  Syncardon 

A device  used  in  the  treatment  of  arteriolar  occlusive 
disease.  This  proposal,  submitted  by  Dr.  Joel  S. 
Steinberg,  is  currently  under  review  by  the  Commis- 
sion, and  a recommendation  will  be  forthcoming  pend- 
ing further  study  and  possible  review  by  outside 
consultants. 

9.  Alpha-Galactosidase 

An  enzyme  proposed  for  use  in  Fabry's  disease  — a 
rare  genetic  disease.  This  proposal  was  submitted  by  Dr. 
Jary  S.  Mayes,  of  the  University  of  Oklahoma,  and  is 
now  in  the  initial  stages  of  review  by  the  Commission. 

In  addition  to  the  above  formal  proposals,  the  Com- 
mission has  received  a number  of  inquiries  concerning 
the  investigational  compounds  and  devices  listed  below. 


1 . Fucidic  acid,  an  antibiotic  marketed  in  Europe  by  Leo 
Pharmaceutical  Products,  Ltd.  for  use  in  staphylo- 
coccal-resistant infections. 

2.  L-Phenylalanine  Ammonia  Lyase  (PAL),  an  enzyme 
that  may  be  useful  in  the  treatment  of  phenyl- 
ketonuria, a rare  metabolic  disease,  submitted  by  the 
Salk  Institute  Biotechnology/Associates,  Inc. 

3.  Dinitrochlorobenzene,  a compound  used  in  various 
dermatological  diseases,  submitted  by  Larry  E. 
Millikan,  M.D.,  of  Tulane  University. 

4.  Antithrombin  III,  C-l  Esterase  Inhibitor,  and  Alpha 
Anti-Trypsin  Inhibitor  for  use  in  treatment  of  plasma 
protein  deficiency  diseases.  These  substances  are  cur- 
rently under  investigation  by  the  American  National 
Red  Cross  and  by  pharmaceutical  firms  engaged  in 
the  development  and  marketing  of  blood  fractionation 
products.  The  inquiry  was  submitted  by  John  A.  Pen- 
ner,  M.D.,  of  the  University  of  Michigan. 

5.  A highly  adsorptive  form  of  activated  charcoal  for 
possible  use  in  accidental  poisoning.  Some  ex- 
perimental studies  have  been  conducted  in  animals, 
but  there  are  no  data  concerning  its  use  in  human  sub- 
jects. Its  availability  was  brought  to  the  attention  of 
the  Commission  by  Peter  Wolkonsky,  M.D.,  of  the 
Standard  Oil  Company  of  Indiana. 

Two  inquiries  concerning  possible  new  uses  of 
marketed  drugs  for  rare  disease  indications  have  been 
referred  to  the  firms  holding  an  approved  NDA  pursuant 
to  Commission  policy.  One  inquiry  concerning  reim- 
bursement for  investigational  procedures,  including 
drugs  and  devices,  by  health  insurance  carriers  was  not 
considered  within  the  scope  or  charter  of  the  Commis- 
sion’s activities. 

The  Future 

As  the  Commission  begins  the  second  year  of  its  ex- 
istence, it  is  evident  that  progress  has  been  made.  Its  ef- 
forts will  be  continued  and  expanded  in  the  year  ahead 
in  order  to  meet  unfulfilled  needs  in  the  quest  for  new 
drugs  and  devices  judged  to  be  useful  in  the  diagnosis, 
prevention  and  treatment  of  rare  diseases.  The  Commis- 
sion earnestly  solicits  the  cooperation  of  all  concerned  in 
the  task  which  is  before  us. 
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COMMITTEE  SERVICE  QUESTIONNAIRE 
Connecticut  State  Medical  Society 


Early  in  1984  the  Councilors  from  the  eight  constituent  county  medical  associations  assume  the  responsibility  of 
selecting  members  of  the  Society  to  participate  in  the  various  activities  of  the  Society  listed  below.  In  making  these 
selections  it  is  of  importance  to  choose  physicians  who  are  not  only  willing  and  able  to  serve  but  also  who  are  known 
to  have  an  interest  in  the  work  of  the  group  to  which  they  may  be  assigned.  In  order  to  enable  this  office  to  furnish 
the  Councilors  with  a compilation  of  those  who  desire  to  be  considered  for  committee  service,  all  members  are  asked 
to  indicate  by  number  in  order  of  preference  (not  more  than  three)  opposite  your  choice  in  the  questionnaire  below 
and  return  same  to  the: 


Executive  Director's  Office 
160  St.  Ronan  Street 
New  Haven,  CT  0651 1 

Your  cooperation  will  be  appreciated. 


Medical  Education 

□ Committee  on  Continuing  Medical  Education 

□ Committee  on  Program  of  the  Scientific  Assembly 

Medical  Economics 

□ Committee  on  Insurance 

□ Committee  on  Professional  Liability 

□ Committee  on  Third  Party  Payments 

Professional  Relations 

□ Judicial  Committee 

Public  Affairs  and  Communications 

□ Editorial  Committee  of  "Connecticut  Medicine” 

□ Committee  on  Legislation 

□ Committee  on  Public  Relations 

Scientific  and  Socio-Environmental  Medicine 

□ Committee  on  Emergency  Medical  Services 

□ Cancer  Coordinating  Committee 

□ Committee  on  Drug  Abuse  Educational  Programs 

□ Committee  on  Maternal  Morbidity  and  Mortality 

□ Committee  on  Medical  Aspects  of  Sports 

□ Committee  on  Mental  Health 


□ Committee  on  Organ  and  Tissue  Transfers 

□ Committee  to  Study  Perinatal  Morbidity  and 
Mortality 

□ Committee  on  Public  Health 

□ Committee  on  Statewide  Medical  Planning 

Representatives  and  Advisors 

□ Committee  on  Allied  Medical  Services 

□ Committee  on  Hospitals 

□ Committee  on  Cooperation  with  the  Medical  Schools 
of  Connecticut 

□ Liaison  Committee  with  Connecticut  Pharmaceutical 
Association 

□ Liaison  Committee  with  State  Department  of  Income 
Maintenance 

□ Representatives  to  Connecticut  Advisory  School 
Health  Council 

□ Delegates  to  Connecticut  Public  Health  Association, 
Inc. 

□ Delegates  to  Connecticut  Nutrition  Council 

□ Delegates  to  Council  of  New  England  State  Medical 
Societies 


Please  Return  by  January  10,  1984 


Signed: 


(Please  Print) 


M.D. 


Office  Address: 
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The  President’s  Page 

Health  Care  Coalitions,  Partners  or  Adversaries? 


Acting  in  accordance  with  the  Tax  Equity  and  Fiscal  Respon- 
sibility Act  of  1982  which  the  President  signed  into  Law, 
the  Connecticut  State  Medical  Society  established  a statewide 
Peer  Review  Organization  which  was  incorporated  in  August, 
1983.  While  the  law  mandated  that  the  organization  be  com- 
posed of  a substantial  number  of  licensed  doctors  of  medicine 
engaged  in  the  practice  of  medicine,  the  State  Medical  Society 
in  a spirit  of  cooperation,  invited  the  business  community 
and  third  party  payors  to  join  them  in  a coalition  to  participate 
in  this  effort  to  help  control  rising  health  care  costs. 

In  addition  to  establishing  PROs.  this  law,  (PL97-248)  also  established  a prospective 
payment  plan  for  hospital  inpatient  services.  Both  of  these  provisions  applied  to  federally 
funded  patients  only,  with  no  obligation  to  extend  them  to  the  private  sector.  Nevertheless, 
we  physicians  did  prepare  to  extend  them  to  other  interested  parties,  because  in  spite  of 
comments  by  others  to  the  contrary,  the  medical  community  is  concerned  about  cost  con- 
tainment and  is  anxious  to  provide  cost-effective  quality  care  to  patients. 

With  the  implementation  of  a prospective  payment  plan  for  Medicare  and  Medicaid  pa- 
tients, concern  on  the  part  of  the  private  insurers  that  the  hospitals  might  shift  costs  to 
their  subscribers  was  readily  understandable.  The  stated  desire  by  the  business  communi- 
ty to  work  with  interested  providers,  third  party  payers,  and  others  in  the  development 
of  appropriate  solutions  to  the  health  cost  management  problem  was  therefore  a further 
indication  that  they  too  were  interested  in  cooperation. 

However,  it  came  as  something  of  a surprise  to  learn  that  the  CBIA,  (Connecticut  Business 
and  Industry  Association),  comprising  part  of  the  same  business  community  that  we  had 
invited  to  join  us,  had  formed  their  own  health  care  coalition  but  with  the  purposeful  ex- 
clusion of  participation  by  physicians.  Furthermore,  when  the  Hartford  Courant  quoted 
CBIA’s  chairman  Mr.  Worth  Loomis,  as  saying  “We  want  the  system  changed  so  we  have 
real  power  over  the  hospitals.  That's  the  only  way  we  can  get  at  the  doctors,”  physicians 
in  Connecticut  might  well  now  question  who  our  friends  are. 

The  task  of  providing  quality  health  care  at  a reasonable  cost  to  all  Americans  is  a for- 
midable one.  We  have  extended  our  hands  to  all  parties  to  work  together  in  addressing 
this  problem.  We  and  we  alone  have  the  expertise  in  actual  patient  care.  For  the  business 
community  to  give  lip  service  to  cooperation  and  then  take  it  upon  themselves  to  go  it 
alone,  not  only  questions  their  credibility,  but  is  doomed  to  failure. 

There  is  still  time  to  redress  differences  and  proceed  together.  Hopefully,  they  will  not 
miss  the  opportunity  to  try  again. 

Daniel  W.  Doctor,  M.D. 

President 


VOLUME  47,  NO.  12 


795 


If  you  could  examine  professional  liability  insurance 
the  way  you  examine  your  patients . . . 

the  choice  would  be  clear. 


Professional  liability  insurance  programs  are  not  created  equal.  When  you  choose  a 
program  to  protect  your  practice,  you  want  to  be  sure  you’re  getting  the  very  best  coverage 
available-  and  that’s  exactly  what  you  get  with  your  County  Association/CSMS-sponsored 
Physicians  Protection  Program  from  CNA  Insurance. 

For  example,  claims  handling  is  one  important  feature  which  makes  this  association- 
sponsored  program  the  clear  choice.  As  an  insured  member  of  the  program,  any 
professional  liability  claim  brought  against  you  is  fully  evaluated  by  a county-based  Claim 
Review  Committee.  Comprised  of  physicians  like  yourself,  and  including  any  needed 
specialists  in  the  particular  medical  field  concerning  the  claim,  this  committee  will  provide 
expert  appraisal  of  medical  facts.  In  no  case  will  CNA  ever  settle  a claim  without  your 
prior  consent. 

Find  out  more  reasons  why  the  Physicians  Protection  Program  from  CNA  is  the  clear 
choice  of  your  County  Association  and  the  CSMS.  You’ll  find  it’s  the  clear  choice  for  you, 
too!  Contact  your  local  CNA  agent  or  program  administrator  today. 

Program  Administrator: 

Joseph  Flynn 

AAW  Physician  Plans,  Inc. 

225  Spring  Street 
Wethersfield,  Connecticut  06109 
(230)563-8111 

Your  association/society-sponsored  CNA  Physicians  Protection  Program  is  underwritten  by 
Continental  Casualty  Company,  one  of  the  CNA  Insurance  Companies. 


GVA 
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Reflections  from  the  Dean’s  Office 

Nothing  but  Money 


ROBERT  U.  MASSEY,  M.D. 


In  all  the  talk  about  how  medical  care  is  to  be  paid  for, 
there  seems  to  be  an  assumption,  if  not  a thorough-going 
conviction,  that  doctors  and  hospitals  are  driven  largely 
by  financial  self-interest.  Twenty  years  ago  most  of  us 
would  have  rejected  that;  we  would  have  asserted  that 
physicians  are  moved  by  altruism,  a commitment  to  ser- 
vice, a pride  in  their  craft.  Nowadays  the  economic 
motivation  of  doctor  behavior  is  admitted  without  a 
blush;  there  are  even  those  who  seem  not  to  sense  that 
medicine  for  profit  will  always  present  ethical  problems. 
The  medical-industrial  complex  described  by  Arnold 
Reiman  1 three  years  ago  has  grown,  as  he  predicted  it 
would,  and  now  may  account  for  20  percent  of  the  total 
work  of  medical  care.  When  investor-owned  medical 
services  control  one-fifth  of  the  market,  it  is  not 
fashionable  to  argue  that  profit  making  in  medicine  is  in 
poor  taste,  if  not  downright  unethical.  I have  found  that 
some  of  my  colleagues  doubt  my  seriousness  when  I 
suggest  that  my  main  worry  about  proprietary  hospitals 
has  to  do  with  the  ethical  issues,  although  they  are  quite 
prepared  to  accept  that  investor-owned  medical  services 
may  be  more  expensive,  may  foster  overuse,  or  may 
select  the  more  profitable  cases  for  treatment,  leaving 
the  poor  and  the  very  sick  to  voluntary  hospitals  who  are 
already  in  financial  trouble.  That  is  only  good  business, 
what  the  stockholders  have  a right  to  expect.  These  all 
seem  to  be  financial  issues,  not  ethical  ones;  in  fact,  we 
appear  to  have  fallen  into  the  "nothing  but"  way  of  think- 
ing about  economics,  just  as  in  the  heyday  of  Freud,  we 
declared  that  all  human  behavior  was  nothing  but  sex, 
or,  now  that  Freud  is  passe,  nothing  but  biochemistry. 

They  seem  to  be  confessing  that  what  makes  us  run  is 
nothing  but  greed.  A hospital  trustee  recently  told  me 
that  he  was  resigning  from  the  board  because  "all  they 
talk  about  is  money.”  In  an  earlier  and  simpler  time,  I 
recall  a hospital  director  saying  that  whenever  the  talk 
comes  to  money,  all  other  values  fly  out  the  window. 

A second  year  medical  student  planning  to  attend  the 


ROBERT  U.  MASSEY,  M.D.,  Professor  and  Dean,  School  of 
Medicine,  University  of  Connecticut  Health  Center, Farmington. 


meeting  of  the  student  section  of  the  AMA  said  that,  in 
his  view,  the  matter  of  greatest  concern  for  him  and  his 
fellow  students  was  that  medicine  looked  like  it  was  tur- 
ning into  a business.  A legal  scholar  and  ethicist,  speak- 
ing to  our  students  and  faculty,  declared  that  doctors  and 
hospitals  were  leaving  many  of  their  most  important 
decisions  to  the  lawyers  and  the  financial  men,  giving  up 
the  high  ground  which  only  they  had  the  right  to  occupy. 

If  proprietary  nursing  homes,  surgicenters, 
emergicenters,  investor-owned  hospitals  are  all  right 
(with  proper  safeguards  for  academic  freedom,  of 
course),  why  not  proprietary  medical  schools?  They 
could  be  called  academicenters;  tuition  levels,  as  well  as 
their  stock  prices,  would  be  tied  to  the  students'  National 
Board  scores,  or  to  their  performance  in  the  match,  and 
ultimately  to  their  average  income  ten  years  after 
graduation.  Financial  expertise,  marketing  skills, 
management  know-how,  and  capital  would  not  be  wan- 
ting in  an  international  industry  with  diversified 
holdings,  and  who  is  to  say  that  the  product  would  not 
be  first-rate  or  the  paying  public  well  served? 

There  may  be  a question  as  to  whether  the  patient's  in- 
terest always  takes  precedence  over  the  public's  interest; 
there  should  be  no  question  that  the  patient's  interest 
always  takes  precedence  over  the  investor's  interest.  But 
of  course  you  can’t  run  a business  that  way,  at  least  not 
all  the  time. 

We  are  becoming  confused  about  the  distinction  bet- 
ween a profession  and  a business;  "our  sales  people  are 
professionals,”  we  hear  on  the  used  car  lots;  and  “our 
hospital  must  do  a better  job  of  marketing  to  capture  its 
market  share,”  we  hear  in  the  board  room.  After  all, 
with  1984  only  a few  days  away,  maybe  we  shouldn't  be 
surprised  at  doublethink;  you  recall  the  definition:  “—the 
power  of  holding  two  contradictory  beliefs  in  one's  mind 
simultaneously,  and  accepting  both  of  them. 

REFERENCES 
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Why  do  more  than  2,800  Connecticut 
physicians  participate  in 


the  Century  Plan? 


They  looked  at  the  facts. 


And  they  liked  what  they  saw. 

They  appreciated  the  convenience 
of  Blue  Cross  & Blue  Shield's  policy 
of  direct  payment  for  covered  services 
to  Century  Plan  participating  providers 
- a feature  not  readily  available  in 
other  health  coverage  plans. 

The  fact  that  Blue  Cross  & Blue 
Shield  finances  the  health  care  of 
over  half  the  population  of  Connecti- 
cut really  impressed  them.  They 
recognized  this  is  especially  significant 
during  a tight  economy  when  cost- 
conscious  subscribers  tend  to  select 
participating  providers. 

Why  do  more  than  2,800  Connecti- 
cut physicians  participate  in  the  Cen- 
tury Plan?  They  liked  what  they  saw. 


If  you'd  like  more  information 
regarding  participation,  call  our  Pro- 
fessional Relations  Department  at 
toll-free  1-800-922-1742,  ext.  202 
or  in  the  New  Haven  area  265-8202, 
or  write  to  Professional  Relations  De- 
partment, Blue  Cross  & Blue  Shield 
of  Connecticut,  370  Bassett  Road, 
North  Haven,  CT  06473. 


Blue  Cross 
Blue  Shield 

of  Connecticut 
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LAW,  MEDICINE  AND  PUBLIC  POLICY 


Connecticut’s  Informed  Consent  Case 

JOSEPH  M.  HEALEY,  J.D. 


Recently,  the  Connecticut  Supreme  Court  addressed 
what  has  become  one  of  the  more  interesting  and  con- 
troversial issues  in  medical  law.  In  the  case  of  Logan  v. 
Greenwich  Hospital  Association , 1 the  Court  examined 
the  problem  of  informed  consent.  At  issue  was  the  extent 
of  a physician’s  duty  to  discuss  alternatives  with  a patient 
contemplating  a surgical  procedure.  The  result  of  the 
Court’s  review  is  Connecticut’s  first  thorough  considera- 
tion of  informed  consent  as  a basis  for  the  malpractice 
liability  of  a physician.  Since  this  case  is  likely  to  serve 
as  the  cornerstone  for  further  development  of  this  area 
of  the  law,  it  is  important  for  Connecticut  physicians  to 
understand  its  key  elements. 

The  case  is  made  complicated  by  the  presence  of  four 
defendants:  a hospital  and  three  physicians  (an  internist, 
a urologist,  and  a radiologist).  A patient,  diagnosed  as 
suffering  from  systemic  lupus  erythematosis,  was  ad- 
vised by  her  attending  physician  (the  internist)  to 
undergo  a kidney  biopsy  to  determine  the  extent  of  lupus 
involvement  in  her  kidneys.  Though  he  explained  the 
operation  in  a general  way  and  described  some  signifi- 
cant risks,  the  internist  did  not  discuss  the  alternative  of 
an  open  biopsy  because  he  did  not  consider  that  pro- 
cedure, which  would  require  an  incision  and  general 
anesthesia,  advisable.  Likewise,  the  urologist  did  not 
consider  the  open  biopsy  to  be  a viable  alternative  for  the 
patient  because  of  the  greater  risk  of  complications.  In- 
itial closed  biopsy  efforts  failed  to  provide  an  adequate 
specimen.  During  a second  effort,  the  patient  experi- 
enced severe  pain  and  the  needle  was  withdrawn  before 
the  tissue  specimen  could  be  obtained.  During  ab- 
dominal surgery  three  days  later  to  ascertain  the  cause 
of  the  pain,  it  was  discovered  that  the  patient’s  gall  blad- 
der had  been  punctured.  It  was  subsequently  removed 
and  the  patient  filed  suit  claiming  negligence  for  failure 
to  obtain  informed  consent  to  the  biopsy.  The  Court 
directed  a verdict  for  the  defendant  hospital  and  for  one 
of  the  three  doctors  (the  radiologist).  The  jury  returned 
a verdict  for  the  other  two  doctors.  The  patient  appealed, 
claiming  among  other  things,  that  the  trial  court  had  in- 
structed the  jury  improperly  that  the  duty  of  a physician 


JOSEPH  M.  HEALEY,  J.D.,  Associate  Professor,  Department  of 
Community  Medicine  and  Health  Care,  University  of  Connecticut 
School  of  Medicine,  Farmington,  CT. 


to  advise  a patient  of  possible  alternatives  in  obtaining  an 
informed  consent  to  a contemplated  operative  procedure 
does  not  require  the  disclosure  of  a more  hazardous 
alternative.  The  Supreme  Court  of  Connecticut  affirmed 
the  direction  of  a verdict  for  the  hospital  and  the 
radiologist  and  also  affirmed  the  jury  verdict  for  the  in- 
ternist. The  Court,  however,  agreed  with  the  patient’s 
claim  of  error  in  the  jury  instruction  and  ordered  a new 
trial  limited  to  the  absence  of  informed  consent  theory 
against  the  urologist.  It  is  this  issue  which  was  the 
primary  focus  of  the  Court’s  opinion. 

In  its  decision,  the  Court  reviewed  the  development  of 
the  theory  of  informed  consent  in  the  United  States  with 
particular  emphasis  on  the  past  decade.  Traditionally, 
the  physician’s  duty  to  disclose  risks  and  alternatives  was 
determined  in  the  same  manner  as  the  standard  was 
determined  in  any  malpractice  case  — by  expert  medical 
testimony  establishing  acceptable  practice  in  the  medical 
community.  However,  beginning  with  three  1972 
cases,2  there  has  been  a shift  away  from  this  medical 
community  standard  and  toward  a lay  standard  of 
disclosure.  The  basis  for  this  shift  was  described  by  the 
Connecticut  Supreme  Court: 

"The  incongruity  of  making  the  medical  profession 
the  sole  arbiter  of  what  information  was  necessary  for 
an  informed  decision  to  be  made  by  a patient  concern- 
ing his  own  physical  well-being  has  led  to  various 
judicial  and  legislative  attempts  within  the  last  decade 
to  define  a standard  tailored  to  the  needs  of  the  patient 
but  not  unreasonably  burdensome  upon  the  physician 
or  wholly  dispensing  with  the  notion  that  ‘doctor 
knows  best’  in  some  situations.  While  the  essential 
ambivalence  between  the  right  of  the  patient  to  make 
a knowledgeable  choice  and  the  duty  of  the  doctor  to 
prescribe  the  treatment  his  professional  judgment 
deems  best  for  the  patient  has  not  been  fully  resolved, 
the  outline  has  begun  to  emerge.”3 
Further  discussion  of  this  case  will  continue  next 
month. 
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A summary  of  AMA,  medical 

A proposal  to  merge  the  three  medical  depart- 
ments of  the  armed  forces  into  a single  Defense  Dept, 
health  agency  could  result  in  operational  problems  and 
damage  to  service  morale,  the  AMA  said  in  a letter  to 
Secretary  Caspar  Weinberger.  The  AMA  also  ex- 
pressed concern  that  creation  of  a defense  health 
agency  could  reduce  graduate  training  positions. 

Twenty  physician-owned  professional  liability 
companies  increased  rates  during  the  three  billing 
periods  since  1980,  according  to  a poll  conducted  by 
the  American  Medical  Assurance  Co.  Half  of  the  20 
companies  increased  rates  in  each  of  the  three  years, 
and  six  raised  premiums  in  two  out  of  the  three  years. 
Increases  ranged  from  10%  to  99%  on  a compounded 
basis.  The  average  increase  over  the  three  years 
was  47%. 

A City  ordinance  making  electroconvulsive  therapy 
a misdemeanor  in  Berkeley,  Calif.,  was  invalidated  by 
an  Alameda  County  Superior  Court  judge.  The  AMA 
and  the  California  Medical  Assn,  jointly  filed  an  amicus 
curiae  brief  in  a lawsuit  brought  by  the  American 
Psychiatric  Assn,  and  other  psychiatric  organizations  to 
challenge  the  ordinance.  In  their  brief,  the  AMA  and  the 
CMA  argued  that  the  ordinance  exceeded  the  city’s  au- 
thority to  legislate.  The  brief  also  raised  arguments  relat- 
ing to  the  right  to  privacy  and  the  right  to  consent 
to  a recognized  medical  treatment. 

Twenty  more  Patient  Medication  Instruction  sheets 
are  now  available  from  the  AMA,  bringing  the  total  to  60. 
PMI  sheets,  bound  in  pads  of  100,  are  designed  to  aug- 
ment oral  communications  on  drug  therapy  between  pa- 
tients and  physicians.  For  the  first  time,  the  AMA  is  issu- 
ing PMI  sheets  for  over-the-counter  pharmaceutical 
products  other  than  insulin:  antihistamines  used  for  mo- 
tion sickness,  allergies,  and  insomnia;  bronchodilator 
aerosols;  aspirin,  and  acetaminophen.  The  PMI  pro- 
gram is  sponsored  by  the  AMA  Education  and  Research 
Foundation.  The  minimum  order  for  PMIs  is  10  pads  for 
$5,  prepaid  to  AMA  Order  Dept.,  PO.  Box  8052,  Rolling 
Meadows,  III.  60008. 

“Talk  to  your  children  about  talking  to  strangers"  is 
the  theme  of  a 30-second  public  service  announcement 
distributed  by  the  AMA  to  500  television  stations.  At 
least  20%  of  the  stations  had  aired  the  spot  within  the 
first  two  weeks. 
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& health  news 

A freeze  on  Medicare  payments  and  mandatory  as- 
signment, as  proposed  by  the  House  Ways  and  Means 
Health  Subcommittee,  would  reduce  the  number  of 
physicians  who  participate  in  Medicare,  said  AMA  Pres- 
ident Frank  J.  Jirka  Jr.,  MD  The  result  would  be  a loss  of 
choices  for  the  elderly,  he  said.  The  subcommittee  pro- 
posal would  roll  back  Medicare  s prevailing  charge  limits 
on  Jan.  1, 1984,  to  those  in  effect  before  July  1 , 1983,  and 
hold  them  at  that  level  until  July  1,  1984.  It  would  also 
require  that  the  physician  accept  assignment  for  all  ser- 
vices to  Medicare  inpatients.  ‘‘While  we  oppose  an  arbi- 
trary freeze,  a six-month  freeze  is  better  than  a one-year 
freeze  and  is  consistent  with  a six-month  Social  Security 
benefit  delay,”  Dr.  Jirka  said.  “But  dictating  mandatory 
assignment  is  a break  with  the  original  Medicare  prom- 
ise of  1965." 

An  AMA  budget  for  the  1984  fiscal  year  with  proj- 
ected revenues  of  $111,500,000  and  operating  ex- 
penses of  $110,100,000  was  approved  by  the  Board  of 
Trustees.  It  calls  for  the  commitment  of  some  $5.8  mil- 
lion to  increase  the  Association’s  emphasis  on  various 
programs.  Increases  will  include  $1 ,050,000  for  publica- 
tions (which  will  be  offset  by  increased  advertising  rev- 
enue), $800,000  for  personal  and  public  health  policy 
activities;  $870,000  for  communications  with  member- 
ship and  the  Federation;  $260,000  for  expansion  of  sur- 
vey and  physician  masterfile  activities;  $260,000  for  the 
Health  Policy  Agenda  for  the  American  People  project; 
$250,000  for  members’  retirement  plan  activities;  and 
$1,440,000  for  other  activities.  The  AMA’s  fiscal  year 
begins  Dec.  1 

The  major  source  of  AMA  revenue  in  fiscal  year 
1984  will  be  membership  dues,  which  are  expected  to 
total  $51,060,000,  up  from  $48,500,000  projected  for 
this  year.  Dues-paying  membership  is  expected  to  be 
216,700,  including  158,300  regular  members,  28,400 
housestaff  members,  and  30,000  medical  student 
members.  The  next  largest  source  of  revenue  is  proj- 
ected to  be  $25,920,000  from  advertising,  up  from  a 
projected  1983  total  of  $24,400,000. 

Child  Abuse  and  drunk  driving  will  be  the  foci  of  the 
AMA  Auxiliary’s  nationwide  program  to  promote  good 
health.  The  “Shape  Up  for  Life"  campaign  will  promote 
public  awareness  and  prevention  of  these  problems  with 
two  new  brochures:  Child  Abuse  Prevention  and  Drink- 
ing and  Traffic  Safety. 
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EDITORIALS 

Accommodating  to  a New  Era 

The  implementation  of  the  “Diagnosis  Related  Group" 
(DRG)  method  of  paying  hospitals  for  in-patient  care  in- 
troduces a new  era  in  medicine,  one  with  important  im- 
plications for  medical  practitioners  and  medical 
educators.  We  must  all  adapt  to  the  changing  conditions. 
Although  the  system  applies  only  to  25%  of  Medicare 
patients  at  present,  during  the  “phase  in”  period,  soon  all 
Medicare  patients  will  be  covered.  It  probably  won't  be 
long  before  non-Medicare  hospitalization  is  paid  for  on 
this  basis,  and  similar  changes  in  payment  for  office  care 
are  contemplated. 

The  new  system  is  clearly  intended  to  affect  the  costs 
of  all  health  care.  First  the  federal  government  is  anx- 
ious to  stop  the  hemorrhage  of  federal  dollars  going  to 
pay  Medicare  costs.  But  that  is  only  the  beginning  of  the 
story.  Since  hospitals  are  no  longer  going  to  be  “reim- 
bursed" for  their  costs,  whatever  they  are,  ad- 
ministrators can  no  longer  accept  the  level  of  expen- 
diture for  drugs,  tests,  hospital  days,  etc,  as  they  are 
ordered  by  physicians,  without  considering  the  implica- 
tions of  these  “orders”  for  the  hospital’s  budget.  The 
freedom  of  action  of  physicians  will  then  be  limited.  The 
full  implications  of  this  change  in  payment  to  hospitals 
will  become  clear  to  us  only  gradually,  as  we  begin  to 
feel  the  economic  squeeze  brought  about  by  the  new 
system,  and  they  deserve  more  discussion  among  physi- 
cians and  medical  educators  than  we  have  heard  thus  far. 

Educational  sessions  intended  to  prepare  physicians 
for  the  implementation  of  the  DRG  method  of  hospital 
payment  have  concentrated  on  the  technicalities  of  im- 
plementation, emphasizing  the  diagnostic  classification 
of  patients.  Although  weaknesses  in  the  classification 
system  are  readily  apparent,  practicing  physicians  will 
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have  little  opportunity  to  bring  about  changes  at  this 
time.  We  suspect  that  there  is  little  chance  of  any 
change,  regardless  of  flaws,  since  the  objective  of  the 
system  is  to  control  cash  flow  and  the  present  design  can 
achieve  that  goal.  The  only  conclusion  that  we  can  draw 
from  discussions  of  the  classification  system  is  that  ac- 
curacy of  diagnosis  is  more  important  than  ever,  and  that 
any  attempt  to  “beat  the  system"  by  inaccurate  labeling 
of  patients  is  not  only  doomed  to  failure  in  the  long  run, 
but  may  actually  harm  the  total  payment  available  to  a 
hospital  when  the  system  is  modified  in  the  future  on  the 
basis  of  initial  experience. 

Hospital  utilization  per  1,000  population  is  con- 
siderably higher  in  the  U.S.  than  in  other  Western  coun- 
tries. The  reason  for  this  higher  rate  of  hospital  use  is 
not  readily  apparent,  and  health  statistics  do  not  show  an 
apparent  benefit.  Underlying  the  DRG  system  is  a con- 
certed effort  to  reduce  the  number  of  acute-care  hospital 
beds  available,  forcing  a change  in  the  pattern  of  hospital 
use  in  the  U.S.  That  objective  can  be  achieved  by  caus- 
ing hospitals  to  reduce  acute-care  beds  or  to  go  bankrupt 
as  costs  exceed  earnings  with  the  new  system  of 
payments.  As  one  bureaucrat  put  it,  many  hospitals  are 
going  to  go  “belly-up.” 

Before  hospitals  fail  financially,  they  will  attempt  to 
survive  by  controlling  costs.  The  main  concern  of  physi- 
cians will  center  on  maintaining  quality  of  care  during 
this  era.  Economic  considerations  have  already  caused  a 
considerable  change  in  the  way  medicine  is  practiced; 
for  example  elective  admissions  for  diagnostic  workup 
are  rare  today.  Patterns  of  care  in  many  subspecialties, 
have  changed  enormously  in  recent  years.  Hyper- 
thyroidism is  rarely  seen  in  hospitals  today;  few'  en- 
docrine work-ups  require  hospitalization,  and  the  same 
is  true  in  many  other  fields.  Only  when  patients  are 
seriously  ill,  requiring  nursing  care  which  cannot  be  ar- 
ranged at  home,  or  procedures  which  require  hospital 
facilities,  will  patients  be  admitted,  and  even  that  pattern 
may  have  to  change  considerably.  Hospitals  may  evolve 
into  almost  pure  intensive  care  units;  patients  who  do  not 
require  that  level  of  care  may  not  be  admitted. 
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The  implication  of  the  cost  controlling  measures  for 
medical  education,  particularly  at  the  graduate  and  con- 
tinuing education  levels,  deserves  far  more  thought  than 
it  has  received  thus  far.  A reorientation  of  teaching  back 
to  the  basics,  with  emphasis  on  the  traditional  history 
and  physical  examination,  and  careful  consideration  of 
the  differential  diagnosis  and  the  sequential  ordering  of 
indicated  laboratory  tests,  have  become  more  important 
than  ever.  The  phenomenon  known  as  clinical  judgment 
is  about  to  have  a rebirth  in  both  clinical  education  and 
practice.  As  we  enter  this  new  era,  let  us  focus  on  the 
benefits  which  will  derive  from  these  cost-containment 
efforts,  both  in  terms  of  emphasizing  our  clinical  skills 
while  using  procedures  judiciously  and  in  maintaining 
high  standards  of  practice. 

There  have  been  many  discussions  regarding  savings 
which  can  result  from  decreased  use  of  diagnostic  tests. 
In  discussing  controlling  of  costs  in  medical  care,  un- 
necessary laboratory  tests  have  been  a major  subject  of 
discussion.  However,  the  actual  expenditure  by 
laboratory  medicine  is  such  a small  part  of  the  hospital's 
total  budget  (roughly  10%  in  most  instances)  that  the 
savings  which  can  be  realized  through  a great  deal  of  ef- 
fort is  small.  Utilization  of  other  facilities,  especially  ex- 
pensive radiological  and  nuclear  medicine  procedures, 
does  warrant  more  careful  scrutiny  in  our  opinion. 

Rethinking  of  the  curriculum  of  our  residency  pro- 
grams is  clearly  needed.  For  years  there  have  been  at- 
tempts to  strengthen  out-patient  teaching.  As  we  are 
forced  to  render  medical  care  more  and  more  on  an  out- 
patient basis,  because  of  unavailability  of  hospital  beds, 
teaching  programs  will  have  to  evolve  still  further,  in 
order  the  provide  the  clinical  experience  necessary  for 
educational  purposes,  and  to  reorient  physician's  func- 
tions toward  greater  care  of  patients  outside  of  hospitals. 

Physicians,  like  other  established  professions,  will 
tend  to  resist  change,  despite  the  fact  that  change  is  oc- 
curring more  frequently  than  it  has  in  the  past.  Many  can 
remember  the  hair-pulling  and  predictions  of  dire  out- 
come of  Medicare,  and  more  recently  of  professional 
advertisements  and  HMO's.  The  profession  weathered 
these  storms.  We  are  of  the  opinion  that  medical  care  in 
Connecticut  is  superb,  perhaps  as  good  as  anywhere  in 
the  world,  but  it  is  also  expensive.  The  staffs  of  Con- 
necticut hospitals  need  to  communicate  more  effective- 
ly, to  encourage  the  necessary  accommodation  to  this 
new  era,  to  assure  maximal  quality  of  care  within  the 
new  constraints,  and  to  assist  each  other  in  understan- 
ding and  adjusting  to  the  changes  sure  to  come  in  the 
future. 

Joseph  L.  Belsky,  M.D. 
and 

Alfred  Jay  Bollet,  M.D. 


Our  Hospitals  Need  Dress  Codes 

Today  you  can  see,  roaming  the  corridors  of  our 
hospitals,  a variety  of  people  dressed  as  if  they  were  on 
their  way  to  a softball  game  or  a cookout.  These  persons 
are  not  visitors,  delivery  people,  or  members  of  repair 
crews.  They  are  physicians  and  nurses. 

Once,  the  part  of  the  nurse’s  attire  worn  with  most 
pride  was  the  cap.  The  cap  symbolized  the  attainment  of 
professional  status.  Nowadays  it’s  rare  to  see  a nurse 
wearing  her  cap. 

That’s  unfortunate  for  the  nursing  profession.  When 
nurses  don’t  care  about  looking  like  nurses,  their  feelings 
about  themselves  are  diminished  and  their  ability  to  per- 
form is  bound  to  suffer. 

It’s  bad  for  the  patient  as  well.  We  know  how  impor- 
tant it  is  for  patients  to  feel  that  they  are  in  the  hands  of 
competent,  caring  professionals.  Patients  benefit  from  a 
sense  of  order,  the  assurance  that  everything  is  under 
control.  When  it  is  impossible  to  distinguish  an  RN  from 
a ward  maid,  that  sense  of  order  and  assurance  is 
eroded. 

Nurses  sometimes  feel  that  they  are  victims  of  in- 
justice, that  their  dedication  and  skill  are  taken  for 
granted  and  exploited.  But  this  is  no  reason  to  play  into 
the  hands  of  those  who  belittle  nurses.  On  the  contrary, 
nurses  should  be  all  the  more  eager  to  insist  on  their  pro- 
fessional standing  and  to  take  every  opportunity  to  set 
themselves  apart. 

To  an  extent,  of  course,  nurses  are  merely  following 
the  lead  of  physicians,  some  of  whom  think  nothing  of 
making  rounds  in  sport  or  T-shirts,  golf  slacks,  even  ten- 
nis or  running  gear,  with  perhaps  a white  coat  thrown 
casually  over  the  sporty  garments.  The  position  of  such 
a doctor  is  that  you  don't  cure  people  by  wearing  a suit 
and  tie,  but  rather  by  applying  what's  in  your  brain. 

True  — but  patients  respond  better  to  physicians  who 
dress  with  some  dignity.  That  may  run  counter  to  today’s 
trend  toward  informality,  but  it  is  a fact  of  medical  life. 
And  when  the  patient  responds  better,  the  healing  pro- 
cess is  enhanced. 

A reasonable  dress  code  should  be  part  of  any  well- 
run  hospital.  It  should  not  be  necessary  for  the  code  to 
be  enforced  by  coercion.  Physicians  and  nurses  should 
be  willing  to  dress  with  the  dignity  and  care  which  their 
professions  demand. 

There  are  those  who  say  this  matter  is  not  important. 
They  are  wrong.  It  is  a rule  of  life  that  sloppiness  in 
small  things  leads  to  sloppiness  in  big  things.  We  in  the 
medical  profession  are  not  exempt  from  that  rule. 

Jesse  S.  Manlapaz,  M.D. 

Attending  Neurosurgeon, 

Danbury  Hospital  and  New  Milford  Hospital 
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Council  Meeting 

Wednesday,  October  26.  1983 

Attendance 

Present  were:  Drs.  Doctor,  Sadowski,  Zlotsky,  Men- 
dillo.  Ahrens,  Friedberg,  Van  Syckle,  James,  Abbot, 
Freedman,  Petrie.  Orphanos,  Eslami,  Waldron,  Ragusa, 
Sullivan.  Alisberg,  Reyelt,  Sweet,  McDonnell.  Czarsty, 
Ahamed,  Sharon  and  Leach. 

Also  present:  Mr.  Norbeck,  Mrs.  Lindquist,  Mr. 
Brunell,  Mr.  Fiorentino,  Mr.  Sweeney,  Mr.  Tomat 
(FCMA),  Mrs.  Harney  (NHCMA),  Mrs.  Clark 
(HCMA).  Mrs.  Sandler  (President,  Auxiliary)  and  Dr. 
Morisy  (President,  Post  Graduate  Physicians  Section). 

Absent  were:  Drs.  Whalen,  Canzonetti,  Beck.  Con- 
cannon,  Bobruff,  Villa  and  Fabro. 

Reports  from  Physicians  Serving  on  State 
and  Federal  Agencies 

Dr.  Hess  reported  on  South  Central  Connecticut 
Health  Systems  Agency  noting  that  HSA  II  is  looking  to 
fill  several  staff  vacancies  including  the  Executive 
Director  position.  HSA  II  is  working  on  a Task  Force 
on  Blocked  Beds  and  a report  is  expected  to  be  com- 
pleted by  the  end  of  December. 

Dr.  Van  Syckle  indicated  that  the  Northwest  HSA  in 
Waterbury  is  very  active  and  is  currently  reviewing  four 
Certificate-of-Need  (CON)  applications  from  Danbury 
Hospital  (totaling  over  $7  million  dollars)  for  proposed 
new  institutional  health  servies. 

Mr.  Fiorentino  briefly  summarized  his  staff  report 
drawing  particular  attention  to  the  Medicare 
freeze/assignment  proposals  before  the  U.S.  House  of 
Representatives.  He  also  reported  that  funding  for 
PSROs,  PROs,  and  HSAs  has  been  assured  by  the  enact- 
ment of  a continuing  resolution. 

In  conjunction  with  the  staff  report,  the  Council  voted 
to  “send  correspondence  to  the  Statewide  Health  Coor- 
dinating Council  (SHCC)  reminding  that  body  that  the 
Connecticut  Hospital  Association  (CHA)  acquires  data 
through  the  CHIME  system  and  that  efforts  of  the  Acute 
Care  Data  Task  Force  to  establish  a Basic  Acute  Care 
Data  Elements  Model  appears  to  be  duplicative  and 
should  be  avoided."  In  related  matter,  the  Council  voted 
to  express  its  concern  with  the  implication  that  Connec- 
ticut is  overbedded  as  suggested  in  the  recently  adopted 


policy  of  SHCC  — Planning  Guidance  #7  “1990  Nursing 
Home  Bed  Need  Projection  by  Region,”  and  voted  to  re- 
quest SHCC  to  reconsider  this  position  with  copies  to  be 
sent  to  the  governor  and  CHA. 

Report  of  the  President 

Daniel  W.  Doctor,  M.D.,  reported  on  his  attendance 
at  the  recent  semi-annual  meetings  of  the  county  medical 
associations  and  expressed  his  appreciation  for  their 
gracious  hospitality.  The  President  also  congratulated 
the  New  Haven  County  Medical  Association  for  their 
upcoming  Bicentennial  celebration  in  1984.  He  mention- 
ed that  CSMS  will  be  asked  to  grant  an  honorary  degree 
to  their  speaker  at  that  meeting. 

In  conjunction  with  Dr.  Doctor's  report  of  the  New 
Haven  celebration,  Stewart  Petrie,  M.D.  reported  that 
an  issue  of  Connecticut  Medicine  would  be  devoted  to 
that  subject. 

CPRO  Update 

William  A.  Whalen.  M.D.,  President  of  CPRO.  could 
not  attend  the  meeting  due  to  medical  emergency,  and 
his  report  was  given  by  the  Council  Chairman,  Guy  W. 
Van  Syckle,  M.D.  It  was  reported  that  applications  for 
membership  in  CPRO  were  being  mailed  out  to 
Connecticut  physicians.  A business  proposal  has  also 
been  submitted  to  the  Fairfield-Westchester  Business 
Group  along  with  Blue  Cross  and  Connecticut  General. 
It  was  indicated  in  the  report  that  CPRO  was  receiving 
support  from  the  Hartford  County  Health  Care  Plan.  Dr. 
Whalen's  report  also  mentioned  that  PSRO  had  received 
funding  from  Washington  until  the  end  of  1983.  It  was 
pointed  out  that  the  CPRO  was  seeking  a Medical 
Director. 

Report  D (A-83)  of  AMA  Council  on  Medical  Service 
RE:Payment  for  Physicians’  Services 

At  the  last  Council  meeting  the  subject  was  referred  to 
the  CSMS-AMA  Delegation  for  study  and  report  back  to 
the  Council  with  recommendation.  A resolution  recom- 
mending that  CSMS  approve  the  principle  of  changing 
the  usual,  customary  and  reasonable  (UCR)  basis  of 
physician  reimbursement  to  an  indemnity  basis  was  sub- 
mitted and  following  discussion,  it  was  VOTED  to  ap- 
prove the  resolution  and  transmit  it  to  the  House  of 
Delegates.  It  was  further  VOTED  to  include  a synopsis 
of  the  AMA  Council  on  Medical  Service  report  in  the 
handbook. 
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“All-Payor”  Prospective  Payment 
System  Initiative 

Ralph  Pollock,  Executive  Director  of  the  North  Cen- 
tral Connecticut  HSA  and  staff  for  the  Business  Coali- 
tion on  Health,  offered  a slide  presentation  delineating 
that  coalition’s  progress  from  its  inception  to  date  to 
establish  a legislative  proposal  on  an  “all-payor”  pro- 
spective payment  system  which  will  be  offered  to  the 
Connecticut  Legislature  at  its  next  session. 

Mr.  Pollock  detailed  the  formation  and  implementa- 
tion activities  of  the  Business  Coalition  on  Health  focus- 
ing on  the  "all-payor”  prospective  payment  goals.  The 
coalition  has  developed  an  aggressive  six  point  program 
aimed  at  reforming  the  Connecticut  Health  System 
rather  than  focusing  on  benefit  costs.  The  other  points 
include:  capital  regulation,  utilization  review,  benefit 
redesign,  alternative  delivery  systems  and  environment, 
workplace  and  lifestyle. 

After  a lengthy  question  and  answer  period,  the  Coun- 
cil voiced  its  appreciation  to  Mr.  Pollock  for  the  educa- 
tional presentation  and  voted  the  following  motiomthat 
this  matter  be  referred  to  the  Committee  on  Statewide 
Medical  Planning  for  development  and  report  on 
mechanisms  for  increased  communication  and  col- 
laboration with  business  and  industry  groups  on  matters 
of  health  care. 


Committee  on  Legislation 
Isadore  H.  Friedberg,  M.D.,  Chairman  of  the  Com- 
mittee on  Legislation,  reported  on  the  October  20 
meeting  of  his  committee. 

1 . The  Committee  on  Legislation  approved  of  the  hiring 
of  S&S  Associates  to  serve  as  the  Society’s  Legisla- 
tive Counsel  for  1984. 

2.  Dr.  Friedberg  reported  on  his  discussions  with  Health 
Commissioner  Lloyd  regarding  proposed  impaired 
physician  legislation.  Commissioner  Lloyd  is  waiting 
for  an  opinion  from  the  Attorney  General  and  will  ad- 
vise the  Society.  The  Council  will  be  apprised  of  any 
further  activities. 

Chairman  Friedberg  also  reported  that  John  Horn- 
blow,  M.D.,  Chairman  of  the  Motor  Vehicle  Advisory 
Board  met  with  the  Committee  on  Legislation  to  discuss 
proposed  legislation  providing  for  a mechanism  for 
physicians  to  report  patients  deemed  unfit  to  drive.  Dr. 
Friedberg  also  mentioned  that  Dr.  Hornblow  had  asked 
to  meet  with  an  ad  hoc  committee  of  the  Committee  on 
Legislation  in  order  to  work  out  differences  in  the  pro- 
posed legislation.  It  was  also  pointed  out  by  the  Chair- 
man that  the  Legislative  Committee  of  the  Nurses’ 
Association  had  requested  a meeting  with  the  Committee 
on  Legislation  of  the  CSMS  and  that  some  type  of  liaison 
would  take  place  in  the  next  two  months. 

It  was  VOTED  to  accept  with  commendation  the 
report  of  the  Chairman  of  the  Committee  on  Legislation. 
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Nomination  of  Vice-Speaker 
Upon  the  resignation  of  House  Speaker  Edmund  F. 
Hecklau,  M.D.,  Vice-Speaker  Lawrence  B.  Ahrens, 
M.D.,  became  Speaker  of  the  CSMS  House  of 
Delegates.  After  discussion  of  the  new  vacancy  of  Vice- 
Speaker  the  Council  appointed  Joseph  C.  Czarsty,  M.D. 
to  serve  in  that  capacity. 


Life  Members 

It  was  VOTED  to  receive  for  information  the  follow- 
ing list  of  Life  Members: 

Gail  A.  Gaines,  M.D.,  72  Hale  Street,  Waterbury 
(NH) 

Stanley  A.  Leavy,  M.D.,  340  Whitney  Avenue,  New 
Haven  (NH) 

Date  of  Next  Council  Meeting 
The  next  Council  meeting  will  be  held  on  Thursday, 
December  15,  1983. 

N.B.:  The  foregoing  is  a summary  of  the  proceedings 
and  actions  of  the  Council  on  October  26,  1983. 
Detailed  minutes  of  the  meetings  are  on  file  at  160 
St.  Ronan  Street,  New  Haven,  for  perusal  by  any 
interested  member  of  the  Society. 


EASTERN  MEDICAL  ASSOCIATION  SEMINARS 

invites  you  to 

“SEMINARS  IN  THE  SUN” 

Trip  includes  round  trip  air,  deluxe  rooms,  all  tips  and  taxes, 
transfers,  many  extras. 


15  CME  CREDITS  IN  CATEGORY  II  at  the 
DR.  H.  ODUBER  HOSPITAL  IN  ARUBA 


Jan.  8-15,  1984  (Sunday) 

Aruba  — Concorde  Hotel 

Physician $1 ,349 

(Inc.  Seminar  Fee) 
Spouse/Guest ....  $389 


Topic  - PULMONARY  MEDICINE 

Carl  B.  Sherter,  M.D. 

Chief  of  Pulmonary  Medicine 
Waterbury  Hospital,  Waterbury,  Conn. 
Associate  Clinical  Professor 
Pulmonary  Medicine 
Yale  University  School  of  Medicine 


Mar.  11-18,  1984  (Sunday) 

Aruba  — Concorde  Hotel 

Physician $1 ,349 

(Inc.  Seminar  Fee) 
Spouse/Guest $389 

Feb.  19-26,  1984  (Saturday) 

at  Melia  Caribe  Hotel 
in  Carabelleda,  Venezuela 

Physician $789 

(Inc.  Seminar  Fee) 
Spouse/Guest ...  $389 


Topic  - ONCOLOGY 

Barry  Kaplan,  M.D.,  PHD 
Associate  Clinical  Professor 
of  Medicine  (Oncology) 

Albert  Einstein  College  of  Medicine 

Topic  - OB-GYN 

Prof.  A.  Poliak, 

Dr.  Sorosh  Roshan,  Moderator 
Albert  Einstein  College  of  Medicine 
18  Credits  in  Category  II! 


OPTIONAL  MEAL  PLAN  AVAILABLE 

Deposit  $100.00  per  person Travel  by  EDISON  TRAVEL,  Edison,  N.J. 

Call  or  Write 

H.  L.  WEININGER,  M.D.  DIRECTOR 
EASTERN  MEDICAL  ASSOCIATION  SEMINARS 

1373  Outlook  Drive  West,  Mountainside,  New  Jersey  07092 

Anita  - 201  -654-5092  Barbara  — 201  -548-4252 

Seminars  to  ACAPULCO,  AUSTRIA,  ALASKA  in  the  planning  stage! 
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PHYSICIAN  PLACEMENT  SERVICE 

The  Society  maintains  the  Physician  Placement  Service  as  a service  to  the  medical  profession  in  Connecticut. 
Opportunities  for  physicians  to  locate  in  Connecticut  will  be  published  as  space  permits  and  will  be  distributed 
to  physicians  making  inquiries  of  such  opportunities.  Information  should  be  sent  to  160  St  Ronan  St.,  New 
Haven,  CT  06511  (203-865-0587). 

Physicians  wishing  to  establish  practice  in  Connecticut  are  invited  to  submit  a resume  to  be  kept  on  file  with 
the  Society.  An  announcement  of  a physician’s  availability  will  be  published  in  two  issues  of  Connecticut 
Medicine  as  space  permits. 


OPPORTUNITIES  FOR  PRACTICE 

(If  no  name  is  listed,  contact  the  Physician  Placement  Service  for  more 
details.) 

FAMILY  PRACTICE/PREVENTIVE  MEDICINE 

FOR  SALE.  Flourishing  private  practice.  Completely  equipped,  quali- 
ty staff,  available  immediately.  Must  move  out  of  state  immediately. 
Reply  R Welch.  38  Millstone  Rd  . Waterford,  CT  06385.  Phone 
442-0992  after  2:00  P.M. 

INSTITUTIONAL  MEDICINE 

VA-Yale  Substance  Abuse  Fellowship  — The  West  Haven  VA  Medical 
Center  is  offering  a two  year  Fellowship  in  substance  abuse  beginning 
in  July  1984.  The  major  goal  is  to  train  the  physician  to  understand  and 
treat  substance  abuse  in  a comprehensive  manner.  The  Fellow  will 
learn  to  diagnose  and  treat  the  illness  and  how  to  develop  comprehen- 
sive programs  for  the  effective  treatment  of  these  disorders:  with  am- 
ple opportunity  for  collaborative  research.  Training  will  take  place  in 
the  VA  Alcoholism  Program  and  the  Drug  Dependence  Unit  of  the 
Connecticut  Mental  Health  Center,  major  teaching  facilities  of  the 
Psychiatry  Department  at  Yale  University  School  of  Medicine. 
Available  to  physicians  who  will  have  completed  residency  training 
(board  eligible  or  certified)  in  psychiatry,  family  practice,  internal 
medicine  or  neurology  by  July  1,  1984.  Those  interested  should  con- 
tact James  Nocks,  M.D..  Fellowship  Director  and  Chief  Alcoholism 
Program.  Associate  Clinical  Professor  of  Psychiatry.  West  Haven. 
VAMC.  (203)  932-5711,  Ext.  522.  EOE 

OBSTETRICS/GYNECOLOGY 

WANTED:  Board  eligible  or  Board  Certified  Obstetrician/ 
Gynecologist  needed  to  take  over  10  year  busy  practice.  Excellent  op- 
portunity for  female  gynecologist.  Practice  is  located  in  Eastern  Con- 
necticut. If  interested,  contact  Ratna  R.  Srinivas.  M.D  , 325  Montauk 
Ave..  New  London.  CT  06320. 

PART-TIME 

Busy  Emergency  Department  looking  for  moonlighter  or  part  time 
physician.  Previous  E.R.  experience  required.  Please  contact  George 
J.  Terranova,  M.D  . Chairman,  Emergency  Department,  Danbury 
Hospital.  Locust  Avenue,  Danbury,  CT  06810.  Phone  (203) 
797-7405 

MEDICAL  DIRECTOR  A newly  developed  non-profit  alcoholism 
treatment  center  in  Central  Connecticut  offering  comprehensive  and 
innovative  inpatient,  outpatient  and  partial  hospitalization  services  in- 
vites candidates  to  apply  for  the  part-time  position  of  Medical  Direc- 
tor. available  December  1,  1983.  Candidate  of  interest  will  be  an 
M.D.  with  specialized  expertise  in  treatment  of  medical  complications 
of  alcoholism.  Board  eligibility  or  certification  in  Internal  Medicine, 
clinical  administration  experience  and  teaching  ability  preferred. 
Salary  commensurate  with  experience  and  qualifications.  Send 
resumes  in  confidence  to  CSMS,  PT/RD. 

Part-time  staff  physician  position  available  including  proportionate  on- 
call  rotation.  Requires  good  clinical  and  interdisciplinary  skills  and 
board  certification.  Appointment  will  initially  be  temporary  during 
staff  member’s  leave  of  absence  with  possibility  of  becoming  perma- 
nent. Please  reply  by  resume  to  John  M.  Stober,  Director  of  Human 
Resources,  The  Connecticut  Hospice.  Inc..  61  Burban  Drive.  Bran- 
ford, CT  06405.  (481-6231),  an  equal  opportunity  employer 


SURGERY 

GENERAL  SURGEON.  Board  Certified  or  Board  Eligible  individual 
for  community  based  practice  in  a delightful  growing  area,  Northwest 
Connecticut,  with  a progressive  small  hospital  and  a young  well  train- 
ed staff.  Reply  with  CV  to:  Mrs.  Barbara  Blank,  Medical  Staff 
Secretary,  New  Milford  Hospital,  21  Elm  St.,  New  Milford,  CT 
0O776. 

RADIOLOGY 

FOR  SALE.  RADIOLOGICAL  Practice  in  Southern  Connecticut 
Write  CSMS.  RAD/RSM 


PHYSICIANS  WISHING  TO  LOCATE  IN 
CONNECTICUT 


EMERGENCY  ROOM 

Immediately  available.  Age  42.  Licensed  in  Connecticut.  MD.  Kur- 
nool  Medical  College.  Vkjayawada.  A.P..  India:  Int  . Government 
General  Hospital.  Kurnool:  Res..  St.  James  University  Hospital. 
Keighley.  U.K.  Has  had  training  in  the  United  Kingdom  in  Or- 
thopedics and  Anesthesiology.  Prefers  group  or  institutional  type  prac- 
tice. Write.  K.B.  Santhappa.  M.D..  5715  Eunice  Court.  Richmond. 
VA  23228. 

Nov.  '83.  Age  45.  Nat’l  bds.  MD.  University  of  Innsbruck.  Austria; 
Int..  Unity  Hospital.  NYC;  Res..  St.  Francis  Medical  Center.  Tren- 
ton. NJ.  Prefers  associate  or  institutional  type  practice  in  a medium- 
sized community.  Write.  Imran  A.  Shilleh.  M.D  . 6 Pinnacle  Rock 
Rd..  Stamford.  CT  06903. 

FAMILY  PRACTICE 

July  '84.  Age  28.  Nat'l  bds.  AB  elig.  MD.  University  of  Connecticut. 
Storrs:  Int.  and  Res..  Somerset  Medical  Center.  Somerville.  NJ.  Prac- 
tice to  include  pediatrics  adult  medicine,  and  office  gynecology  but  no 
obstetrics.  Prefers  group  or  associate  type  practice  in  a small  to 
medium-sized  community.  Write.  Peter  L.  Anderson.  M.D..  1122B 
Easton  Ave..  Somerset.  NJ  08873. 

Nov.  '83.  Age  34.  Licensed  in  Connecticut.  Presently  in  practice.  Nat'l 
bds  (FLEX).  AB  elig.  MD.  Faculty  of  Medicine,  University  of 
Seville.  Spain;  Int.,  University  Hospital.  Seville;  Res..  St.  Mary's 
Hospital,  Hoboken.  NJ.  Prefers  solo,  group,  associate  or  institutional 
type  practice.  Would  consider  solo  practice  if  a community  is  in  need 
of  a physician  and  is  willing  to  provide  financial  aid  for  start  up  prac- 
tice. Write,  Jaime  F.  Lara.  M.D  . 6045  Palisade  Ave..  West  New 
York.  NJ  07093. 

July  '84  Age  28.  Nat'l  beds.  AB  elig.  DO.  NJ  School  of  Osteopathic 
Medicine:  Int..  JFK  Memorial  Hospital.  Stratford.  NJ:  Res..  Burling- 
ton County  Memorial  Hospital.  MT  Holly,  NJ  (Chiet  Resident). 
Prefers  group  or  HMO  type  practice.  Write.  Lisa  A.  Stackhouse. 
D O..  30  Brierdale  Lane.  Willingboro.  NJ  08046 

Nov.  '83.  Age  50.  Licensed  in  Connecticut.  FLEX.  MD,  Medical  Col- 
lege, Ewha  Womans  University:  Int.,  Marymount  Hospital.  Garfield 
Mts. , OH  Res.,  GP.  Sacred  Heart  Hospital.  Norristown.  PA.  Prefers 
solo,  associate,  institutional  or  industrial  practice.  Write.  CSMS. 
JWP/GP 
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ARABIAN  HORSES  CONJURE  UP  FANTASIES,  PROVOKE 
THE  CREATIVE  SPIRIT,  CELEBRATE  LIFE’S  MYSTERIES.  IT  IS  NEVER  TOO 
LATE  TO  EMBARK  ON  A NEW  EXPERIENCE  — TO  COLLECT  LIVING  ART 
WHICH  REPRODUCES  YEARLY-TO  BUILD  UPON  CENTURIES  OF  BEDOUIN 
BREEDING  EXPERTISE.  COME,  JOIN  US  AND  YOUR  COLLEAGUES- 
CRYSTALLIZE  A 
DREAM, 

CREATE  A 
WORK  OF 
ART,  BUILD 
A STOCK 
PORTFOLIO 
THAT 
DOUBLES 
YEARLY. 


Further  information 
on  request 


TRINI4NMRM 

DR  AND  MRS  ERIY  P GALLO 
LOSAW  ROAD  WINSTED  CT  06098 
379  4062  or  379  6276 

Y J 
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GASTROENTEROLOGY.  July  ’84.  Age  28.  Nat  l bds.  AB  cert.  (IM). 
Elig.  (GI).  MD,  Columbia  University,  NY;  Int.  and  Res.,  Mount  Sinai 
Hospital,  NY;  Fellowship,  Montefiore  Medical  Center,  NY;  Albert 
Einstein  College  of  Medicine.  Prefers  group  associate  or  institutional 
type  practice  in  a medium  to  large-sized  community.  Willing  to  do  In- 
ternal Medicine  as  well  as  Gastroenterology.  Trained  in  all  Gl  pro- 
cedures including  ERCP  and  Manometry.  Write,  Joel  E.  Chodos, 
M.D.,  3450  Wayne  Ave.,  Bronx,  NY  10467 

Sept.  ’83.  Age  38.  Licensed  in  Connecticut.  FLEX.  AB  elig.  MD,  Gu- 
jarat University,  India;  Perth  Amboy  General  Hospital,  NJ;  Res.,  Lin- 
coln Medical  and  Mental  Health  Center,  NY.  Prefers  solo,  group  or 
associate  type  practice.  Was  in  private  practice  in  1982.  Write,  CSMS, 

IM/SP 

INFECTIOUS  DISEASES.  July  '84.  Age  3 1 . Nat'l  bds.  AB  cert.  (IM). 
DO..  College  of  Osteopathic  Medicine  & Surgery;  Int.  and  Res., 
Grandview  Hospital,  Dayton,  OH;  Fellowship,  Thomas  Jefferson 
University.  Philadelphia,  PA.  Prefers  solo,  group,  associate  or  institu- 
tional type  practice.  Write.  Paul  J Alessi,  D O . 103  Thornhill  Rd  , 
Cherry  Hill.  NJ  08003. 

Jan.  '84.  Age  51.  Presently  in  practice.  MD.  National  University  of 
Cordoba,  Argentina;  Int.,  Bronx-Lebanon  Hospital  Center.  NY;  Res., 
Hospital  Rawson,  Cordoba.  Fellowship,  Infectious  Diseases  Hospital 
Rawson.  Prefers  group  type  practice  in  a medium-sized  community. 
Write.  Valdemar  Puszkin.  M.D..  c/o  Max  Staubli,  11  Tanglewood 
Dr..  Avon,  CT  06001. 

CARDIOLOGY.  July  '84.  Age  36.  Nat'l  bds.  AB  cert.  MD.  SUNY- 
Syracuse;  Int.,  Res.  and  Fellowship.  Nassau  County  Medical  Center. 
Prefers  solo,  group,  associate  or  Academic  (Cardiology)  in  a medium 
to  large-sized  community.  Write  CSMS.  IM/AOL. 

MEDICAL  ONCOLOGY  One  month  notice.  Age  42.  Presently  in 
Practice.  Nat'l  bds.  ABcert.  MD.  University  of  Pennsylvania;  Int.  and 
Res.,  Johns  Hopkins  Hospital;  Fellowship.  University  of  Minnesota. 
Prefers  group,  associate  or  institutional  type  practice  in  a medium  to 
large-sized  community.  Primarily  interested  in  direct  patient  care- 
have  had  experience  working  with  hospice  programs;  clinical  ex- 
perience in  bone  marrow  transplantation,  leukocyte  transfusion,  and 
community  medical  oncology  practice.  Write.  CSMS.  IM/DCH. 
GASTROENTEROLOGY.  July  '84.  Age  35.  Nat'l  bds.,  AB  cert. 
MD,  Universidad  Autonoma  de  Guadalajara;  Int.,  Mount  Sinai  Ser- 
vices City  Hospital  Center  at  Elmhurst,  Queens,  NY;  Fellowship, 
Long  Island  Jewish  Hillside  Medical  Center.  Prefers  group  or 
associate  type  practice  in  a medium  to  large-sized  community.  Write, 
Michael  Gersten,  M.D..  201  West  85th  Street,  #12D,  New  York,  NY 
10024. 

GASTROENTEROLOGY.  July  '84.  Age  29.  Nat'l  bds.  AB  cert.  MD, 
NY  Medical  College;  Int.,  Res.  and  Fellowship,  Downstate  Medical 
Center,  NY.  Prefers  solo,  group  or  associate  type  practice  in  a medium 
to  large-sized  community.  Write.  CSMS,  EST/IM 
PULMONARY  MEDICINE.  July  ’84.  Age  30  Nat'l  bds.  AB  cert. 
(Internal  Medicine).  AB  elig.  (Pulmonary).  MD,  University  of 
Virginia;  Int;  and  Res.,  Long  Island  College  Brooklyn,  NY; 
Fellowship,  University  of  Rochester.  Desires  group,  associate,  or  in- 
stitutional type  practice.  Write,  James  Kohan,  M.D.,  19  Highmanor 
Drive,  Henrietta,  NY  14467. 

OBSTETRICS/GYNECOLOGY 

Oct.  '84.  Age  29.  Nat’l  bds.  AB  elig.  MD,  St.  Louis  University 
Medical  School;  Int.  and  Res.,  St.  Louis  University  Hospitals.  Prefers 
group  or  associate  type  practice.  Write,  Thomas  J.  Helm,  M.D.,  4429 
A Rosa  Ave.,  St.  Louis,  MO  63116. 

Oct.  '84.  Age  29.  Nat’l  bds.  AB  elig.  MD,  St.  Louis  University 
Medical  School;  Int.  and  Res.,  St.  Louis  University  Hospitals.  Prefers 
group  or  associate  type  practice.  Write,  Charles  Helm,  M.D.,  4429  A. 
Rosa  Ave.,  St.  Louis,  MO.  63116 

Sept.  '83.  Age  58.  Nat'l  bds.  AB  cert.  MD.  Medical  College  of 
Wisconsin;  Int..  Kings  County  Hospital,  NY;  Res.,  State  University 
of  NY,  Downstate;  Fellowship,  Long  Island  University,  NY.  Prefers 
institutional  or  industrial  type  practice  in  a medium  to  large-sized  com- 
munity. Interested  in  Public  Health  Administration.  Write,  Thomas  F 
Sullivan,  M.D.,  M.P.A.,  5 Briarwood  Lane,  Suffern,  NY  10901 


OPHTHALMOLOGY 

July  '84.  Age  29.  Nat’l  bds.  AB  cert.  (Pediatrics).  AB  elig.  (Ophthal). 
MD,  Chicago  Medical  School;  Int.,  North  Shore  University  Hospital 
(Pediatrics);  Res.,  North  Shore  University  Hospital  (Pediatrics)  and 
State  University  of  NY,  Downstate  Medical  Center  (Ophthal).  Prefers 
group  or  associate  type  practice.  Although  trained  in  all  aspects  of 
ophthalmology  would  like  to  practice  general  ophthalmology  with  an 
emphasis  on  pediatric  eye  diseases.  Write,  Andrew  E.  Gewirtz,  M.D., 
519  Beach  133  St.,  Belle  Harbor,  NY  11694. 

ORTHOPEDIC  SURGERY 

Spring  1984.  Age  36.  Presently  in  Practice.  Nat’l  bds.  AB  elig.  MD, 
SUNY  at  Buffalo;  Int.,  Upstate  Medical  Center;  Res.,  Bronson- 
Borgess,  Kalmazoo,  MI.  Prefers  solo,  group,  associate,  institutional, 
or  industrial  type  practice  in  a medium  to  large-sized  college  town. 
Write.  Gerald  Coniglio,  M.D.,  238  Bewley  Building,  Lockport,  NY 
14094. 

July  '84.  Age  30.  Nat’l  bds.  AB  elig.  MD,  Downstate  Medical  Center- 
SUNY;  Int.  and  Res.,  Maimonides  Medical  Center,  NY.  Prefers 
group,  associate  or  hospital  practice  in  a large-sized  community. 
Write,  Richard  Lebovicz,  M.D.,  415  Grand  St.,  New  York,  NY 
10002. 

PEDIATRICS 

Jan.  '84.  Age  50.  Presently  in  practice.  MD,  National  University  of 
Corboba,  Argentina;  Int.  and  Res.,  Children’s  Hospital  of  Cordoba. 
Prefers  group  practice  in  medium-sized  community.  Write,  Aida  M E. 
Puszkin,  M.D.,  c/o  Max  Staubli,  11  Tanglewood  Dr.,  Avon,  CT 
06001. 

Oct.  '83.  Age  29.  Licensed  in  Connecticut.  FLEX.  AB  elig. 
M B B.S.,  Osmania  University;  Int.,  Rutgers  Medical  School;  Res., 
UCONN  and  Waterbury  Hospital.  No  preference  to  size  and  type  of 
practice.  Write,  Rukmini  S.  Kema,  M.D.,  295  High  Path  Rd.,  Wind- 
sor, CT  06095. 

Immediately  available.  Age  31.  Presently  in  practice.  Nat’l  bds.  AB 
cert.  MD,  University  of  Pittsburgh;  Int  and  Res.,  Geisinger  Medical 
Center;  Fellowship,  Medical  College  of  Georgia  (Pediatric 
Neurology).  Desires  group  or  associate  type  practice  in  a small  to 
medium-sized  community.  Write,  Roderic  J.  Hartman,  M.D.,  2104 
Berskhire  Drive,  Monroeville,  PA  15146. 

July  '84.  Age  27.  Licensed  in  Connecticut.  FLEX.  AB  elig.  MD. 
Downstate  Medical  School  (SUNY);  Int.,  University  of  Vermont. 
Burlington.  VT;  Res..  University  of  Vermont  and  University  of  Con- 
necticut. Farmington.  Prefers  group  type  practice.  Write.  Rita  Iovino. 
M.D..  36  Lilley  Rd..  West  Hartford.  CT  06119. 

SURGERY 

June  '84.  Age  35.  Nat'l  bds.  AB  elig.  MD.  University  of  Illinois;  Int. 
and  Res..  St.  Josephs  Hospital.  Denver.  CO.  Prefers  group  or 
associate  type  practice  in  a medium-sized  community.  Write.  Alfred 
G.  Garcia,  M.D.,  307  So.  2nd  St..  Wilmington.  NC  28401 

July  '84.  Age  31.  Nat'l  bds.  AB  elig.  MD.  NY  Medical  College. 
Valhalla.  NY;  Res.,  Wayne  State  University.  Detroit.  ML  Prefers 
group  practice  in  a medium  to  large-sized  community.  Write.  Robert 
S Bloch.  M.D  . 27300  Franklin  Rd..  #214.  Southfield.  MI  48034 

July  '84.  Age  31.  Nat'l  bds.  AB  elig.  MD.  Rutgers  Medical  School; 
Int..  and  Res.,  Georgetown  University  Hospital  Prefers  associate, 
group,  solo  or  institutional  type  practice  in  that  order.  Also,  prefers 
small  to  medium-sized  community  to  practice.  Write.  Richard  S.  Mur- 
ray. M.D.,  1920  N.  Calvert  St.,  #303.  Arlington.  VA  22201 

UROLOGY 

July  '84.  Age  36.  Nat’l  bds.  AB  elig.  MD.  State  University  of  NY  at 
Buffalo;  Res.,  Buffalo  General  Hospital  and  SUNY  at  Buffalo 
(General  Surgery)  and  Buffalo  General  Hospital  and  SUNY  at  Buffalo 
General  Hospital  (Urology).  Prefers  solo,  group  or  associate  type 
practice  in  a medium  to  large-sized  community  in  a University  town. 
Write,  CSMS,  BSL/UR. 
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For  the  Investigation  of  Problems  of 
Human  Infertility 

The  Foundation  provides  a complete  diag- 
nostic and  consultation  service  for  infertile 
couples.  Investigations  are  conducted  bv  well- 
known  specialists  in  conjunction  with  consul- 
tants in  the  various  fields  of  medicine  related 
to  infertility. 

The  Foundation  is  supported  by  an  in-house 
modern  laboratory  equipped  to  do  most  tests 
required  for  diagnosis  and  treatment.  Litera- 
ture on  request. 

1430  Second  Avenue,  New  York,  N.Y.  10021 
Phone:  744-5500 


It  pays  to  take 
a closer  look  at 
Tax  Shelters. 

ff  you're  looking  tor  better 
income  tax  deductions  or  tax 
shelter  benefits,  take  a closer 
look  at  Professional  Services  of 
America  For  financial  planning 
opportunities,  we  can  offer  a 
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investments,  tax-free  municipal 
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complete  details,  |ust  mail  the 
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p. ______  ------ — _______  — , 
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Letters  to  the  Editor 


Letters  to  the  Editor  are  considered  for  publication  (subject  to 
editing  and  abridgment),  provided  that  they  are  submitted  in 
duplicate,  signed  by  all  authors,  typewritten  in  double  spacing, 
and  do  not  exceed  1 Vi  pages  of  text  (excluding  references).  They 
should  not  duplicate  similar  material  being  submitted  or  pub- 
lished elsewhere.  Letters  referring  to  a recent  Journal  article 
should  be  received  within  six  weeks  of  the  article’s  publication. 


INSTITUTIONS  AND  IMPERSONAL  RELATIONS 

To  the  Editor:  I enjoyed  Dr.  Massey’s  essay  in  the  September  issue  of 
Connecticut  Medicine.  As  usual  his  insight  is  on  target. 

I guess  institutions  just  can’t  help  being  impersonal  It  is  revealing 
that  as  far  back  as  1914  patients  were  referred  to  as  “products”  of  a 
hospital. 

Does  this  mean  that  physicians  will  be  demoted  from  “health  care  pro- 
viders” to  possibly  "production  engineers”? 

Edward  J.  Volpintesta,  M.D. 

Bethel,  CT. 
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